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A million  and 
of  experience*. 

Give  or  take  a billion 

You've  had  more  experience  with  Dalmane 
(flurazepam  HCI/ Roche)  than  with  any  other 
benzodiazepine  hypnotic. . . 15  years'  worth. 

You  know  you  can  count  on  it  tor  sleep  that 
satisfies  patients-they  fall  asleep  quickly  and 
sleep  through  the  night. 18  And  the  wide  margin 
of  safety  with  Dalmane79  satisfies  you.  As 
always,  caution  patients  about  driving  or 
drinking  alcohol. 
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DALMANE 

flurazepam  HCI/Roche  © 

sleep  that  satisfies 


15-mg/30-mg  capsules 


Before  prescribing,  pleose  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  tailing  asleep,  frequent  nocturnal  awaken- 
ings and/or  early  morning  awakening,  in  patients  with 
recurring  insomnia  or  poor  sleeping  habits,  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  data  have  shown  effectiveness  tor  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended  Repeated  ther- 
apy should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI,  pregnancy  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest an  increased  risk  of  congenital  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester 
Warn  patients  of  the  potential  risks  to  the  fetus  should  the 
possibility  of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant  Consider  the  possibility  of  pregnancy 
prior  to  instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  additive 
effect  may  occur  it  alcohol  is  consumed  the  day  following 
use  tor  nighttime  sedation  This  potential  may  exist  for  sev- 
eral days  following  discontinuation  Caution  against  haz 
ardous  occupations  requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving).  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow 
mg  ingestion  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a 
prolonged  period  of  time  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage 

Precautions:  in  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk 
of  oversedation,  dizziness,  contusion  and/or  ataxia  Con 
sider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded 
ness,  staggering,  ataxia  and  falling  have  occurred,  particu 
larly  in  elderly  or  debilitated  patients  Severe  sedation 
lethargy,  disorientation  and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported  Also 
reported  headache,  heartburn,  upset  stomach  nausea 
vomiting,  diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints  There  have  also  been  rare  occurrences  of 
leukopenia,  granulocytopenia,  sweating,  (lushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes,  faintness,  hypo 
tension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  contusion,  restless- 
ness, hallacinations,  and  elevated  SGOT,  SGPT  total  and 
direct  bilirubins  and  alkaline  phosphatase  and  paradoxi- 
cal reactions  e g excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  tor  maximum  beneficial  effect 
Adults  30  mg  usual  dosage.  15  mg  may  suffice  in  some 
patients  Elderly  or  dehihlaled  patients  15  mg  recom- 
mended initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze 
pam  HCI 
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ARMY  PHYSICIANS  PRACTICE 
MEDICINE,  NOT  LAW. 

The  Army  Medical  Department  believes  in  excellence 
in  the  practice  of  medicine.  That  means  allowing  our 
physicians  to  work  at  perfecting  their  medical  skills,  and 
not  being  burdened  with  endless  insurance  forms, 
malpractice  premiums,  cash  flow  worries.  And  they  need 
not  concern  themselves  with  the  ability  of  the  patient  to 

pay- 

Part  of  Army  medical  excellence  is  prescribing  the 
best  possible  care — not  the  least  care,  nor  most  defensive 
care.  If  you  believe  in  this  kind  of  comprehensive  health 
care,  you  may  wish  to  explore  the  many  exciting 
possibilities  Army  Medicine  has  for  you.  We  invite  your 
call:  (313)668-2190  (collect). 


ARMY  MEDICINE. 
BE  ALL  YOU  CAN  BE. 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  — - 

We  have  a 
special  person  to 
take  care  of  your 
special 

person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  tor 
Medicare  benefits7  It  you  are  not  sme  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled tor  2 years  or  more  are  eligible,  as  are  peo 
pie  who  are  in  dialysis  tor  6 months  or  longer 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 
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With  Ativan,  elimination  i 
half-life  was  very  similar 
between  young  and  *73 
elderly  groups  tested; 
differences  did  not 
approach  statistical 
significance.1 


Comparison  of 
elimination  half-lives 
in  young  and 
elderly  subjects. 
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Wyeth  Laboratories 

' Philadelphia,  PA  19101 


Ativan®,  which  is  conjugated 
rather  than  oxidized,  shows  little 
difference  in  half-life  (tVz) 
between  young  and  elderly 
subjects? 
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Brief  Summary  of  Prescribing  Information. 
Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 
or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic 
Effectiveness  in  long-term  use,  i.e.,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies.  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma 

Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 
Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Addiction-prone  individuals, 
eg.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  cf  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 
For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1 25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia;  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 


CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
F*REGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuromde. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%).  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety 
Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastnc  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Inaction  U.S.P  Usefulness  of  dialysis  has  not  been  determined 


c Ativan 

fOliOorazepam) 

Anxiety 


DOSAGE;  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia,  PA  19101 


Sponsored  by  the 

American  College  of  Physicians 


APRIL  3-5,  1986 

The  Wyndham  Franklin  Plaza 
Two  Franklin  Plaza 
Philadelphia,  PA  19103 


Common  Clinical  Challenges  in  the  Elderly  is  designer!  to  provide 
up-to-date  information  for  the  clinician  who  cares  for  the  elderly  in 
either  ambulatory  or  inpatient  settings  It  is  recommended  specifically 
for  internists,  family  practitioners  and  general  practitioners 

Topics  will  include:  GI  disorders,  cardiovascular  diseases,  infections, 
musculoskeletal  disease,  endocrine  disorders,  altered  mental  status, 
sleep  disorders,  foot  problems,  practical  applications  of  exercise 
physiology,  and  drug  prescribing. 

Participants  will  receive  18-1/3  hours  ofCategory  I credit  in 
Continuing  Medical  Education  (Reviewed  and  acceptable  for  18 
prescribed  hours  by  the  AAFP) 


Mir  more  information  contact 
Ms  Nancy  Spaw 
Department  of  Medicine 
Philadelphia  Geriatric  Center 
5301  Old  York  Road 
Philadelphia,  PA  19141 
(215)456-2943 
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COMMON  CLINICAL 
CHALLENGES  IN  THE 
ELDERLY 

A POSTGRADUATE  COURSE 


Presented  by 

Philadelphia  Geriatric  Center 
and  the  Medical  College  of  Pennsylvania 


Our  leasing  programs  are 
designed  to  meet  the  needs  of 
the  medical  profession. 
Created  by  the  people  who 
really  understand  those  needs, 
our  programs  can  assist  you 
with  the  financing  of  an 
individual  piece  of  equipment 
or  an  entire  office — including 
lease  hold  improvements. 

If  you  are  in  the  market  to 
finance  an  individual  piece  of 
equipment  or  an  entire  office, 
please  contact  us  to  compare 
our  programs  with  those  of 
banks  or  other  leasing 
companies. 

We  are  confident  that  our 
low  monthly  costs  will  save 
you  money.  We  can  assist  you 
regardless  of  where  you  make 
your  purchase.  We  invite  you 
at  no  obligation  to  call  Frank 
Falco  at  (717)  761-3042. 
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NEW  FIRST  DISTRICT  TRUSTEE 


PA  DEPARTMENT  OF  HEALTH 
RELEASES  AIDS  STATISTICS 


HEALTHAMERICA  PLAN  FOR  POOR 
RECEIVES  FEDERAL  APPROVAL 


A legislative  package  representing  the  results  of  negotiations  with  the  trial  bar 
and  the  hospital  association  under  the  auspices  of  Senator  Robert  Jubelirer, 
president  pro  tempore  of  the  state  Senate,  was  rejected  at  a special  meeting  of 
the  PMS  Board  of  Trustees  December  28.  The  Board  asked  its  three  representa- 
tives to  plan  a campaign  to  seek  relief  through  legislation  for  the  medical  liabil- 
ity crisis,  as  ordered  last  fall  by  the  House  of  Delegates.  The  planning  assign- 
ment falls  to  PMS  Vice  President  Donald  E.  Harrop,  MD,  and  Drs.  John  W. 
Lawrence  and  Jerry  Zaslow.  A Philadelphia  surgeon,  Dr.  Zaslow  replaces  John 
Y.  Templeton  III,  MD,  who  resigned.  The  Board  expressed  its  deep  appreciation 
for  his  years  of  service  as  chairman  of  the  Task  Force  on  Professional  Liability 
Insurance  and  in  the  negotiations. 

Act  112  of  1985,  the  Medical  Practice  Act,  was  signed  into  law  December  20. 
The  State  Board  of  Medical  Education  and  Licensure  has  withstood  the  manda- 
tory sunset  review  and  now  has  a new  name,  “State  Board  of  Medicine.”  Other 
healing  arts  boards  which  were  continued  in  new  legislation  before  the  legisla- 
ture adjourned  for  1985  are  dental,  nursing  and  practical  nursing,  osteopathy, 
podiatry,  and  pharmacy.  Held  for  action  when  the  legislature  convenes  later 
this  month  are  bills  on  psychology,  optometry,  and  chiropractic. 

Two  more  bills  on  health  care  cost  containment  were  introduced  in  December, 
joining  the  11  proposals  on  this  subject  discussed  earlier  last  year  (see  page  40, 
September  1985  issue).  Representative  Donald  Dorr,  minority  chairman  of  the 
House  Health  and  Welfare  Committee,  introduced  H.B.  1968.  Representative 
James  Barber,  chairman  of  the  committee,  is  the  chief  sponsor  of  H.B.  1971. 
The  Thornburgh  Administration  unveiled  a plan  on  October  29,  and  called  on 
all  interested  parties  to  work  together  on  a comprehensive  legislative  package. 
Health  care  cost  containment  is  expected  to  have  high  priority  when  the  legis- 
lature reconvenes  later  this  month. 

The  PMS  Board  of  Trustees  on  December  19  appointed  John  Helwig  Jr.,  MD, 
Philadelphia  cardiologist,  interim  trustee  for  the  First  District,  Philadelphia 
County.  He  replaces  Robert  S.  Pressman,  MD,  who  resigned  November  27.  Rec- 
ommended unanimously  by  the  Philadelphia  County  Medical  Society  Board  of 
Directors,  Dr.  Helwig  will  serve  until  the  1986  Annual  Meeting  of  the  PMS 
House  of  Delegates.  Dr.  Helwig  is  a past  president  of  the  Philadelphia  CMS  and 
has  served  the  State  Society  in  several  capacities. 

A total  of  309  confirmed  cases  of  Acquired  Immune  Deficiency  Syndrome  have 
been  identified  in  Pennsylvania  between  those  first  diagnosed  in  1981  and  No- 
vember 25,  1985.  Dr.  Ernest  Witte,  director  of  the  department’s  division  of 
epidemiology,  said  171  of  the  309  patients  have  died.  Pennsylvania  ranks  sev- 
enth in  the  nation  for  confirmed  cases,  accounting  for  slightly  more  than  2 
percent  nationwide.  Nationally  through  November  25,  the  Centers  for  Disease 
Control  listed  15,053  cases.  States  with  over  1,000  cases  include  New  York 
(5,220  cases),  California  (3,461  cases),  and  Florida  (1,037  cases).  An  update  on 
AIDS  appears  in  this  issue,  beginning  on  page  24. 

A prepaid  medical  care  plan  for  some  800,000  Medicaid  patients  in  South  and 
West  Philadelphia  was  a step  closer  to  actuality  December  5 when  the  U.S.  De- 
partment of  Health  and  Human  Services  gave  conditional  approval.  Under  the 
plan,  slated  to  start  about  March  1,  the  state  Department  of  Public  Welfare  will 
pay  a fixed  monthly  fee  for  each  patient  to  the  Tennessee  for  profit  health  care 
corporation.  Under  a two-year,  $185  million  contract,  HealthAmerica  will  sub- 
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contract  with  physicians,  hospitals,  and  other  health  professionals  who  will 
render  medical  care  to  those  covered.  The  Department  of  Public  Welfare  expects 
savings  of  over  $10  million  in  the  first  year  of  the  program  which  is  authorized 
to  operate  until  February  1988. 

NEW  MEMBERS  ADDED  Three  directors  have  been  added  to  the  Board  of  Directors  of  the  Keystone  Peer 

TO  KEPRO  BOARD  Review  Organization  (KePRO).  The  PMS  Board  on  December  19  approved  the 

recommendation  of  the  KePRO  Board  for  these  additions:  Gary  D.  Aden,  senior 
vice  president  of  Pennsylvania  Hospital,  Philadelphia,  to  represent  the  Hospital 
Association  of  Pennsylvania;  Lawrence  Koplovitz,  DO,  from  the  Pennsylvania 
Osteopathic  Medical  Association;  and  Brooke  Roberts,  MD,  Philadelphia  sur- 
geon, as  an  additional  representative  of  PMS.  KePRO  is  the  wholly  owned  sub- 
sidiary of  PMS  which  is  under  contract  with  the  Health  Care  Financing  Admin- 
istration to  perform  quality  and  utilization  review  of  hospital  admissions 
under  the  Medicare  prospective  payment  system. 

NO  PREMIUM  INCREASE  IN  1986  For  the  first  time  since  1966,  there  will  be  no  increase  in  rates  for  the  Pennsyl- 

FOR  BLUE  SHIELD  65  SPECIAL  vania  Blue  Shield  65  Special  program.  Current  rates  will  not  increase  until  at 

least  1987,  the  insurer  said.  More  than  800,000  people  on  Medicare  are  covered 
by  the  65  Special,  a Medicare  Part  B supplement.  Since  inaugurating  the  pro- 
gram in  1966,  Pennsylvania  Blue  Shield  has  lost  $75  million  on  the  65  Special, 
but  has  informed  its  customers  it  will  not  attempt  to  recover  those  losses  by 
seeking  increased  premiums  at  a later  time. 

ST.  PAUL  FILES  REQUEST  St.  Paul  Mercury  Insurance  Company  has  filed  with  the  Pennsylvania  Insur- 

FOR  105%  PREMIUM  HIKE  ance  Department  for  a premium  increase  of  105.4  percent  for  professional 

medical  liability  coverage.  Dated  November  20,  1985,  the  filing  was  for  a 
claims  made  program.  St.  Paul  re-entered  the  Pennsylvania  market  with  the 
program  a year  ago. 


Neilson 


Neilson  Medical  System  Features: 

• Extremely  Simple  to  operate 
regardless  of  past  experience. 

• Insurance  Forms  - 6 per  minute, 
unattended,  saves  hours  a day. 

• Statements  - 8 per  minute,  no 
stuffing  or  stamping,  saves  days 
per  month. 

• Receivable  age  listing  -30-60-90 
day  reports  with  work  & home 
numbers,  cuts  receivables  by  30%. 

• File  Security  - no  lost  or 
misplaced  files,  bills  or  records— 
a modern  efficient  office. 

• Reports  - a variety  of  reports 
can  be  generated  to  your 
specifications— excellent  medical 
practice  management 

• An  extensive  assortment  of 
software  packages,  including  word 
processing,  accounting,  spread 
sheet,  etc.,  are  ready  to  meet  your 
every  need. 


Medical  Computer  Systems 


IBM  PC  AT 

■^7~Y.V  Y 


Neilson,  Inc.,  Features: 

• One  Year  Money  Back 
Guarantee 

• 350  Current  Medical  Clients 


Service: 

24  Hours  Per  Day 
7 Days/Week 
“Neilson  means...  Service ” 
Complete  Delivery,  Installation 
and  Training 

Largest  Medical  Computer 
Dealer  on  The  East  Coast! 

Call  Today: 

1-800-544-4022 

In  DE:  654-5270 


mmm  «* 
mmm  ** 
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Neilson,  Inc. 

Neilson  means...  Service 


819  West  Street 
Wilmington,  DE  19801 
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ONLY  THE  PRICE 
IS  NOT  BREATHTAKING 


If  you’re  a person  with  an  eye  for  beauty, 
one  look  at  the  striking  lines  of  the  Alfa  Romeo 
Quadrifoglio  could  give  you  reason  enough  to 
buy  it. 

You’ll  find  additional  ones  inside.  Supple 
Italian  glove  leather  seats,  air  conditioning,  power 
windows  and  a digital  AM/FM  stereo  cassette 
deck  with  four  speakers  are  among  its  many 
standard  luxury  features. 

Yet  this  is  not  a ear  to  buy  for  looks  alone. 

For  the  Quadrifoglio  is  the  best-performing  Alfa 
convertible  ever  built,  thanks  to  its  spirited  2.0 
litre  engine,  Bosch  fuel  injection,  improved  anti- 
sway bars,  15”  alloy  wheels  and  Pirelli  P6  tires. 

What’s  more,  this  car  is  built  so  well,  it’s 
backed  by  a 3-year/36, 000-mile  warranty? 

The  Alfa  Romeo  Quadrifoglio  is  now  available 
for  under  $19,600?*  A price  that  lets  you  breathe  a 
sigh  of  relief. 


ENGINEERED  WITH  A PASSION, 


J.  H.  Bennett,  Inc. 

2300  Hanover  Avenue 
Allentown,  PA  18103 
(215)  437-6711 

Y/B/H  Porsche/Audi 

Route  3 (West  Chester  Pike) 
Edgemont,  PA  19028 
(215)  356-9000 
DeFinizio  Imports,  Inc. 

Wanamaker  and  Industrial  Highway 
Essington,  PA  19029 
(215)  521-9200 


Burdumy  Motors,  Inc. 

2711  Philmont  Avenue 
Huntingdon  Valley,  PA  19006 
(215)  947-6363 
MPA,  Inc. 

6515  Carlisle  Pike 
Mechanicsburg,  PA  17055 
(717)  766-0275 

Algar  Enterprises,  Inc. 

1100  W.  Swedesford  Road 
Paoli,  PA  19301 
(215)  647-6660 


Auto  Palace,  Inc. 

4627  Baum  Boulevard 
Pittsburgh,  PA  15213 
(412)  687-4000 
Cherry  Hill  Alfa 
1100  Haddonfield  Road 
Cherry  Hill,  NJ  08034 
(609)  663-2800 
Alfa  Northeast,  Inc. 

1125  N.  Washington  Avenue 
Scranton,  PA  18509 
(717)  346-7691 


"Limited  warranty  applies  only  to  U.S.  spec,  automobiles  purchased  from  authorized  Alfa  Romeo  dealers. 
""Mfr.’s  suggested  retail  price  at  P.O.E.  excluding  removable  hardtop.  Actual  prices  may  vary.  Destn.  c-hrgs., 
taxes,  dealer  prep.,  if  any,  opt.  equip,  and  license  fees  are  extra.  Hardtop  not  available  with  initial  production. 


editorial 


Excellence  in  health  care 


The  medical  care  of  the  poor  was  the  corner- 
stone of  the  development  of  hospitals  in  the 
United  States.  In  1750,  Pennsylvania  Hospital 
was  founded.  Through  the  tireless  efforts  of  Dr. 
Thomas  Bond,  who  was  known  for  his  care  of 
the  needy,  and  Philadelphia’s  leading  citizen  of 
the  time,  Benjamin  Franklin,  petitions  and 
subscriptions  were  sought  to  provide  a place 
for  the  insane  and  others  “whose  Poverty  is 
made  more  miserable  by  the  additional  Weight 
of  a grievous  disease,  from  which  they  might 
easily  be  relieved.  . And  just  as  indigent  care 
was  a concern  to  a young  United  States,  it  is 
also  of  concern  to  us  today. 

Health  care  is  not  inexpensive!  Neither  is 
health  insurance  moderately  priced!  The  pro- 
posed budgetary  constraints  (in  effort  to  bal- 
ance the  budget  by  1991)  may  result  in  what 
Representative  Henry  Waxman  of  California 
has  called  a “second  class”  health  care  system 
for  the  poor  and  the  elderly.  Increasing  costs 
and  decreased  financing  will  limit  access  to 
medical  care. 

Unfortunately,  the  health  financing  structure 
of  today  has  emphasized  a pre-existing  defi- 
ciency of  our  medical  system,  that  of  inade- 
quate health  care  for  the  poor,  the  elderly,  and 
the  unemployed.  It  has  been  reported  by  the 
Urban  Institute  that  16  percent  of  adults  un- 
der 65  were  medically  uninsured  in  1982.  The 
President’s  Commission  for  the  Study  of  Ethi- 
cal Problems  in  Medicine  and  Biomedical  and 
Behavioral  Research  (1983)  reported  that  11 
percent  of  Americans  did  not  have  health  insur- 
ance. These  percentages  can  be  expected  to  in- 
crease with  today’s  financial  climate  as  less 
and  less  money  is  allocated  to  indigent  and  el- 
der care  programs.  It  is  becoming  steadily 


more  difficult  for  these  disadvantaged  groups 
to  obtain  entry  into  the  health  care  system.  Al- 
though the  effects  of  extremely  minimal  care 
are  not  always  readily  apparent,  the  available 
evidence  indicates  that  the  long  term  results 
will  not  be  a source  of  pride  for  the  United 
States. 

Of  particular  interest,  since  future  projec- 
tions of  consequences  can  be  made,  is  the  area 
of  prenatal  care  for  the  indigent  population.  It 
has  been  shown  that  women  who  do  not  receive 
prenatal  care  are  more  likely  to  produce  low 
birth  weight  infants.  Low  birth  weight  infants 
are  at  increased  risk  for  perinatal  mortality  and 
morbidity.  Surviving  infants  require  more  neo- 
natal intensive  care  unit  resources  and  the  as- 
sociated mental  and  physical  developmental 
handicaps  require  more  long  term  health  care 
expenditure.  Furthermore,  it  has  been  demon- 
strated that  high  risk  pregnancy/low  birth 
weight  infants  can  be  identified  by  adequate 
provision  of  prenatal  care. 

Another  area  where  predictions  can  be  made, 
but  with  much  less  certainty  than  that  above, 
is  in  medical  care  of  the  elderly.  Cutbacks  in 
Medicare  will  result  in  more  out-of-pocket  ex- 
penses to  maintain  the  same  level  of  care  pres- 
ently consumed.  For  those  over  65  and  on  a 
fixed  income,  this  ultimately  means  borrowing 
from  the  essentials  (heat,  food,  rent)  budget, 
and,  therefore,  reducing  the  standard  of  living. 
Lack  of  monitoring  of  chronic  diseases  and  gen- 
erally worsening  living  conditions  set  the  stage 
for  declining  overall  health.  Failure  to  allot  dol- 
lars for  the  increased  portion  of  the  medical  bill 
that  the  patient  is  expected  to  assume  will 
amount  to  virtually  the  same  circumstances 
with  a gradual  decline  in  health  of  the  elderly. 


Elsewhere  in  this  issue  you  will  read  about  the  Pennsylvania  Medical  Society’s 
Public  Education  Program,  which  starts  this  month.  This  statewide  multimedia 
campaign  is  a joint  venture  by  all  the  Society’s  members,  who  are  investing  in  it 
by  paying  a mandatory  special  assessment  in  addition  to  dues. 

An  overview  of  objectives  for  the  program  is  on  page  13.  For  specific  details  on 
the  first  spots  and  the  markets  where  they  will  appear,  see  page  12. 

Watch  for  the  launch  of  this  campaign  to  monitor  your  investment. 
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Patient  dumping  is  not  a new  con- 
cept. The  observation  was  made  in  1794 
that  “there  has  been  some  criticism  of 
this  hospital  [New  York  Hospital]  and  if 
it  had  any  foundation,  it  would  be  truly 
serious.  This  is  the  charge  that  it 
refuses  to  accept  sick  persons  if  they 
have  no  money,  particularly  those  af- 
flicted with  chronic  diseases.  It  is  fur- 
ther charged  that  such  unfortunates  go 
to  the  City  Hospital  (i.e.  City  Alms- 
house) and  die  there.”  Patient  dumping 
is  becoming  more  common  as  funding 
sources  continue  to  dwindle.  Dumping 
is  the  transfer  of  patients,  usually  indi- 
gent or  uninsured,  from  a private  to  a 
public  hospital  for  needed  care.  Typi- 
cally, this  practice  occurs  in  emergency 
situations.  Inevitably  treatment  delays 
result.  At  worst,  a patient  might  die.  It 
would  seem  in  the  absence  of  any  medi- 
cal reason  for  these  transfers  that  cost 
has  assumed  the  dominant  role  in 
health  care  of  the  poor. 

Writers  often  embark  upon  a new 
work  with  preconceived  ideas,  plots  and 
characters;  that  is,  they  have  a general 
outline  for  the  book.  But  as  the  work 
progresses,  life  comes  to  the  characters 
and  they  assume  qualities  or  follow 
paths  that  the  author  perhaps  never 
imagined.  Hospitals  of  today  have  be- 
come what  they  are  in  much  the  same 
manner  as  these  fictional  personalities. 
They  were  conceived  in  the  1700s  to 
care  for  the  poor,  but  today’s  poor  have 
difficulty  gaining  access  to  hospitals  or 
health  care.  Somewhere,  sometime,  we 
have  departed  from  the  main  road  and 
now  find  ourselves  in  a dark,  and  maybe 
even  a deadend,  alley.  Our  task  is  to  find 
our  way  back  to  the  main  road.  Excel- 
lence in  health  care  does  not  filter  down 
from  the  top.  Dr.  Thomas  Bond  would 
tell  us,  if  he  could,  that  it  never  reaches 
the  alleys  of  the  world.  Excellent  health 
care  begins  and  grows  on  a sound  foun- 
dation. And  these  foundations  come  not 
solely  from  money  but  from  human  care 
and  understanding.  Idealistic?  Abso- 
lutely! But  isn't  that  what  medicine  is 
really  all  about? 

David  A.  Smith,  MD 

Medical  Editor 


Unlocking 
the  door 
to  recovery 


A dependency  on  alcohol  or  drugs  can 
lock  the  doors  to  a normal  life,  a normal 
job  and  normal  personal  relationships 
Even  in  seeking  to  know  oneself,  the  door 
may  seem  to  be  closed. 

UHS  KeyStone  Center  holds  the  key  to 
recovery  from  addictive  disease.  That  key, 
in  the  form  of  an  individualized,  holistic 
treatment  program,  is  now  working  to 
open  doors  to  recovery  for  many  who, 
after  recognizing  that  they  have  a 
problem,  are  turning  to  us  for  help. 

UHS  KeyStone  Center  is  a residential 
treatment  facility  where  individuals  can 
begin  their  journey  to  recovery  from  an 
alcohol  or  drug  dependency.  Staffed  by  a 
multidisciplinary  treatment  team  of  pro- 
fessionals, some  of  whom  are  personally 
recovering,  UHS  KeyStone  Center  features 
attractive,  semi-private  rooms,  a family 
program,  and  a comprehensive 
continuing  care  program. 

Some  individuals  may  need  medical 
detoxification  prior  to  residential 
treatment.  The  1st  Step  Program  at 
Sacred  Heart  Medical  Center, 

Chester,  PA,  specializes  in  this  service. 
Managed  by  UHS  KeyStone  Center, 
this  program  includes  therapy  groups, 
educational  services  and  individual 
counseling  to  prepare  the  way  for 
rehabilitation. 

If  you  or  a loved  one  is  suffering  from 
a dependency,  unlocking  the  door  to 
recovery  may  be  as  close  as  your  tele- 
phone. Call  us  at  (215)  876-9000, 

24  hours  a day,  for  immediate  assis- 
tance or  to  receive  our  free  brochure. 


KeyStone 

Center 


Universal  Health 
Recovery  Centers.  Inc 


A Foundation  for  Recovery 


Sacred  Heart 
Medical  center 


2001  Providence  Road 
Chester,  Pennsylvania  19013 
(215)  876-9000 
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Society  launches  public  education  campaign 


The  Pennsylvania  Medical  Society's 
statewide,  multimedia  Public  Educa- 
tion Program  will  start  during  the  week 
of  January  15  with  newspaper  advertis- 

HHS  secretary  named 

Otis  Bowen,  MD,  former  two-term 
governor  of  Indiana,  has  been  nomi- 
nated secretary  of  the  federal  Depart- 
ment of  Health  and  Human  Services, 
replacing  Margaret  Heckler. 

If  confirmed,  he  will  be  the  first  phy- 
sician in  history  to  head  HHS  or  its  pre- 
decessor, the  Department  of  Health, 
Education  and  Welfare. 

Dr.  Bowen  served  as  governor  of  Indi- 
ana from  1973  to  1981,  and  then  as  pro- 
fessor of  family  practice  at  the  Indiana 
University  School  of  Medicine.  He  was 
instrumental  while  governor  in  efforts 
that  led  to  the  enactment  of  Indiana’s 
professional  liability  law,  which  still 
serves  as  a national  model.  He  was 
chairman  of  the  Advisory  Council  on 
Social  Security,  which  studied  and  is- 
sued recommendations  on  Medicare  in 
1984. 

Medicare  billing  forms 
now  must  be  purchased 

The  Health  Care  Financing  Adminis- 
tration (HCFA)  will  no  longer  give  the 
standard  Medicare  billing  form  (HCFA 
1500)  free  to  providers.  The  final  ship- 
ments of  free  forms  was  expected  to  be 
in  late  December,  and  the  forms  will  be 
distributed  on  a first-come,  first-served 
basis,  officials  at  Pennsylvania  Blue 
Shield  said. 

Subsequently,  supplies  of  HCFA  form 
1500  can  be  purchased  by  ordering  from 
the  following  addresses: 

Government  Printing  Office,  Room  C 
836,  Building  3,  Washington,  DC  20401 
(Request  must  be  in  writing.) 

Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washing- 
ton, DC  20402  (For  prices,  call  202-783- 
3238.) 

American  Medical  Association,  P.O. 
Box  10946,  Chicago,  IL  60610  (Address 
request  to  the  attention  of  the  “order 
department.”) 


ing  in  Allentown,  Altoona,  Erie,  Harris- 
burg, Johnstown,  Lancaster,  Philadel- 
phia, Pittsburgh,  Reading,  Scranton, 
Wilkes-Barre,  and  York.  The  advertise- 
ments, headlined  “We’re  fighting  for 
your  health,”  highlight  the  Society’s  ac- 
tivities on  legislative  issues  of  public 
concern.  They  will  run  for  three  succes- 


A new  book  called  Human  Sexuality, 
Psychosexual  Effects  of  Disease,  edited 
by  Martin  Farber,  MD,  investigates 
what  a disease  or  surgical  procedure 
means  to  a patient  emotionally,  socially, 
and  sexually,  as  well  as  physically.  Dr. 
Farber,  who  is  chairman  of  the  depart- 
ment of  obstetrics  and  gynecology  at 
Albert  Einstein  Medical  Center’s 
Northern  Division,  Philadelphia,  said 
he  felt  there  was  a need  for  this  type  of 
book  because  “most  medical  students 
are  taught  only  about  disease  pro- 
cesses; yet,  once  they  graduate,  pa- 
tients expect  them  to  be  able  to  explain 
the  emotional  and  behavioral  effects  of 
their  disorders.” 

In  addition,  he  said,  “patients  who 
are  knowledgeable  and  who  have  been 
thoroughly  counseled  are  more  likely  to 
successfully  come  through  their  ail- 
ments.” 

Experts  in  particular  areas  of  organic 
disease  were  chosen  to  contribute  chap- 
ters on  disease  and  then  describe  how 


sive  weeks. 

During  the  week  of  January  21,  radio 
spots  will  be  aired  in  Philadelphia,  Al- 
lentown, Reading,  Pittsburgh,  Wilkes- 
Barre,  Harrisburg,  Lancaster,  York, 
Johnstown,  Altoona,  and  Erie.  These 
messages  feature  advice  on  living  a 
healthful  life. 


the  disease  or  dysfunction  affects  pa- 
tients’ feelings  and  lifestyles.  Human 
Sexuality  is  a reference  for  the  lay  pub- 
lic as  well  as  a textbook.  The  informa- 
tion is  organized  in  four  sections:  nor- 
mal sexual  development,  sexuality  and 
obstetric  and  gynecologic  disease,  sexu- 
ality and  major  organic  disease,  and 
sexuality  and  psychosocial  disorders. 
Topics  examined  within  these  sections 
include  sexuality  during  pregnancy, 
psychosexual  dysfunction  and  infertil- 
ity, sexual  activity  and  heart  disease, 
and  the  effects  of  drug  addiction  on  sex- 
uality. 

Pennsylvania  physicians  who  contrib- 
uted to  the  book  include  Dr.  Farber 's 
colleagues  at  Albert  Einstein  Medical 
Center,  Arnold  Cohen,  MD;  Martin 
Freedman,  MD;  Joel  Noumoff,  MD; 
Richard  I.  Katz,  MD;  Marjorie  Stanek, 
MD;  and  Leonardo  Magran,  MD.  The 
text,  published  by  Macmillan  and  Com- 
pany, costs  $34.95  for  hardcover,  and 
$24.95  for  softcover. 


Minority  enrollment  up  at  Temple 


The  freshman  class  currently  enrolled 
at  Temple  University  School  of  Medi- 
cine includes  the  largest  number  of  mi- 
nority students  in  the  school’s  history. 
Thirty  minority  students  are  part  of  the 
180-member  freshman  class,  up  from  14 
minority  students  last  year,  said  Sol 
Sherry,  MD,  dean  of  the  medical  school. 
Of  the  current  total,  26  freshmen  are 
black  and  four  are  Puerto  Rican,  he 
said,  adding  that  thirteen  of  these  mi- 
nority students  are  women. 

These  students  make  up  1 7 percent  of 
Temple’s  freshman  class.  Dr.  Sherry 
said  the  average  for  this  group  of  minor- 
ity students  in  other  U.S.  medical  col- 
leges is  between  six  and  seven  percent. 

He  said  increased  minority  represen- 


tation at  Temple  has  occurred  because 
of  efforts  by  the  administration’s  Re- 
cruitment, Admissions,  and  Retention 
Program  (RAR). 

The  director  of  the  RAR  program, 
Charles  Ireland,  said  increased  enroll- 
ment was  due  in  part  to  incentive 
awards  and  strong  administrative  sup- 
port in  the  form  of  service  programs,  tu- 
toring, and  special  aid  committees.  Stu- 
dents who  need  financial  assistance  are 
granted  awards  of  $4,000  from  the  Tem- 
ple University  Fund,  he  said.  “Most  of 
the  people  we  contact  usually  end  up 
with  multiple  acceptances  from  other 
medical  schools,  so  their  impressions  of 
our  school  and  the  financial  help  avail- 
able are  extremely  important,”  he  said. 


Dr.  Farber  edits  book  on  sexuality  and  disease 
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Patient  satisfaction  test  available 


A Patient  Satisfaction  Questionnaire 
produced  by  the  PMS  Council  on  Medi- 
cal Practice  is  now  available  to  PMS 
members  in  quantity.  The  8V2"  by  11" 
questionnaire  includes  questions  that 
ask  for  patient  opinions  on  the  office, 
the  office  staff,  and  the  physician. 

PMS  members  also  have  the  option 
to  reproduce  the  Patient  Satisfaction 
Questionnaire  on  their  own  letterhead. 

Physicians  who  decide  to  order  from 
PMS  or  reproduce  the  Patient  Satisfac- 
tion Questionnaire  independently  will 
receive  a free  copy  of  guidelines  for  con- 
ducting a patient  survey  and  analyzing 
its  results. 

“Asking  patients  how  they  feel  about 
appointment  scheduling,  billing,  and  of- 
fice staff  relations  with  a patient  survey 
highlights  aspects  of  a medical  practice 
that  are  pleasing  and  points  out  areas 
that  may  need  improvement,”  Daniel 
H.  Brooks,  MD,  chairman  of  the  Coun- 
cil on  Medical  Practice,  said.  “Ensuring 
that  patients  are  satisfied  with  their  in- 


teraction with  the  office  staff,  the  office 
surroundings,  and  the  physician,  is  a 
good  strategy  that  will  reinforce  patient 
loyalty.” 

Also  available  is  a tabulation  service 
option  through  which  a professional 
management  consultant  will  tabulate 
survey  responses  and  write  a detailed 
analysis.  Included  in  the  analysis  is  a 
statistical  breakdown  of  responses  for 


The  PMS  Physician  Placement  Ser- 
vice has  expanded  to  include  practice 
for  sale  and  locum  tenens  sections  in 
the  physician  register  and  the  practice 
opportunities  register.  The  new  sections 
join  the  initial  listings  of  physicians  and 
practice  opportunities. 

In  accordance  with  the  policy  of  the 
placement  service,  each  entry  in  the 
practice  for  sale  and  locum  tenens  sec- 
tions is  listed  by  code  number;  names 
and  addresses  are  not  published.  Distri- 


each  question;  a report  on  the  relevancy 
of  the  statistics;  observations  about  the 
practice’s  strengths  and  weaknesses; 
and  suggestions  on  how  indicated  prob- 
lems might  be  overcome. 

To  receive  a sample  Patient  Satisfac- 
tion Questionnaire,  contact  Sharon 
Ryan,  PMS  Council  on  Medical  Prac- 
tice, 20  Erford  Road,  Lemoyne,  PA 
17043;  (717)  763-7151. 


bution  of  the  Practice  Opportunities 
Register  and  the  Physician  Register  is 
limited  to  those  registered  with  the  ser- 
vice. 

The  PMS  Physician  Placement  Ser- 
vice registered  more  than  200  physi- 
cians and  published  over  250  medical 
practice  opportunities  in  1985.  For 
more  information  and  registration  ma- 
terials, contact  Tim  Smith,  Council  on 
Medical  Practice,  20  Erford  Road,  Le- 
moyne, PA  17043;  (717)  763-7151. 


Physician  Placement  Service  expands 


LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  University 

Broad  & Vine  Streets,  Philadelphia,  Pennsylvania  19102 


CARDIOLOGY  UPDATE  . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of  the  current  status  of 
Clinical  Cardiology  . . . 


Wednesday,  February  5,  1986 

Nuclear  Imaging:  Its  Place  in  Cardiovascular  Management  Today 
Moderator:  Abdulmassih  S.  Iskandrian,  M.D. 

3 p.m. 


Case  Presentation:  Acute  Myocardial  Infarction — William  5.  Haaz,  M.D. 
Discussion,  Including  Technetium,  Thallium  & First-Pass  Studies — Jonathan  C. 
Felsher,  M.D. 

Case  Presentation:  Coronary  Bypass  Surgery— John  S.  Owens,  M.D. 
Discussion,  Including  Exercise  Imaging— Abdulmassih  S.  Iskandrian,  M.D. 
Questions  and  Answers — The  Audience 


• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 
• CME  CATEGORY  I CREDITS  CERTIFIED  • WINE  & CHEESE  • 

For  further  information  please  call  (215)  448-8063 
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I Technologies,  Inc 

a subsidiary  of  Pennsylvania  Blue  Shield 

P.O.  Box  8075,  Camp  Hill,  PA  17011 
(717)  975-7154 
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Philadelphia  CMS  bestows  humanitarian  awards 


Philadelphia  County  Medical  Society 
recently  honored  two  physicians.  The 
society’s  annual  Humaneness  in  Medi- 
cine Awards  were  given  to  Sister  Anna 
Polcino,  MD,  and  Howard  Grant,  MD. 

Dr.  Polcino,  a Philadelphia  native, 
earned  her  medical  degree  from  the 
Medical  College  of  Pennsylvania  and 
completed  a surgical  residency  at 
Hahnemann  University  Hospital.  She 
served  as  a medical  missionary  in  India 
and  Pakistan  for  9 yers.  When  she  re- 
turned to  the  United  States,  she  com- 
pleted additional  training  in  psychiatry 
and  founded  the  House  of  Affirmation 
in  Whittinsville,  Massachusetts,  a 
treatment  center  for  religious  leaders 
who  need  counseling. 

Dr.  Grant  earned  a degree  in  law  from 
George  Washington  National  Law  Cen- 
ter before  entering  George  Washington 
University  School  of  Medicine.  He  re- 
ceived his  medical  degree  in  1983  and  is 
currently  a resident  in  pediatrics  at 
Children’s  Hospital  of  Philadelphia.  Dr. 
Grant  was  nominated  by  third  and 
fourth  year  medical  students  as  the  res- 
ident physician  who  best  displays  com- 
mitment to  the  practice  of  medicine. 


CHILD  FIND  INC 

7 Innis  Avenue.  New  Paltz.  NY  12561 


Missing:  Jerald  Edward  Boyce 
Born:  7/19/74 
Disappeared:  7/6/79* 

From:  Oakland,  Michigan 
Brown  eyes,  brown  hair 
Case  #1541 

If  you  see  this  child  or  have  information 
concerning  this  child  please  call  toll-free 
1-800TAM-LOST.  'stranger  abduction 


Howard  Grant,  MD,  and  Sister  Anna  Polcino,  MD,  received  Philadelphia  County  Medical 
Society’s  Humaneness  in  Medicine  Awards. 


Physicians  honored  by  allergy  society 


Three  Pennsylvania  physicians  were 
honored  by  the  International  Associa- 
tion of  Allergology  and  Clinical  Immu- 
nology at  the  group's  meeting  in  Wash- 
ington, DC.  Leo  H.  Criep,  MD;  Louis 
Tuft,  MD;  and  George  I.  Blumstein, 
MD,  received  the  association's  Henry 
Slater  Clinical  Awards. 

The  awards  were  given  for  “work  that 
has  developed  knowledge  of  the  im- 
mune system  and  provided  the  base  for 
methods  for  identifying  and  treating 
asthma,  food  allergies,  and  other  immu- 
nologic diseases.”  All  three  physicians 
have  spent  over  50  years  working  in 
these  fields. 

Dr.  Criep,  of  Pittsburgh,  developed 
and  directed  the  first  course  in  allergy 
for  physicians  who  returned  as  veterans 
from  World  War  II.  He  organized  one  of 
the  first  approved  allergy  clinics  in  con- 
junction with  the  University  of  Pitts- 
burgh and  Montefiore  Hospital.  He  also 
established  the  first  approved  residency 
training  program  in  allergy  for  the  Uni- 
versity of  Pittsburgh. 

In  collaboration  with  the  engineering 
faculty  of  Carnegie  Institute  of  Technol- 
ogy, he  designed  electrostatic  air 
cleaner  models  for  filtration  of  aller- 
genic particles.  He  established  a central 
allergy  laboratory  at  the  Aspinwall  Vet- 
erans Administration  Hospital  to  pro- 


vide diagnostic  and  treatment  materi- 
als to  the  nationwide  network  of 
Veterans  Administration  hospitals.  He 
has  published  over  100  papers  on  topics 
in  allergy  and  immunology,  and  he 
served  as  the  American  Academy  of  Al- 
lergy's representative  to  the  Food  and 
Drug  Administration. 

Dr.  Tuft  is  author  of  several  of  the 
earliest  textbooks  on  allergy  and  immu- 
nology. He  established  an  approved  al- 
lergy clinic  at  Temple  University  School 
of  Medicine.  In  addition,  he  initiated 
and  developed  the  Council  on  Food  Al- 
lergy of  the  American  Academy  of  Al- 
lergy and  served  as  its  first  chairman. 

Dr.  Blumstein  founded  an  allergy 
clinic  at  the  Albert  Einstein  Medical 
Center,  Philadelphia.  He  is  a past  presi- 
dent of  the  American  Academy  of  Al- 
lergy, and  a recipient  of  the  academy’s 
Distinguished  Service  Award.  Dr. 
Blumstein  also  served  as  chairman  of 
the  American  Board  of  Internal  Medi- 
cine’s Subspecialty  Board  of  Allergy. 
He  developed  a residency  training  pro- 
gram in  allergy  for  Temple  University. 
He  was  the  first  physician  specializing 
in  allergy  to  be  elected  president  of  the 
College  of  Physicians  of  Philadelphia, 
and  he  represented  the  specialty  of  al- 
lergy on  the  editorial  board  of  Skin  and 
Allergy  News. 
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BILLING 

HEADACHES 


Take  two  aspirins,  and  call  ABC  in  the  morning. 


Advanced  Billing  Concepts  offers  complete 
relief  for  billing  headaches  for  all  medical 
specialties— anesthesia,  radiology, 
pathology,  emergency  room  medicine,  and 
general  medicine  specialties. 

ABC's  senior  management  team  has 
more  than  35  years  of  combined  hands-on 
experience  in  medical  group  practice  bill- 
ing, so  we  understand  your  business  and 
we  talk  your  language.  Just  tell  us  how 
you  want  things  handled  and  we  do  the 


rest,  working  as  an  extension  of  your  staff. 
We  even  provide  management  reports  to 
help  your  practice  prosper. 

ABC  has  earned  a solid  reputation 
among  physicians  for  its  professionalism. 
But  you  don't  have  to  take  our  word  for  it. 
We'll  put  you  in  touch  with  any  of  our 
clients,  and  they'll  tell  you  we're  accurate, 
thorough,  and  effective. 

Why  wait  until  morning?  Call  ABC 
right  now. 
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ADVANCED 
BILLING 
CONCEPTS,  INC. 


250  Mt.  Lebanon  Boulevard  — Suite  310 
Pittsburgh.  PA  15234 
Telephone:  412/571-3750 


newsfronts 


1984  law  changes  disability  program 


As  a result  of  Public  Law  98-460,  the 
Social  Security  Disability  Benefits  Re- 
form Act  of  1984,  changes  are  being 
made  in  the  Social  Security  Disability 
Program.  Two  significant  provisions  of 
the  1984  amendments  are  the  creation 
and  application  of  a medical  improve- 
ment standard  in  the  processing  of 
Continuing  Disability  Reviews  and  the 
revision  of  the  Mental  Impairment  List- 
ings. Both  of  these  changes  will  have  an 
impact  on  the  type  of  medical  evidence 


Over  70  Pennsylvania  hospitals  sent 
representatives  to  the  Hospital  Medical 
Staff  Section’s  (HMSS)  meeting  held  in 
Philadelphia  on  October  24,  one  day 
prior  to  the  Society's  Annual  Business 
Meeting.  More  than  80  physicians  at- 
tended the  session. 

Lee  H.  McCormick,  MD,  chairman  of 
the  section,  spoke  on  ways  to  adapt  to 
the  changes  occurring  in  the  health  care 
system.  One  way  physicians  can  re- 
spond is  by  making  adjustments  in 
their  own  practices,  he  said.  “We  can 
start  by  being  more  sensitive  to  the 
wishes  of  our  patients.” 

Another  way  physicians  can  cope 
with  changes  is  to  unite,  said  Dr.  Mc- 
Cormick. “Our  greatest  opportunity  to 
shape  our  own  futures  is  by  participa- 
tion in  organized  medicine,”  he  said, 
adding  that  the  formation  of  the  Hospi- 
tal Medical  Staff  section  is  one  example 
of  organized  medicine’s  responsiveness 
to  its  members. 

By  working  both  individually  and  col- 
lectively, he  said,  and  by  keeping  the 
welfare  of  the  patient  uppermost  in  our 
minds,  we  will  be  able  to  keep  our  sys- 
tem of  medicine  one  of  the  best  in  the 
world.” 

A program  on  “Striking  a Compro- 
mise Between  Quality  and  Cost"  fea- 
tured speakers  Michael  J.  Beautyman, 
Esq.,  and  Robert  B.  Ambrose,  MD. 
Beautyman,  an  attorney  with  Drinker 
Biddle  and  Reath  in  Philadelphia,  out- 
lined a model  for  joint  ventures  between 
hospitals  and  medical  staffs. 

Thomas  C.  Peebles,  MD,  spoke  to  the 
delegates  about  alternative  delivery 
systems  and  the  current  health  care  en- 
vironment. Dr.  Peebles  is  chairman  of 


needed  to  document  disability  claims. 

Social  Security’s  Continuing  Disabil- 
ity Review  will  involve  the  application 
of  a medical  improvement  standard  in 
which  the  person’s  existing  medical 
condition  must  be  compared  to  that 
level  of  severity  demonstrated  at  the 
time  of  the  previous  application  for  dis- 
ability. For  this  reason,  it  will  be  neces- 
sary for  the  Bureau  of  Disability  Deter- 
mination to  request  from  treating 
sources  medical  information  that  might 


the  American  Medical  Association  Hos- 
pital Medical  Staff  Section. 

Members  of  the  section  reelected 
Edward  H.  Dench  Jr.,  MD,  to  serve  as 
delegate  to  the  Pennsylvania  Medical 
Society’s  House  of  Delegates.  Francis 
S.  Kleckner,  MD,  was  chosen  to  serve  as 
alternate  delegate.  William  H.  Mahood, 
MD,  was  reelected  member-at-large  of 
the  section’s  governing  council. 

Dr.  Dench,  an  anesthesiologist, 
earned  his  medical  degree  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine. He  is  affiliated  with  Centre  Com- 
munity Hospital,  State  College.  Dr. 
Dench  also  serves  as  member-at-large 
of  the  AMA  Hospital  Medical  Staff 
Section. 

Dr.  Kleckner,  a gastroenterologist  af- 
filiated with  Lehigh  Valley  Hospital 
Center  and  Allentown  Hospital,  re- 
ceived his  medical  degree  from  Hahne- 
mann University  School  of  Medicine. 
He  has  served  as  president  of  the  Le- 
high County  Medical  Society  and  pres- 
ently serves  as  president  of  the  medical 
staff  at  Lehigh  Valley  Hospital  Center. 

An  Abington  physician.  Dr.  Mahood 
is  a graduate  of  Jefferson  Medical  Col- 
lege of  Thomas  Jefferson  University. 
He  specializes  in  gastroenterology,  and 
is  affiliated  with  Abington  Memorial 
Hospital  and  Holy  Redeemer  Hospital, 
Meadowbrook.  He  is  president  elect  of 
the  Mongomery  County  Medical  Soci- 
ety. 

Organization  of  the  statewide  HMSS 
was  approved  by  the  Society's  House  of 
Delegates  in  1983.  The  section  was 
formed  as  a means  for  medical  staffs  to 
present  their  concerns  and  opinions  to 
organized  medicine. 


be  considered  “old,”  or  information  on  a 
patient  who  is  no  longer  being  treated. 

Social  Security’s  Mental  Impairment 
Listings  have  been  revised  based  on  the 
recommendations  of  a group  that  in- 
cluded mental  health  experts  from  the 
public  and  private  sectors.  The  revised 
listings  reflect  improved  medical  knowl- 
edge of  the  characteristics  of  mental  im- 
pairments and  treatments.  They  have 
been  updated  to  conform  to  DSM-III 
nomenclature  and  are  intended  to  en- 
able decision-makers  to  better  assess  a 
mentally  impaired  person’s  condition 
and  ability  to  perform  work  activities. 
These  changes  will  directly  affect  the  in- 
formation needed  from  treating  sources 
to  assess  the  severity  of  mental  impair- 
ments. 

The  information  provided  by  physi- 
cians is  an  essential  element  in  the  accu- 
rate assessment  of  the  severity  of  im- 
pairments and  their  effect  on  the 
individual’s  ability  to  perform  work- 
related  functions. 

Further  information  on  these  pro- 
gram initiatives  and  specific  documen- 
tation requirements  may  be  obtained 
by  contacting  the  nearest  representa- 
tive of  the  Bureau  of  Disability  Deter- 
mination as  follows: 

Ruth  Wishard,  Medical  Relations 

Program  Manager 
Bureau  of  Disability  Determination 
1316  North  Seventh  Street 
Harrisburg,  Pennsylvania  17120 
Dial  toll  free:  800-932-0701 
From  Philadelphia  call:  561-2932 
Local  telephone  number:  783-3620 
Maryann  Lyons,  Medical  Relations 

Program  Manager 
Bureau  of  Disability  Determination 
Post  Office  Box  “R" 

38  Courtright  Avenue 
Wilkes-Barre,  Pennsylvania  18703 
Dial  toll  free:  800-432-8039 
From  Philadelphia  call:  923-2016 
Local  telephone  number:  824-8971 

Susan  Miller,  Medical  Relations 

Program  Manager 
Bureau  of  Disability  Determination 
Post  Office  Box  2500 
351  Harvey  Avenue 
Greensburg,  Pennsylvania  15605 
Dial  toll  free:  800-442-8018 
From  Pittsburgh  call:  242-8712 
Local  telephone  number:  836-5100 


Medical  Staff  Section  elects  officers 
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At  PMSLIC, 
your  premium  buys 
more  than  a policy. 

Choose  PMSLIC  for  your  professional  liability  coverage.  And  when 
you  do,  you  gain  an  added  benefit— access  to  a wide  range  of  risk  man- 
agement programs.  Nearly  all  are  free  of  charge  to  our  insureds.  But 
their  real  value  lies  in  their  service  to  you  and  the  medical  profes- 
sion-reducing the  threat  of  malpractice  litigation,  through  positive, 
well-informed  action. 


Audio  tapes  of  recent  risk 
management  seminars 


“Case  File,”  a self- 
paced  educational 
packet,  stressing 
problem  areas  in 
orthopedic  surgery 
and  surgical  and 
medical  specialties* 


Regional  seminars  featuring 


The  PMSLIC  Medical-Legal  Corres- 
pondence Course,  which  presents 
instructional  material  from  actual 
closed  malpractice  cases* 


Videotapes  highlighting 
medical-legal  issues 


Speakers  to  address 
your  group  or  local 
society* 


Category  I CME 
Credit  available 
through  the 
Pennsylvania 
Medical 
Society 


If  youd  like  to  know  more  about  the  benefits  of  insuring  with  PMSLIC, 
write:  Pennsylvania  Medical  Society  Liability  Insurance  Company, 

Box  303,  Lemoyne,  PA  17043.  Or  call,  toll-free,  1-800-445-1212. 
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Office  laboratories  studied  at  symposium 


Bruce  L.  Thomas,  MD,  FACP 

“Laboratories  in  Physicians’  Offices” 
was  the  subject  of  a symposium  held  re- 
cently at  a meeting  of  the  Pennsylvania 
Society  of  Internal  Medicine/American 
College  of  Physicians.  On  the  agenda 
were  American  Society  of  Internal  Med- 
icine (ASIM)  Proficiency  Testing,  state 
and  federal  regulations,  laboratory  in- 
spection, equipment,  quality  control, 
and  economics,  and  education  in  the 
physician’s  office  laboratory. 

Josephine  Bartola,  JD,  director  of  the 
state  Bureau  of  Laboratories,  delivered 


A manual  on  control  of  high  blood 
pressure  and  a booklet  on  diagnosing 
and  treating  sexually  transmissible  dis- 
eases are  both  available  from  the  Penn- 
sylvania Department  of  Health. 

A Manual  for  High  Blood  Pressure 
Control  at  the  Worksite,  a new  publica- 
tion from  the  Pennsylvania  High  Blood 
Pressure  Control  Program,  contains  in- 
formation on  how  companies  can  de- 
velop blood  pressure  control  programs. 
The  book  covers  topics  such  as  plan- 
ning a worksite  program;  selecting 
equipment  to  measure  blood  pressure; 
and  detection,  referral,  and  follow-up 
procedures. 

This  manual  was  designed  for  use  by 
occupational  health  professionals  and 
others  responsible  for  developing  or  ex- 
panding hypertension  control  pro- 
grams. The  publication  costs  $20,  and 
can  be  ordered  from  the  Pennsylvania 
High  Blood  Pressure  Control  Program, 


Bernard  Fisher,  MD,  Pittsburgh,  is 
one  of  five  recipients  of  the  1985  Albert 
Lasker  Medical  Research  Awards.  Dr. 
Fisher,  a professor  of  surgery  at  the 
University  of  Pittsburgh  School  of 
Medicine,  was  cited  for  his  work  in  the 
treatment  of  breast  cancer. 

The  award  consists  of  a $15,000  hono- 
rarium and  a statuette  depicting  the 
Winged  Victory  of  Samothrace,  a sym- 
bol of  victory  over  disease. 

For  almost  three  decades  Dr.  Fisher 
has  studied  the  biology  of  breast  cancer. 
He  demonstrated  that  tumor  cells  use 


a clear  message  that  medical  school  and 
residency  training  programs  should  in- 
clude a structured  curriculum  for  physi- 
cians who  are  anticipating  the  use  of  an 
office  laboratory  in  their  practices.  This 
structured  curriculum  and  its  documen- 
tation will  provide  a framework  for  the 
Pennsylvania  Bureau  of  Laboratories’ 
assessment  of  the  capabilities  of  indi- 
vidual physicians  to  qualify  for  direc- 
torship of  a physician’s  office  labora- 
tory which  is  to  be  licensed  in  the  state. 
Without  this  formal  training  and  docu- 


Room  1003,  Pennsylvania  Department 
of  Health,  P.O.  Box  90,  Harrisburg 
17108;  telephone  (717)  787-7073.  Make 
checks  payable  to  the  Commonwealth 
of  Pennsylvania. 

The  second  publication,  Sexually 
Transmissible  Diseases,  Diagnostic  Ap- 
proach, Specific  Diagnosis  and  Recom- 
mended Therapy,  is  available  at  no 
charge  from  the  state  Department  of 
Health’s  Sexually  Transmissible  Dis- 
eases Program.  This  booklet  is  a refer- 
ence guide  for  physicians.  Two  charts, 
one  for  men  and  one  for  women,  show 
general  symptoms  of  sexually  transmis- 
sible diseases  (STDs).  Additional  charts 
show  major  symptoms,  methods  of  di- 
agnosis, current  treatments,  and  alter- 
nate treatments  for  a number  of  the 
most  frequently  occurring  STDs.  For  a 
copy  of  this  handbook,  write  to:  S.T.D., 
P.O.  Box  90,  Harrisburg  17108;  or  call 
(717)  787-3981. 


lymph  nodes  to  gain  access  to  the  circu- 
latory and  lymphatic  systems.  As  chair- 
man of  the  National  Surgical  Adjuvant 
Breast  Project  in  1967,  Dr.  Fisher  con- 
ducted large  scale  clinical  trials  compar- 
ing the  effectiveness  of  different  meth- 
ods of  treatment  for  breast  cancer. 
Research  from  these  trials  included 
findings  that  some  women  can  be 
treated  with  limited  surgery  rather 
than  radical  mastectomy,  and  that  a sin- 
gle chemotherapeutic  agent  after  sur- 
gery can  reduce  recurrence  of  the  dis- 
ease. 


mentation,  it  will  be  impossible  for  the 
Bureau  of  Laboratories  to  continue  to 
“grandfather”  new,  young  physicians 
as  laboratory  directors.  This  message 
should  be  heeded  by  the  academic  com- 
munity to  restructure  training  pro- 
grams to  provide  this  education  to  fu- 
ture physicians. 

Bartola  explained  the  current  three- 
tiered system  of  physician  office  labora- 
tory registration  in  the  Commonwealth 
of  Pennsylvania.  A Level  I laboratory 
may  perform  urinalyses,  stool  hemoc- 
cults,  WBC,  hematocrit,  hemoglobin, 
ESR,  blood  glucose  by  dipstick  or  tab- 
let method,  sickle  cell  screen,  pregnancy 
test,  and  microscopic  exam  for  pin- 
worms  and  Trichomonas  (no  registra- 
tion fee). 

A Level  II  laboratory  may  perform 
tests  in  the  previous  level  plus  blood 
glucose,  WBC  differential,  prothrombin 
time,  monospot,  throat  cultures,  and 
urine  cultures  (registration  fee  $25). 

A Level  III  laboratory  may  perform 
additional  sophisticated  laboratory 
testing  such  as  other  blood  chemistries, 
hematology,  microbiology,  etc.  (registra- 
tion fee  $300).  A director  of  a Level  III 
laboratory  must  have  two  years  of  ex- 
perience in  a laboratory  approved  by 
the  Pennsylvania  Bureau  of  Laborato- 
ries. Documentation  of  laboratory  sci- 
ence training  in  a medical  school  curric- 
ulum or  residency  training  program  as 
well  as  previous  experience  as  a director 
of  a laboratory  in  Level  I or  Level  II 
will  serve  to  fulfill  the  two-year  require- 
ment of  the  Bureau  of  Laboratories. 
Federal  regulations  require  that  a labo- 
ratory director  approved  by  Medicare 
must  have  four  years  of  experience  or 
training  in  any  of  the  above  laboratory 
science  experiences.  Thus,  a physician 
may  gradually  increase  his  experience 
and  education  in  the  field  of  laboratory 
science  and  develop  higher  levels  of  so- 
phistication based  upon  the  approval  of 
the  Bureau  of  Laboratories. 

Bartola  also  emphasized  that  the 
Pennsylvania  Laboratory  Inspection 
Program  is  designed  to  improve  quality 

The  author  practices  internal  medicine  in 
Huntingdon.  He  is  vice  president  of  the 
Pennsylvania  Society  of  Internal  Medicine. 


Two  books  available  from  Department  of  Health 


Dr.  Fisher  wins  Lasker  award 
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control  in  the  physician's  office  by  edu- 
cational techniques  utilized  by  her  de- 
partment. Bartola  anticipates  that  the 
coefficient  of  variation  in  physicians  of- 
fice laboratories  will  improve,  similar  to 
hospital  laboratories,  with  the  assis- 
tance of  cooperative  regulation  and  con- 
tinuing education. 

Bruce  L.  Thomas,  MD,  member  of  the 
ASIM  Laboratory  Committee  reviewed 
the  proficiency  testing  service  provided 
by  the  Medical  Laboratory  Evaluation 
(MLE)  program  sponsored  by  ASIM. 
Dr.  Thomas  emphasized  that  a profi- 
ciency testing  service  is  only  one  aspect 
of  an  overall  quality  assurance  pro- 
gram. He  outlined  several  other  types 
of  proficiency  testing,  such  as  on  site  in- 
spection of  laboratory  personnel,  equip- 
ment, facilities,  and  working  conditions. 
Other  types  of  testing  include  split- 
specimen  samples  from  one  patient 
which  are  analyzed  at  different  times  of 
the  day  or  on  consecutive  days  to  as- 
sess the  intralaboratory  precision  on  a 
continuing  basis.  Ongoing  proficiency 
testing  also  may  be  performed  by  using 
blind  samples  to  the  technicians  and  si- 
multaneous analysis  by  a reference  lab- 
oratory. 

The  activities  of  the  ASIM  Labora- 
tory Committee  in  supervising  the  Med- 


ical Laboratory  Evaluation  program 
was  described  by  Dr.  Thomas.  This 
committee  has  also  been  active  in  form- 
ing the  Committee  on  Laboratory  As- 
sessment (COLA)  which  represents  a 
joint  effort  by  ASIM-AAFP-CAP  to  de- 
velop an  overall  quality  assessment  pro- 
gram for  the  physician's  office  labora- 
tory. In  addition,  this  committee  has 
participated  with  the  CDC  in  develop- 
ing assessment  programs  in  microbiol- 
ogy for  the  physician's  office.  Educa- 
tional materials  for  patients  and 
physicians  are  distributed  by  the  com- 
mittee. 

Sandra  Stanford,  MT  (ASCP),  clearly 
described  the  economics  of  establishing 
an  office  laboratory.  Stanford  depicted 
several  types  of  office  laboratory  equip- 
ment, methods  of  assessing  their  cost 
per  test,  and  quality  control  procedures 
that  ensure  that  the  results  from  the 
equipment  are  valid. 

Mildred  Fleetwood,  PhD,  director  of 
medical  education  at  Geisinger  Medical 
Center,  outlined  the  various  educational 
programs  that  are  available  to  labora- 
tory directors  and  their  technical  per- 
sonnel. Various  continuing  education 
programs  are  offered  in  the  field  of  labo- 
ratory science  by  Geisinger  Medical 
Center,  the  Mayo  Clinic,  and  state 


Pitt  develops  Alzheimer’s  research  center 


The  University  of  Pittsburgh  School 
of  Medicine  has  been  awarded  a five- 
year  $7  million  grant  from  the  National 
Institute  on  Aging  (NIA)  to  become  a 
national  Alzheimer’s  Disease  Research 
Center  (ADRC).  Under  the  ADRC,  sci- 
entists representing  several  disciplines 
will  collaborate  to  search  for  causes  of 
and  possible  treatments  for  this  disor- 
der. The  center  will  build  upon  the  clini- 
cal and  research  services  already  in 
place  by  the  university’s  Alzheimer’s 
Program,  which  was  funded  by  the  NIA 
in  1983. 

“One  of  our  major  goals  at  the  center 
will  be  to  determine  biological,  neuro- 
chemical, molecular,  and  behavioral 
makers  of  the  disease  so  that  a diagno- 
sis of  Alzheimer's  disease  can  be  made 
during  life,”  said  Francois  Boiler,  MD, 
PhD,  the  center’s  director.  “Early  diag- 
nosis and  treatment  will  be  possible 
only  by  understanding  the  biochemical 
and  molecular  basis  of  the  disease.” 

The  University  of  Pittsburgh  is  one 


of  five  institutions  named  as  an  ADRC 
this  year  by  the  NIA.  The  others  are 
Duke  University,  George  Washington 
University  in  St.  Louis,  University  of 
Kentucky  Medical  Center,  and  the  Uni- 
versity of  Washington.  Last  year  the 
NIA  awarded  similar  grants  to  John 
Hopkins  University,  the  University  of 
Southern  California,  the  University  of 
California  at  San  Diego,  Mt.  Sinai 
Bronx  Veterans  Administration  Hospi- 
tal, and  a consortium  of  hospitals  and 
programs  affiliated  with  the  University 
of  Massachusetts  and  Harvard  Univer- 
sity. 

Research  at  the  University  of  Pitts- 
burgh’s center  will  involve  approxi- 
mately 1,000  Alzheimer’s  patients  and 
control  subjects  over  the  next  five 
years.  Major  projects  will  include  re- 
search in  the  following  areas: 

• NMR  (nuclear  magnetic  resonance) 
will  be  used  to  study  metabolic  patterns 
in  Alzheimer’s  patients. 


health  departments.  Dr.  Fleetwood  em- 
phasized the  great  need  for  these  con- 
tinuing educational  efforts  in  physi- 
cians’ office  laboratories  that  have 
individuals  performing  testing  who  do 
not  have  much  formal  education  in  labo- 
ratory science.  Dr.  Fleetwood  described 
the  diversified  skills  necessary  for  a per- 
son to  function  in  an  office  laboratory. 
Programs  in  medical  technology  tradi- 
tionally have  not  offered  training  in  the 
areas  of  cost  assessment,  business  man- 
agement, medical  record  keeping,  secre- 
tarial skills,  and  performance  of  EKGs. 

With  the  advancement  of  laboratory 
technology  and  the  demand  for  con- 
sumer orientation  in  the  physician’s  of- 
fice, there  has  developed  a market  for 
laboratory  technicians  who  would  have 
a number  of  diversified  skills  that  could 
be  utilized  in  physicians’  office  labora- 
tories. Dr.  Fleetwood  said  that  educa- 
tional programs  in  medical  technology 
should  consider  revising  the  curriculum 
to  include  the  broader  skills  of  this  new 
position.  Dr.  Fleetwood  also  indicated 
that  it  would  take  a major  revolution 
within  the  various  laboratory  and  re- 
lated academic  disciplines  to  fulfill  this 
need.  With  the  greater  emphasis  on  out- 
patient laboratory  services,  the  work 
place  will  be  changing  and  it  will  be  nec- 
essary for  technicians  to  adapt  or  learn 
the  additional  skills  necessary  to  func- 
tion in  these  new  positions. 


• Scientists  will  conduct  studies  of  cell 
membranes  in  the  brain  and  of  platelet 
and  red  blood  cells  in  patients  with  the 
disease. 

• Cerebrospinal  fluid  and  brain  en- 
zymes in  Alzheimer's  patients  will  be 
studied. 

• Communication  and  attention  defi- 
cits in  patients  with  Alzheimer’s  dis- 
ease will  be  studied. 

The  ADRC  will  be  located  at  Falk 
Clinic  where  the  referral,  evaluation,  di- 
agnosis, and  care  of  patients  will  take 
place.  The  services  and  facilities  of 
Western  Psychiatric  Institute  and 
Clinic,  Presbyterian-University  Hospi- 
tal, the  Veteran's  Administration  Hos- 
pital on  Highland  Drive,  and  the  NMR 
Institute  also  will  be  integral  to  the 
ADRC. 

For  more  information  on  how  pa- 
tients with  Alzheimer’s  disease  or 
healthy  volunteer  subjects  may  partici- 
pate in  the  programs  of  the  ADRC,  call 
(412)  624-1557. 
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How  to  develop, 
design,  and  manage 
Same-Day  Ambulatory 
Healthcare  Facilities 


Today  Ambulatory 
Healthcare  Facilities  such 
as  Same-Day  Surgery 
Centers  and  Satellite 
Emergency  Rooms  are  high 
on  the  agendas  of  hospitals, 
physicians  and  private 
investors.  If  you  and  your 
associates  are  planning  a 
free-standing  or  hospital 
attached  unit,  you  no  doubt 
have  wondered  just  where 
to  begin  and  how  to  go 
about  the  task.  You  want  a 
high  quality  facility.  You 
visualize  a warm  and 
caring  yet  efficient 
environment.  You  demand 
current  state-of-the-art 


technology  and  equipment. 
But  how  in  the  world  do 
you  start  coordinating  such 
a sophisticated  and 
complex  project  and  know 
you’re  on  the  right  track? 

The  best  place  to  begin  is 
Ambulatory  Healthcare 
Corporation.  As  partners 
with  both  hospitals  and 
physician  groups  we 
design,  develop,  coordinate 
and  manage  Ambulatory 
Healthcare  Facilities. 
Shown  above  is  our 
Austintown,  Ohio 
Ambulatory  Healthcare 
Center.  This  outstanding 
45,000  square  foot  facility 
was  developed  in  1976. 
Today  it  houses  a highly 
successful  5 OR 
Ambulatory  Surgical 
Center  and  Emergency 
Room,  in  addition  to 


laboratory  and  other 
diagnostic  services.  It  is  an 
excellent  example  of  our 
specialized  talents. 

Our  professional  staff  will 
conduct  a Feasibility  Study 
for  you,  prepare  your 
Certificate  of  Need 
application,  if  required, 
design,  coordinate 
construction  and  then 
manage  your  facility.  We 
do  all  or  any  part  of  this 
service  as  a consultant  or 
as  a joint  venture  partner. 
You'll  find  we  bring  our 
projects  in  on  time  and 
within  budget . . . and  our 
planning,  architectural, 
supervision  and 
management  teams  are 
4A  quality. 


\ou  are  cordially  invited 
to  visit  our  corporate 
offices  and  arrange  a tour 
of  our  showcase  unit.  At 
that  time  we  can  explore 
together  the  possibilities 
of  helping  you  with  your 
project.  Call  us  at 
216/792-4755.  We’ll  set 
a date  and  time  for  your 
visit.  Or.  if  you  prefer, 
we’ll  come  to  your  offices. 
Either  way,  we'll  show  you 
how  to  develop,  design  and 
manage  Same-Day 
Ambulatory  HealthCare 
Facilities. 


47  N.  Canfield-Niles  Road,  Austintown,  Ohio  44515  (216)  792-4755 


PARTNERS  WITH  HOSPITALS  AND  DOCTORS  IN  DEVELOPING  AND  MANAGING  INNOVATIVE  HEALTHCARE  SYSTEMS 
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AIDS  update:  HTLV-III/LAV  infection 


Brett  J.  Cassens,  MD,  MBA 

The  discovery  and  elucidation  of  the 
etiologic  agent  of  the  Acquired  Im- 
mune Deficiency  Syndrome  by  workers 
in  France  (Lymphadenopathy  associ- 
ated virus)  and  the  United  States  (Hu- 
man T-Lymphotropic  Virus  Type  III), 
give  us  insight  to  the  pathophysiology 
and  clinical  ramifications  of  this  grow- 
ing health  care  concern.12  Since  this 
subject  was  last  reviewed  in  these 
pages,  considerable  mystery  has  been 
dispelled.  Nonetheless,  the  hard  earned 
understanding  of  this  syndrome  has 
launched  yet  another  epidemic,  that  of 
fear  and  misunderstanding. 

This  review  provides  a conceptual 
framework  for  the  application  of  recent 
advances  in  the  field  to  the  care  of  those 
afflicted  both  by  HTLV-III/LAV  related 
illnesses,  as  well  as  those  impaired  by 
the  pervasive  fear  engendered  by 
AIDS.  HTLV-III/LAV  antibody  test- 
ing, disinfection,  prospects  for  therapy 
and  prevention,  and  recently  released 
guidelines  for  school  attendance  for 
children  infected  with  HTLV-III/LAV 
will  be  addressed. 

Spectrum  of  HTLV-III  infection 

Prior  to  identification  of  HTLV-III/ 
LAV,  the  definition  and  diagnosis  of 
AIDS  was  based  on  the  Centers  for  Dis- 
ease Control  surveillance  definition. 
Any  person  with  no  known  cause  for 
cellular  immune  deficiency  and  with  a 
malignancy  or  opportunistic  infection 
suggestive  of  cellular  immune  defi- 
ciency, was  classified  as  having  AIDS. 

The  consequence  of  this  necessarily 
limited  definition  wa<s  the  mistaken 
classification  of  background  cases  of 
Kaposi’s  sarcoma,  for  example,  as 
AIDS,  and  the  failure  to  recognize 
other  malignancies  and  infections 
which  occurred  infrequently  enough  to 
be  convincingly  included  in  the  defini- 
tion. Further,  it  was  impossible  to  de- 
tect infection  with  the  agent  in  the  ab- 
sence of  immune  deficiency.  The 


majority  of  the  cases  termed  AIDS, 
therefore,  are  a severe  form  of  HTLV- 
III/LAV  infection. 

The  ability  of  workers  at  the  National 
Cancer  Institute  to  continuously  grow 
the  virus  in  an  immortalized  cell  line 
produced  quantities  of  virus  which 
could  be  studied  and  used  for  develop- 
ment of  an  antibody  test. 1 This  test,  an 
Enzyme  Linked  Immunosorbent  Assay 
(ELISA)  reactive  to  whole  disrupted  vi- 
rus, enabled  researchers  to  probe  the 
populations  at  risk  and  develop  con- 
cepts of  the  spectrum  of  infection  with 
HTLV-III/LAV. 

Asymptomatic  carriers 

The  use  of  this  ELISA  test  in  combi- 
nation with  immunologic  assessment 
and  evaluation  for  clinical  disease  per- 
mits a three  tiered  division  of  people  af- 
fected with  this  retrovirus.  First,  and 
greatest  in  number,  are  the  over  1.5  mil- 
lion people  infected,  but  not  clinically 
ill.  Most  of  these  people  have  no  signifi- 
cant immune  abnormalities.  HTLV-III/ 
LAV  antibody  testing  of  these  people 
will  be  positive  and  at  least  60  percent 
will  have  virus  that  can  be  cultured 
from  circulating  peripheral  blood  lym- 
phocytes. There  is  little  apparent  use 
for  screening  people  at  known  risk  with 
the  ELISA  test,  since  a positive  test 
should  be  expected  and  a negative  test 
must  be  considered  with  great  skepti- 
cism.' Recipients  of  transfusions  be- 
tween 1978  and  July  1985  also  must  be 
considered  at  risk  for  infection,  but  the 
likelihood  of  infection  is  so  small,  liter- 
ally less  than  one  in  one  million,  that 
testing  such  individuals  also  yields  lit- 
tle. 


The  author  is  the  medical  director  of  Jeffer- 
son Health  Care,  Inc.,  Philadelphia , a multi- 
specialty  group  practice  associated  with  a 
Philadelphia  area  IPA  ( independent  practice 
association). 


These  people  do  not  have  AIDS,  are 
not  reportable,  and  are  correctly  de- 
scribed as  asymptomatic  HTLV-III/ 
LAV  carriers.  Within  this  category  are 
males  sexually  active  with  other  males 
since  1978,  hemophiliacs,  percutaneous 
drug  users,  and  sexual  partners  of  these 
groups.  They  should  be  counseled  to 
avoid  the  transmission  of  blood  or  se- 
men through  sexual  activity  or  dona- 
tion of  blood,  semen,  or  organs  for 
transplantation.  These  recommenda- 
tions are  necessary  regardless  of  anti- 
body testing. 

ARC 

The  second  category  of  people  in- 
fected with  this  virus  are  those  who 
present  with  lesser  infections  or  hema- 
tological abnormalities.  Such  people  are 
said  to  have  AIDS  Related  Complex 
(ARC).  The  most  commonly  encoun- 
tered disorders  are  thrush,  immune 
thrombocytopenia,  and  persistant  gen- 
eralized lymphadenopathy.  The  latter  is 
a clinical  diagnosis  based  on  the  appear- 
ance of  one  centimeter  nodes  in  two  or 
more  non-contiguous,  extra  inguinal 
sites.  If  such  adenopathy  persists 
greater  than  three  months  and  cannot 
be  attributed  to  other  known  causes  of 
adenopathy,  the  diagnosis  of  PGL  is  ap- 
plied. Greater  than  95  percent  of  such 
people  will  be  HTLV-III/LAV  antibody 
positive.  Such  cases  have  been  errone- 
ously referred  to  as  Pre-AIDS.  Again, 
ELISA  testing  in  such  people  is  useful 
only  when  the  patient  is  not  in  an  ap- 
parent risk  group  for  HTLV-III/LAV  in- 
fection. 

As  with  the  asymptomatic  carrier, 
the  number  of  people  with  ARC  can 
only  be  estimated.  Limited  data  sug- 
gest that  20  percent  of  people  HTLV- 
III/LAV  AbG  have  ARC.  This  yields  an 
estimated  200,000  to  300,000  cases. 

AIDS 

Lastly  are  those  people  defined  as 
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having  AIDS.  These  are  of  course  the 
most  severely  ill  and  now  number  over 
14,000  cumulatively  since  1981.  The 
majority  of  diagnoses  are  made  based 
on  the  appearance  of  Kaposi’s  sarcoma 
or  pneumocystis  carinii  pneumonia  in 
people  with  no  known  cause  for  im- 
mune impairment  other  than  HTLV- 
II I/LAV  infection.  HTLV-III/LAV  anti- 
body testing  is  redundant  in  such  cases. 
However,  in  rare  cases  of  Kaposi’s  sar- 
coma where  normal  numbers  of  T-helper 
cells  are  present,  an  ELISA,  or  Western 
blot  for  HTLV-III/LAV  antibody  is  nec- 
essary to  confirm  the  diagnosis  of 
AIDS. 

Revisions  to  the  original  CDC  surveil- 
lance definition  were  made  in  June, 
1985. ” In  addition  to  the  above  men- 
tioned use  of  antibody  testing  in  immu- 
nologically  normal  persons  with  Kapo- 
si’s sarcoma,  the  following  diseases 
establish  the  diagnosis  of  AIDS  when 
accompanied  by  a positive  test  for 
HTLV-III/LAV  antibody  or  virus. 
These  include  disseminated  histoplas- 
mosis, persistent  isosporiasis  causing 
diarrhea,  bronchopulmonary  candiasis 
by  visualization  or  histology,  diffuse, 
undifferentiated  non-Hodgkin’s  lym- 
phoma and  Kaposi’s  sarcoma  in  people 
over  the  age  of  60  years.” 

Prognosis 

Although  several  large  longitudinal 
studies  are  currently  under  way,  only 
tentative  data  are  available  on  rates  of 
morbidity  and  mortality  associated 
with  HTLV-III/LAV  infection.  It  is  im- 
portant to  emphasize  that  available  re- 
search does  not  support  the  hypothesis 
that  all  infected  people  will  develop 
AIDS.  Limited  studies  suggest  that  5- 
10  percent  of  those  infected  will  develop 
the  severe  form  of  infection  we  call 
AIDS.  ” Of  this  group,  over  85  percent 
with  opportunistic  infections  will  be 
dead  at  two  years  from  diagnosis.  How- 
ever, mortality  at  two  years  for  those 


with  Kaposi’s  sarcoma  alone  is  only  50 
percent. 

Prognosis  for  those  with  AIDS  Re- 
lated Complex  is  as  yet  uncertain.  In  a 
cohort  of  gay  men  in  San  Francisco 
with  at  least  a six-month  history  of  ade- 
nopathy prior  to  entry  in  the  study,  8 
percent  have  developed  AIDS  in  the 
four-year  follow-up  period.  The  appear- 
ance of  herpes  zoster  or  thrush  greatly 
increases  the  likelihood  of  AIDS.  Other 
researchers  have  reported  up  to  a 30 
percent  incidence  of  AIDS  in  series  of 
gay  men  with  PGL.  Results  of  larger 
studies  are  needed  to  explain  this  dis- 
crepancy. 

Therapy 

Kaposi’s  sarcoma  and  several  of  the 
opportunistic  infections  do  respond  to 
available  treatments.”  However,  no  ef- 
fective therapy  now  exists  for  the  un- 
derlying viral  infection  and  resulting 
immune  deficiency.  The  availability  of 
virus  in  cell  culture  has  made  possible 
in  vitro  testing  of  over  one  hundred  po- 
tential anti-virals,  HPA  23,  ribavirin, 
ansamycin,  Compound  S,  and  suramin 
are  currently  of  greatest  interest.  The 
majority  of  these  demonstrate  inhibi- 
tion of  reverse  transcriptase,  an  enzyme 
essential  for  the  replication  of  the  re- 
trovirus. Unfortunately,  none  are  viraci- 
dal.  Trials  are  under  way  to  combine 
these  agents  with  immune  modulators 
such  as  interleukin-2  and  alpha  inter- 
feron in  an  effort  to  enhance  immunity 
while  inhibiting  viral  replication.  The 
solution  to  this  problem  remains  dis- 
tant. 

Transfusions  and  HTLV/III  LAV 
infection 

In  April,  1985,  several  manufacturers 
of  ELISAs  for  HTLV-III/LAV  antibody 
were  licensed  by  the  Food  and  Drug  Ad- 
ministration. Implementation  of  test- 
ing in  blood  banks  across  the  nation 
was  immediate.  It  can  fairly  be  said 


that  the  blood  supply  currently  is  safer 
from  infection  than  it  was  in  the  recent 
past.  The  use  of  this  test,  as  well  as  the 
voluntary  self-deferral  of  persons  pre- 
sumed at  risk  for  HTLV-III/LAV  infec- 
tion, has  resulted  in  lower  incidence  of 
several  blood  born  illnesses.  While 
transfusion-related  illnesses  will  remain 
with  us  for  the  foreseeable  future,  pa- 
tients may  be  reassured  that  blood  sup- 
plies are  considerably  safer  than  ten 
years  ago. 

The  adequacy  of  the  blood  supply 
however,  is  severely  compromised. 
Blood  banks  throughout  the  state  and 
nation  are  experiencing  declining  rates 
of  donation.  It  appears  that  misinfor- 
mation and  fear  have  generated  the 
widespread  misconception  that  AIDS  is 
transmissable  by  donating  blood.  The 
public  must  be  reassured  that  this  is  ut- 
terly impossible  and  that  blood  dona- 
tion remains  safe  and  essential. 

Alternative  testing  sites 

The  antibody  test  was  specifically  li- 
censed for  use  in  blood  banking.  How- 
ever, to  prevent  anxious  patients  from 
donating  blood  to  learn  their  antibody 
status,  the  federal  government  funded 
alternative  testing  sites.  The  July  1985, 
issue  of  Pennsylvania  Medicine  pre- 
sented information  on  these  counseling 
and  testing  locations. 

It  must  be  emphasized,  that  the 
HTLV-III/LAV  antibody  test  is  licensed 
for  use  with  blood  products  only.  While 
certain  clinical  situations,  as  discussed 
above,  may  require  antibody  testing, 
these  uses  are  limited.  If  the  practi- 
tioner feels  antibody  testing  is  indi- 
cated, formal  consent  is  obtained  from 
the  patient  following  detailed  explana- 
tion of  the  presumed  benefits  of  the  test 
compared  to  potential  risks  of  loss  of 
employment,  uninsurability,  and  possi- 
ble psychological  harm.  In  many  cir- 
cumstances, the  patient  is  best  advised 
to  obtain  the  test  anonymously.  The 
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Philadelphia  alternative  testing  site 
does  test  anonymously. 

This  test  places  both  the  practitioner 
and  the  patient  at  considerable  liability. 
Several  states  have  mandated  criminal 
penalties  for  breaches  of  confidentiality 
leading  to  the  release  of  HTLV-II I/LAV 
antibody  test  results. 

People  seeking  testing  should  be  in- 
formed that  the  test  is  not  diagnostic  of 
AIDS.  Those  in  groups  likely  to  be  in- 
fected, including  males  sexually  active 
with  other  males  since  1978,  hemophili- 
acs, needle-sharing  percutaneous  drug 
users  and  sexual  partners  of  these  per- 
sons, are  counseled  to  assume  they  are 
positive  in  relationship  to  sexual  activ- 
ity and  potential  blood  borne  transmis- 
sions. Because  some  people  may  require 
up  to  one  year  after  infection  to  develop 
the  antibody,  negative  test  results  usu- 
ally will  be  inconclusive.  Thus,  in  only 
limited  circumstances  will  the  value  of 
the  test  outweigh  the  uncertainty  and 
risk  of  loss  of  confidentiality. 

Disinfection  of  HTLV-II  I/LAV  virus 

Prior  to  the  discovery  and  study  of 
the  HTLV-II  I/LAV  virus,  the  epidemiol- 
ogy suggested  that  this  agent  resem- 
bled the  hepatitis  B virus,  HBV.  Based 
on  this  assumption  and  the  necessary 
conservatism  needed  at  that  time  of  un- 
certainty, infection  control  measures  for 
HBV  were  used  for  AIDS  as  well.  It  is 
now  well  known  that  HTLV-II  I/LAV 
differs  from  HBV  in  several  ways. 
First,  concentrations  of  HBV  in  the 
blood  are  10  to  100  greater  than  for 
HTLV-II  I/LAV.  This  undoubtedly  ex- 
plains why  needle  sticks  with  HBV  con- 
tamination transmit  the  virus  in  35  per- 
cent of  cases,  but  only  one  case  of 
HTLV-II  I/LAV  transmission  has  been 
documented  in  a health  care  worker. ' 

Second,  several  workers  have  docu- 
mented the  effectiveness  of  numerous 
common  disinfectants  against  HTLV- 
II  I/LAV.  For  example,  exposure  of  the 
virus  to  peroxide  (H202),  50%  ethyl  alco- 
hol, 0.1%  solution  of  household  bleach, 
and  Lysol  in  a 0.5%  solution  (bottle 
strength  is  3%)  for  ten  minutes  effec- 
tively inactivates  virtually  all  virus. 
Further,  heating  liquids  or  plasma  to  56 
degrees  C.  (132  degrees  F)  for  10  min- 
utes inactivated  the  agent.10 

Based  on  this  new  information,  infec- 
tion control  practices  regarding  HTLV- 
II  I/LAV  can  be  founded  on  fact  rather 
than  assumption.  Recommendations 
using  this  knowledge  are  expanding  to 


cover  special  care  circumstances,  such 
as  dialysis  units.11  In  routine  care,  staff 
can  be  reassured  that  the  organism  is 
easily  susceptible  to  known  measures  of 
disinfection.  Such  knowledge  must  pro- 
mote consistent  infection  control  habits 
with  regular  handwashing  as  the  funda- 
mental element.  In  this  light,  fear  of 
caring  for  people  afflicted  with  HTLV- 
II  I/LAV  must  yield  to  informed  profes- 
sionalism. 

Work  and  school 

AIDS  and  infection  with  HTLV-II  1/ 
LAV  remain  within  the  traditional  risk 
groups  with  few  exceptions.  It  is  reas- 
suring that  this  agent  is  not  spread  by 
casual  contact.  Despite  this,  the  num- 
ber of  infected  people  continues  to  in- 
crease and  may  now  be  two  million.  It  is 
unavoidable  therefore,  that  people, 
whether  clinically  ill  or  not,  will  be  ac- 
tive in  the  workplace  and  attend 
schools  and  day  care  centers  in  growing 
numbers.  Recent  attempts  to  enroll 
clinically  stable  children  with  AIDS 
have  met  with  irrational  resistance,  to 
the  detriment  of  these  already  stressed 
individuals.  Adults  with  AIDS  simi- 
larly have  faced  unwarranted  hysteria 
from  co-workers  and  actual  termination 
by  employers.  Many  cases  currently  are 
in  litigation.  The  Centers  for  Disease 
Control  published  recommendations 
for  education  and  foster  care  of  children 
infected  with  HTLV-II  I/LAV. 12  These 
guidelines  state,  in  part: 

For  most  infected  school-age  chil- 
dren, the  benefits  of  an  unrestricted 
setting  would  outweigh  the  risks  of 
their  acquiring  potentially  harmful 
infections  in  the  setting  and  the  ap- 
parent nonexistent  risk  of  trans- 
mission of  HTLV-II  I/LAV.  These 
children  should  be  allowed  to  at- 
tend school  and  after-school  day- 
care and  to  be  placed  in  a foster 
home  in  an  unrestricted  setting.10 
The  full  text  of  the  document  urges 
consultation  between  the  child’s  per- 
sonal physician  and  school  officials. 
Some  children  with  neurological  and  be- 
havioral problems  may  best  be  cared  for 
in  more  restricted  settings. 

AIDS  in  the  workplace 
As  with  school  children,  adults  with 
HTLV-II  I/LAV  infection  do  not  present 
a real  danger  to  co-workers,  patients,  or 
customers.  Several  cities  familiar  with 
employment  issues  for  people  infected 
with  the  virus  have  strong  policies  sup- 
porting the  rights  of  these  people  to  re- 
main employed.  The  epidemiology  of 


AIDS  reassures  us  that  this  policy  pro- 
tects the  individual  and  society. 

As  advocates  for  their  patients,  phy- 
sicians should  familiarize  themselves 
with  these  guidelines  so  they  may  serve 
as  effective  educators  when  called  upon 
by  school  officials  and  parents’  groups. 
Through  our  efforts,  needless  discrimi- 
nation and  psychological  harm  can  be 
avoided. 

Expanding  research  on  AIDS  and  the 
development  of  the  retrovirus  antibody 
test  have  permitted  the  quantification 
and  delineation  of  the  dimensions  of  the 
spectrum  of  HTLV-II  I/LAV  infection. 
Much  remains  to  be  studied,  but  the 
basic  facts  of  sexual  and  blood-borne 
transmission  of  the  etiologic  agent  pro- 
vide us  with  the  knowledge  to  guide  pa- 
tient counseling  and  public  policy.  Un- 
fortunately, efforts  to  inform  the  public 
have  resulted  in  extensive  misinforma- 
tion and  fear.  Even  as  the  goal  of  pre- 
vention of  AIDS  progresses,  vigorous 
prevention  must  focus  on  the  devastat- 
ing epidemic  of  discrimination  and  re- 
jection which  has  become  synonymous 
with  the  Acquired  Immunodeficiency 
Syndrome.  □ 
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cers, and  arterial  bleeding 


Write  for  literature  and  samples 

(br§EE>the  brown  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  LTOR) 
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Keystone  Rehabilitation 11 

Keystone  Technologies 15 
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You  can’t  keep  a good  man  down 


Because  Harmarville  will  pick  him 

up.  Our  Occupational  Health 
and  Rehabilitation  Services  program 
(OHRS)  works  solely  on  getting 
good  people,  like  Bob  Seaman,  with 
industrial  injuries  back  on  the  job. 

For  Bob,  back  on  the  job  means 
being  happy.  So  when  he  fell  off  a 
ladder  injuring  his  ankle  and  couldn’t 
work,  something  was  lost.  That  just 
wouldn’t  do  for  Bob,  or  his  employer 
of  40  years,  the  L.  E.  Smith  Glass 
Company. 

OHRS  was  their  answer.  The 

doctors  at  our  rehabilitation  hospital 
discovered  that  Bob  had  three  bone 
chips  in  his  ankle.  One  was  pressing 
on  a nerve.  His  treatment  included 
hot  tub  therapy,  ultrasound,  physical 
therapy  and  cortizone  injections.  In 
just  a few  months  Bob  was  back  on 
the  job  full-time. 


It  works.  Since  the  program  started 
in  1 978,  nearly  80%  of  all  patients  have 
returned  to  work.  Employers  reduce 
lost  time  and  workers’  compensation 
costs. 

Is  less  effort  acceptable?  Bob  and 

L.  E.  Smith  Glass  Company  didn’t 
think  so.  And  we  at  Harmarville  agree; 
only  the  best  care  possible  will  do  when 
someone’s  livelihood  is  at  stake. 

For  more  information  on  OHRS 
and  its  satellite  locations,  call  Jim 
Soridecker  (412)  782-5800  (ext.  809). 

JT  H4RIVWRVILLE 


HRC  COMMUNITY  OUTREACH,  INC. 
P.O.  Box  111  202,  Guys  Run  Road 
Pittsburgh,  PA  15238 


in  my  opmion 


Visibility  of  radiologists — controversies  of  turf 


Daniel  G.  Lareau,  MD 

Since  the  beginning  of  radiology  as  a 
medical  specialty,  the  radiologist 
has  put  up  with  poor  equipment,  less 
than  ideal  relations  with  hospital  ad- 
ministration, a somewhat  wimpy  image 
among  his  colleagues  and  almost  total 
invisibility  among  the  general  public. 
In  the  first  quarter  of  the  century,  radi- 
ology was  largely  experimental.  In  the 
second  quarter,  most  of  the  hospital 
staff  knew  there  were  radiologists 
somewhere  down  in  the  basement  of  the 
hospital— but  medical  students  weren’t 
told.  In  the  third  quarter  of  the  century, 
the  radiologist  literally  came  out  of  the 
basement  and  a large  part  of  the  popu- 
lation learned  that  he  was  not  a radio 
repairman. 

Now  we  are  in  the  year  1985.  Most 
people  know  that  radiologists  “take 
x-rays”  but  may  be  unaware  that  they 
are  physicians.  Few  realize  that  the  in- 
terpretation of  preoperative  radio- 
graphic  studies  may  be  responsible  for 


subsequent  critical  medical  or  surgical 
treatment.  Our  colleagues  in  medicine 
and  surgery  cannot  be  blamed  for  con- 
sidering this  immaterial  and  neglecting 
to  inform  the  patients— except  in  mal- 
practice cases,  of  course.  So  much  for 
being  a doctor’s  doctor. 

Why  do  radiologists  do  it?  Well,  they 
earn  a living— the  price  is  right  and 
most  felt  they  are  worthy  of  their  hire. 
Radiologists  are  objective  sorts  who 
like  facts  and  enjoy  confirming  or  deny- 
ing diagnoses  suggested  by  the  histo- 
ries and  physical  examinations  of  the 
referring  physician.  They  stuck  to  their 
profession  and  saw  it  grow  to  unfore- 
seen preeminence  on  the  medical  scene, 
so  that  in  recent  years,  radiology  resi- 
dencies have  become  highly  sought  af- 
ter. 

But  as  better  equipment  and  differ- 
ent modalities  developed,  using  both  io- 
nizing and  non-ionizing  radiant  energy, 
the  problem  of  balkanization  of  radiol- 


ogy arose,  and  each  specialty  tended  to 
do  their  own  radiology  studies.  Thus 
were  turf  wars  born  as  various  medical 
and  surgical  warlords  campaigned  for 
their  share  of  radiological  spoils. 

I’m  happy  that  radiology  has  fared 
well  so  far  in  these  controversies.  For 
example,  chest  specialists,  urologists, 
obstetricians,  gastroenterologists,  sur- 
geons, etc.,  theoretically  could  do  their 
own  radiology.  Indeed,  CT  was  once 
done  by  neurologists,  to  some  extent, 
and  even  by  a few  surgeons.  Magnetic 
resonance  currently  is  being  coveted  by 
neurologists  in  Maine.  But  we  have  not 
won  all  these  battles.  Many  private  of- 
fices have  their  own  x-ray  units  and 
possibly  even  ultrasound,  thermogra- 
phy, diaphanography,  etc.,  to  a point 
that  it  is  estimated  that  over  50  percent 
of  radiology  is  done  by  non-radiol- 
ogists. That’s  amazing. 

We  are  moving  into  a new  era  wherein 
the  medical  pie,  not  being  allowed  to  en- 
large further,  will  be  sliced  more  thinly. 
And  so  at  last,  there  may  be  another 
reason,  namely  financial,  inducing  radi- 
ologists to  correct  the  abuse  of  radiol- 
ogy by  non-radiologists.  What  have  we 
done  about  it  so  far?  We’ve  done  quite  a 
lot,  but  with  incomplete  success.  For 
example,  we’ve  asked  Blue  Shield  to 
pay  only  radiologists  and  so  discourage 
non-radiologists  from  doing  office  radi- 
ology. We  told  them  this  would  save 
money  by  stopping  self-referral,  and 
would  result  in  better  medicine.  This 
was  a good  idea  but  it  cannot  work  be- 
cause Blue  Shield  represents  non- 
radiologists as  well  as  radiologists. 

So  what  else  can  we  do?  We  could  ask 
the  ACR  to  send  money  to  TV  net- 
works to  make  Trapper  John,  MD,  ad- 
mit that  he  doesn’t  do  his  own  x-ray 
work  but  we  can’t  very  well  expect 
Trapper  John  to  stop  the  show  and  ex- 


Dr.  Lareau  is  president  of  the  Pennsylvania 
Radiological  Society  and  practices  his  spe- 
cialty in  Warren.  This  article  is  excerpted 
from  remarks  delivered  on  the  occasion  of  his 
installation  as  president  of  the  society. 


Why  the  Specialty  of  Radiology  is  Necessary 

A.  Technique 

1.  The  radiologist  is  trained  to  evaluate  and  maintain  technical  exellence.  Diagnostic 
errors  sometimes  result  from  poor  technique. 

2.  Radiologists  can  best  select  and  order  necessary  imaging  studies.  This  reduces 
unnecessary  examinations,  x-ray  exposures,  and  expenses. 

3.  Poor  technique  often  requires  repetition  of  studies. 

B.  Training  and  ability— -The  radiologist  is  trained  in  interpreting  radiologic  manifesta- 
tions of  disease.  Other  specialists,  limited  to  their  categories  of  training  and  interest, 
may  overlook  radiographic  findings.  Radiologists  are  required  to  take  continuing 
medical  education  courses  to  keep  up  with  advances  in  this  field. 

C.  Radiation  safety— Radiologists  are  trained  to  avoid  overexposure  of  patients  to  x-rays 
and  to  selectively  tailor  x-ray  studies  to  increase  the  benefits  of  exposure.  Office 
x-ray  units  are  not  checked  for  accidental  overexposure  by  the  Bureau  of  Radiologi- 
cal Health. 

D.  Availability— Because  he  limits  himself  to  radiology,  the  radiologist  has  more  time  to 
supervise  and  direct  radiologic  imaging  as  well  as  time  to  spend  in  interpretation  and 
reporting  of  his  observations  and  conclusions.  The  radiologist  should  and  does  make 
himself  available  for  consultation  with  other  specialists. 

E.  Convenience— Convenience  has  been  the  reason  given  for  the  setting  up  of  small 
office  units  for  radiology  by  nonradiologists.  This  convenience  is  cancelled  out  by 
the  drawbacks:  unnecessary  extra  expense  of  establishing  these  units;  studies  that 
must  be  repeated  because  of  wrong  techniques  or  poor  equipment;  greater  risk  of 
wrong  diagnosis;  and  greater  risk  of  excessive  radiation. 

The  proper  performance,  supervision,  and  interpretation  of  radiologic  studies  must  rest 
with  physicians  who  have  completed  specialty  training  in  this  field— the  radiologists. 
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Elcomp.. .the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you'll  never 
feel  better. 


I*  Data  General 


ELBGmP8  systems,  m 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
In  Pennsylvania— (412)  562-9477 
In  Central  Pennsylvania — (717)  743-4441 
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plain  to  his  audience  what  a radiologist 
is.  The  ACR  can,  and  does,  inform  legis- 
lators in  Washington  about  radiology 
problems  bearing  on  the  overall  quality 
of  medical  care.  This  is  worthwhile  and 
is,  in  fact,  essential. 

What  is  left?  How  about  the  patients 
who  neeed  radiology  studies?  Would 
they  not  vote,  in  the  most  effective  way 
there  is— with  their  feet,  insisting  that 
their  radiology  be  done  by  radiologists? 
Of  course  they  would  if  they  were  con- 
vinced this  is  better  for  them.  This  can 
be  accomplished  if  radiologists  con- 
tinue to  become  more  visible.  I suggest 
it’s  time  that  people  learn  there  are  ra- 
diologists who  do  not  mind  a few  min- 
utes of  discussion  once  in  a while.  If  all 
radiologists  spoke  briefly  to  ten  pa- 
tients a day,  what  a change  that  might 
make. 

But  a question  may  be  asked  by  radi- 
ologists who  cherish  the  notion  of  being 
“a  doctor’s  doctor.”  Is  it  ethical  for  a 
radiologist  to  take  a few  minutes  to: 

a.  Show  a polyp  on  the  video  screen 
to  a patient  having  a barium  enema,  or 


b.  Tell  a woman  whom  you’ve  just 
examined  that  her  mammogram  and 
breast  examination  are  negative,  or  else 
that  you  wish  to  study  the  films  a bit 
more  before  calhng  her  doctor  about  a 
cyst  that  may  require  further  attention 
such  as  biopsy,  or  to 

c.  Review  a chest  x-ray  with  a worried 
patient? 

The  answer  is  “yes”  and  it  can  be 
done  with  tact,  so  that  the  referring 
doctor  will  be  pleased  that  you  are  will- 
ing to  give  a little  more  of  your  time  to 
his  patient.  And  the  patient  who  has 
paid  for  the  study  will  be  delighted. 

Currently  the  State  Society  is  study- 
ing a $1.8  million,  three  year  public  rela- 
tions program  to  enhance  physicians' 
images  and  we  will  support  this  by  each 
paying  $50  a year  for  three  years.  But  I 
doubt  this  will  be  as  effective  as  could 
be  our  personal  contact  with  our  pa- 
tients. At  a recent  PMS  meeting,  a 
speaker  pointed  out  that  there  are  three 
million  doctor/patient  contacts  daily  in 
the  United  States.  This,  coupled  with 
the  fact  that  most  patients  like  their 
doctors,  offers  a public  relations  gold 
mine  if  we  will  only  take  advantage  of 
it. 


Some  years  ago,  the  College  of  Sur- 
geons came  out  flatly  with  the  declara- 
tion that  surgery  should  be  practiced 
by  well-trained  surgeons.  The  world  did 
not  stop  spinning.  Referrals  did  not 
come  to  a halt.  And  today  surgery  is 
practiced  by  well-trained  surgeons,  to 
the  benefit  of  surgeons  themselves, 
medicine  at  large,  and  the  entire  com- 
munity. While  the  ACR  could  do  the 
same— and  probably  will— this  will  not 
be  nearly  as  effective  as  in  the  case  of 
surgeons  who  were  well  known  by  their 
patients  because  they  spent  consider- 
able time  before  and  after  surgery  with 
them.  That  is  one  reason  radiologists 
must  become  more  visible. 

The  radiologist  today  is  much  more 
visible  than  fifteen  years  ago.  Separate 
billing  has  been  quite  effective  in  in- 
creasing that  visibility.  We  will  become 
further  known  when  we  inform  both  pa- 
tients and  colleagues  why  radiology  is 
best  practiced  by  radiologists.  The  time 
is  coming  when  a patient,  before  leaving 
the  x-ray  department,  will  be  given  a 
preliminary— wet  reading— report,  and 
not  only  shake  the  hand,  but  also  know 
the  name,  of  the  radiologist, 
gist. 

Radiology  today  is  healthier  and 
stronger,  and  does  more  good  for  man- 
kind, than  ever  before  in  its  history.  The 
future  is  limited  only  by  our  doubts  and 
our  reluctance  to  come  forth  to  assume 
our  proper  role  in  medicine— not  an  an- 
cillary role,  but  one  which  enhances  and 
extends  physical  diagnosis  as  practiced 
by  astute  diagnosticians. 

The  idea  of  increasing  the  visibility  of 
radiologists  is  not  new  or  original,  but 
it  is  one  which  we  must  pursue  because 
of  its  importance  in  assuring  the  high 
quality  of  medical  care  in  the  future. □ 

Champions  private  practice 

Donald  D.  Cameron,  MD 

This  is  my  response  to  Leif  Beck’s  ar- 
ticle in  the  November  issue.  While  I 
agree  that  physicians  have  to  become 
more  business  oriented,  I hope  physi- 
cians have  a broader  view  of  history 
than  Mr.  Beck.  His  inference  that  de- 
mocracy has  no  place  in  business  or 
medicine  is  appalling.  The  American 
and  French  Revolutions  were  in  large 
part  economic  revolutions  to  end  eco- 
nomic exploitation.  To  encourage  older 
established  physicians  to  exploit  new 
physicians  just  entering  private  prac- 
tice by  not  offering  them  full  and  equal 
partnerships  in  group  practice  is  selfish 


Interest 
Rates  on 
C.D.s  Are 
Declining 


Interest  rates  paid  on  certificates  of 
deposit  are  dropping . . . steadily.  Be  fore  you 
reinvest  in  a low-interest  CD  investigate  the 
high  appreciation,  low  risk  advantages  of  rare 
coin  investments. 

For  complete  no-Obligation  information  call: 


STEINMETZ 


INVESTMENTS 


East  Mall  Park  City  - Lancaster  - 717  299-1211 
Kline  Village  - Harrisburg  - 717  238-9184 
110  E.  York  St.  - Gettysburg  - 717  337-1091 


32  Pennsylvania  Medicine,  January  1986 


Why  pay  too  much 
for  workers’ 
compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 

A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when 
policies  are  issued.  Then  at  year- 
end,  a dividend  also  is  paid, 
based  on  claim  costs.  Dividends 
have  run  as  high  as  47%  and  now 
average  43%  yearly  since  1973. 


In  this  plan,  a dividend  is  paid 
when  claim  costs  are  kept  low 
through  safety  on  the  job.  From 
Dodson,  you  get  prompt  service 
with  the  personal  touch.  Write  or 
phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


Geisinger  Medical  Center 

Continuing  Education  Programs 

10th  Annual  Concepts  in  Clinical  Practice 

Update  on  Cardiovascular  Surgery 

Friday-Sunday,  February  7-9,  1986 

Wednesday,  April  16,  1986 

Danville  Sheraton  Inn 

Topics  in  Otolaryngology 

Timely  Topics  in  Internal  Medicine 

Wednesday-Friday,  February  19-21,  1986 

Thursday,  April  24,  1986 

Seven  Springs  Resort,  Champion,  PA 

OB/GYN  Update 

Wednesday,  May  7,  1986 

Poison  Update 

Wednesday,  March  12,  1986 

20th  Annual  Cardiology  Symposium 

Friday-Sunday,  June  13-15,  1986 

Topics  in  Gastroenterology 

Wednesday,  March  26,  1986 

Pocono  Hershey  Resort,  White  Haven,  PA 

Advances  in  Dermatology 

Wednesday,  April  9,  1986 

As  an  organization  accredited  for  continuing  medical  education,  Geisinger  Medical  Center  certifies  that  these  activities  meet  the 
criteria  for  credit  hours  in  Category  1 of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association.  Please  refer  to 
each  individual  program  flyer  for  registration  fees,  starting  times,  and  number  of  credit  hours.  For  further  information  or  for  copies 
of  individual  programs,  call  Sharon  Hanley,  Program  Registrar,  collect  at  717-271-6692.  There  is  a 24  hour  answering  service 

available.  You  may  also  write  to  her  at  120  Pleasant  Street,  Danville, 

PA  17822. 
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and  self  defeating.  Such  an  attitude  will 
only  lead  to  more  government  intrusion 
into  medicine. 

If  new  physicians  are  not  assimilated 
into  the  private  practice  system  on  an 
equal  basis,  they  have  nothing  to  lose 
by  allying  themselves  with  a govern- 
ment system  that  would  at  least  pay 
them  according  to  a standardized  wage 
scale.  Medicine  will  only  become  more 
fragmented  and  weaker  as  a profession 
if  established  physicians  are  going  to 
prevent  newly  trained  physicians  from 
working  toward  an  equal  participation 
in  private  practice.  Why  should  the  new 
generation  of  physicians  support  orga- 
nized professional  societies  if  they  are 
going  to  be  treated  as  second  class  citi- 
zens. 

I urge  the  Pennsylvania  Medical  Soci- 
ety to  speak  out  loudly  and  clearly 
against  business  practices  that  would 
shut  the  door  of  equal  opportunity  on 


Dr.  Cameron  is  a radiologist  who  practices  in 
Wilkes-Barre  and  lives  in  Mountaintop. 


the  new  generation  of  physicians  enter- 
ing private  practice.  There  are  more 
effective  and  constructive  ways  of  ad- 
dressing the  oversupply  of  physi- 
cians. □ 


Human  is  mind  and  body 

George  D.  Patton,  MD 

Your  editorial  “Relax,  Type  A— if  you 
can"  in  the  October  1985  issue  suggests 
that  you  do  not  follow  the  advances  in 
our  knowledge  of  physiology. 

It  is  well  documented  that  emotions 
affect  the  hypothalamus  which  secretes 
the  releasing  hormones  that  influence 
the  hypophysis  to  secrete  its  hormones. 
These  control  the  hormones  elaborated 
by  the  thyroid,  adrenals  and  gonads. 

Hans  Selye  spent  his  life  demonstrat- 
ing “scientifically”  that  hormonal 
change  could  result  in  stomach  and  in- 


Dr.  Patton  is  an  obstetrician/gynecologist  in 
Pittsburgh. 


testinal  ulcers.  He  first  injected  rats 
with  cortisone  and  the  rats  developed 
ulcers.  He  then  frustrated  them  by 
means  of  a maze,  which  increased  their 
endogenons  cortisone,  and  they  devel- 
oped ulcers.  We  also  know  that  emo- 
tional upset  can  raise  blood  cholesterol. 

These  are  but  a few  examples  that  the 
human  individual  is  a unified  structure 
of  mind  and  body  and  that  we  must 
study  both  to  understand  its  health  and 
its  disease.  □ 


EDITOR'S  RESPONSE:  The  points  you 
make  are  valid  and  / agree.  My  point  is  that 
you  cannot  look  at  a patient,  assign  or  clas- 
sify that  patient  by  personality,  and  thus  pre- 
dict his  disease,  eventual  course,  or  long  term 
prognosis.  Personalities  are,  in  fact,  very 
complicated;  "type  As  respond  to  some  stim- 
uli in  a "type  B ” way  or  the  reverse.  I believe 
hypothesizing  to  fit  the  facts  without  clear 
evidence  is  a mistake.  President  Kennedy  re- 
marked in  1962,  "the  great  enemy  of  the  truth 
is  very  often  not  the  lie  — deliberate,  con- 
trived, and  dishonest  — but  the  myth,  persis- 
tent, persuasive  and  unrealistic . " 
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PENNSYLVANIA 

MEDICALrm  4C 

society!  lVO 

presents  a 

MEDICAL  INSURANCE  OPTION 


Pennsylvania  Medical  Society 
members  under  the  age  of  65  may 
apply  for  a sponsored  program  of 
medical  insurance.  This  comprehen- 
sive plan  is  open  to  members,  their 
families,  and  employees.  The  in- 
sured has  the  option  to  self-insure 
the  reasonable  medical  costs  while 
providing  generous  coverage  for 
the  "big  bills.’’ 

Rating  by  age  and  county  of  resi- 
dence are  two  additional  factors 
which  may  mean  lower  rates  for 
insureds. 

Applicants  may  choose  either  a 
$500  or  $ 1 ,000  deductible.  After  the 
deductible  is  met,  the  next  $2,500 
of  expenses  are  shared:  the  in- 
surance company  pays  80%,  the 
insured  pays  20%.  Thereafter,  the 
insurance  company  pays  100%  of 
expenses. 

Each  insured  has  a full  $ 1 ,000,000 
available  to  them.  The  deductible 
is  accumulated  on  a calendar  year 
basis,  with  a maximum  of  three 
deductibles  per  family  per  year. 

For  those  expenses  which  are 
the  result  of  an  accident,  the  first 
$300  will  be  paid  in  full  by  the 
insurance  company.  Thereafter,  the 
deductible  and  co-payment  will  be 
applied. 


Underwritten  by  Life  Insurance 
Company  of  North  America,  a CIGNA 
Company,  this  plan  pays  the  reason- 
able and  customary  rates  for  ser- 
vices. Covered  expenses  include: 

• Semi-private  hospital  room  and 
board 

• Intensive  care  and  cardiac  care 
(up  to  twice  the  semi-private 
room  and  board  rate) 

• Diagnostic  X-ray  and  laboratory 
service 

• Miscellaneous  hospital  services 

• Physicians'  and  surgeons’  ser- 
vices in  the  hospital,  office  and 
at  home 

• Ambulance  to  and  from  the 
hospital 

• Radiologist,  physiotherapist, 
anesthesiologist,  anesthetist 
and  anesthetics 

• Prescribed  drugs  and  medicines 

• Private  duty  care  in  the  hospital 
and  at  home  provided  by  a 
licensed  or  graduate  nurse 

• Blood,  blood  plasma,  artificial 
limbs  or  eyes,  casts,  splints, 
trusses,  braces  or  crutches, 
oxygen,  rental  of  durable  medi- 
cal equipment 

• Many  other  items,  as  described 
in  the  group  policy 


Because  this  plan  is  medically 
underwritten,  rates  should  continue 
to  remain  very  competitive.  Persons 
interested  in  applying  for  coverage 
should  apply  at  least  four  weeks  in 
advance  of  their  desired  effective 
date.  In  most  cases  a physical  exam 
will  not  be  required,  although  the 
company  reserves  the  right  to  re- 
quest one.  in  some  cases,  the  com- 
pany will  write  to  your  physician  to 
get  details  of  current  health  history. 

Eligible  applicants  are  Pennsyl- 
vania Medical  Society  members, 
theirfamiliesand  employees  under 
the  age  of  65. 

For  further  details,  including 
applicable  exclusions  and  limita- 
tions, please  contact  the  plan 
administrator: 

Bertholon-Rowland  Agencies 

P.O.  Box  77 
Media,  PA  19063 
(800) 556-2500 

Dexter-Bertholon-Rowland 

Suite  201,  Caste  Center 
Baptist  and  Grove  Roads 
Pittsburgh,  PA  15236 
(412)  885-6570 


physicians  in  the  news 


John  J.  Mikuta,  MD,  Philadelphia,  was 
awarded  the  Distinguished  Service 
Award  of  the  American  Cancer  Society 
for  leadership  and  service.  In  addition, 
he  received  the  Third  Annual  Jonathan 
M.  Wain wright  Award  for  excellence  in 
cancer  research  and  education.  Dr.  Mi- 
kuta is  Franklin  Payne  Professor  of 
Gynecologic  Oncology  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, and  director  of  gynecologic  oncol- 
ogy at  the  Hospital  of  the  University  of 
Pennsylvania.  He  currently  is  president 
of  the  Philadelphia  division  of  the 
American  Cancer  Society. 

William  B.  Zieler,  MD,  Pittsburgh,  was 
elected  the  new  vice  president  of  the 
College  of  American  Pathologists.  He 
will  serve  a two  year  term.  Dr  Zieler  is 
medical  director  of  Clinical  Pathology 
Facility  and  Associated  Pathologists 
Laboratories,  Inc.,  and  also  is  chairman 
of  the  advisory  committee  of  the  Penn- 
sylvania Bureau  of  Laboratories. 

Ernest  Manders,  MD,  Hershey,  has 
been  named  a James  IV  Surgical  Trav- 
eler for  1986  by  the  James  IV  Associa- 
tion of  Surgeons.  The  association  spon- 
sors six  weeks  of  travel  to  medical 
centers  around  the  world.  Dr.  Manders 
will  visit  India,  Pakistan,  Japan,  and 
several  countries  in  Europe  on  the  tour, 
which  was  organized  for  the  purpose  of 
sharing  surgical  knowledge  and  tech- 
niques. Dr.  Manders  is  associate  profes- 


sor of  surgery  at  the  Pennsylvania 
State  University  College  of  Medicine. 

Lisa  Barbara  Wallenstein,  MD,  Phila- 
delphia, has  been  named  associate 
chairman  of  the  department  of  medicine 
at  Albert  Einstein  Medical  Center’s 
Northern  Division. 

Three  physicians  associated  with  Wills 
Eye  Hospital,  Philadelphia,  received 
awards  at  the  annual  symposium  of  the 
American  Academy  of  Ophthalmology 
(AAO).  William  S.  Tasman,  MD  was 
given  the  academy’s  Senior  Honor 
Award.  James  J.  Augsberger,  MD,  and 
Harold  P.  Koller,  MD,  were  given  AAO 
Honor  Awards.  Dr.  Tasman  is  ophthal- 
mologist in  chief  and  codirector  of  the 
retina  service  at  Wills  Eye  Hospital.  Dr. 
Augsberger  is  associate  surgeon  and  as- 
sistant director  of  Wills'  oncology  ser- 
vice. Dr.  Koller  is  associate  surgeon  for 
the  hospital’s  pediatric  ophthalmology 
service. 

Jerome  A.  Boscia,  MD,  recently  led  a 
symposium  for  the  American  Society 
for  Microbiology.  Dr.  Boscia  also  pre- 
sented four  papers  at  the  25th  Inter- 
science Conference  on  Antimicrobial 
Agents  and  Chemotherapy.  Both  meet- 
ings were  in  Minnesota.  Dr.  Boscia  is 
coordinator  of  medical  education  at 
West  Park  Hospital  and  assistant  pro- 
fessor of  medicine  at  the  Medical  Col- 
lege of  Pennsylvania. 


Shown  from  left  are  William  T.  Green  Jr.,  MD;  Peter  A.  Keblish,  MD;  and  Edward  N.  Hanley 
Jr.,  MD,  officers  of  the  Pennsylvania  Orthopaedic  Society  for  1985-86.  Dr.  Green,  of  Pitts- 
burgh, is  immediate  past  president.  Dr.  Keblish,  of  Allentown,  was  installed  as  president 
at  the  society’s  recent  scientific  meeting.  Dr.  Hanley,  of  Pittsburgh,  is  first  vice  presi- 
dent. Other  officers  for  the  society  are  B.  David  Grant,  MD,  Philadelphia,  second  vice 
president;  and  John  R.  Gregg,  MD,  Philadelphia,  secretary-treasurer. 


Mark  A.  Kelley,  MD,  Devon,  has  been 
appointed  associate  chairman  for  clini- 
cal services  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania.  Dr.  Kelley  also 
serves  as  associate  chairman  and  assis- 
tant professor  in  the  department  of 
medicine  at  the  University  of  Pennsyl- 
vania School  of  Medicine. 

Robert  L.  Goodman,  MD,  Gladwyne, 
has  been  elected  chairman  of  the  Clini- 
cal Practices  Executive  Committee  of 
the  Hospital  of  the  University  of  Penn- 
sylvania. Dr.  Goodman  is  professor  and 
chairman  of  radiation  therapy  at  the 
University  of  Pennsylvania  School  of 
Medicine. 

Richard  A.  Newman,  MD,  Lionville,  has 
been  appointed  director  of  the  division 
of  continuing  medical  education  at  the 
Medical  College  of  Pennsylvania.  Dr. 
Newman  is  professor  of  psychiatry  at 
the  medical  college,  and  he  also  serves 
as  director  of  continuing  mental  health 
education. 

Allen  Schattner,  MD,  recently  was  hon- 
ored by  Pittsburgh  paramedics  at  their 
tenth  anniversary  celebration.  Dr. 
Schattner  helped  to  develop  the  city’s 
Emergency  Medical  Services. 

Donald  H.  Silberberg,  MD,  Haverford, 
presented  a paper  at  the  13th  World 
Congress  of  Neurology  held  in  Ham- 
burg, Germany.  The  meeting  was  spon- 
sored by  the  World  Federation  of  Neu- 
rology. Dr.  Silberberg  is  professor  and 
chairman  of  neurology  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine. 

James  T.  Demopoulos,  MD,  Lahaska, 
has  been  elected  member-at-large  of  the 
board  of  governors  of  the  American 
Academy  of  Physical  Medicine  and  Re- 
habilitation. Dr.  Demopoulos  will  serve 
a five  year  term,  advancing  to  the  of- 
fices of  vice  president,  president  elect, 
and  president.  He  is  professor  and 
chairman  of  physical  medicine  and  reha- 
bilitation at  Temple  University  Health 
Sciences  Center  and  medical  director  of 
Moss  Rehabilitation  Hospital. 

John  F.  Rose  Jr.,  MD,  Danville,  was 
elected  president  of  the  American 
Group  Practice  Association  (AGPA). 
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Magee  Rehabilitation  Hospital 
is  the  establishment  in  the  field 
of  Brain  Injury  Rehabilitation. 
We  are  the  first  rehab  hospital 
in  the  country  whose  B.I.R.U. 
has  been  fully  accredited  by 
CARR  the  Commission  on 
Accreditation  of  Rehabilitation 
Facilities.  Our  program  sets  the 
standard  by  providing  complete 
on-going  care  for  those  who  can 
benefit  most  from  it. 

If  you  are  a person  who  helps 
decide  the  ultimate  welfare  for 
seriously  brain  injured  persons, 
you  should  know  about  the 
CARF  accredited  program  at 
Magee.  Our  goal  is  to  help  brain 
injured  persons  achieve  their 
maximum  level  of  independence 
and  to  cope  with  any  remaining 
difficulties. 


“The  next  stage  in  my  recovery 
was  not  as  I had  hoped,  going  home. 
I was  depressed  when  my  surgeons 
recommended  further  treatment 
at  a rehabilitation  unit. . .there  was  a 
terrifying  possibility  of  permanent 
brain  damage.  For  my  wife. . .other 
injuries  seemed  minor  compared 
to  the  fear  that  I might  be  a 
39-year-old  vegetable. 

“I  had  severe  aphasia.  I knew 
what  I wanted  to  say  but  often  I 
couldn't  call  up  the  right  word. 
Whole  chunks  of  memory  were 
gone.  The  stay  at  the  Magee 
Rehabilitation  Center  was  going  to 
help  me  regain  my  memory. 

"Therapy  sessions  began  after 
breakfast.  The  subjects  discussed 
were  absurdly  simple.  What  was 
the  date?  Where  were  we?  What 
were  the  names  of  the  other 


Magee  care  is  cost  efficient. 

We  seek  to  restore  the  patients 
to  the  highest  level  of  their 
independence  and  to  return  them 
to  family  and  community  life 
as  soon  as  possible. 

Magee  care  is  comprehensive. 

We  focus  on  all  the  problems 
the  brain  injured  person  may 
encounter:  behavioral,  cognitive 
and  physical. 


MM€E 

Rehabilitation  Hospital 

Six  Franklin  Plaza, 
Philadelphia,  PA  19102 
(215)  665-5094 

IF  AND  WHEN  YOU  NEED  US, 
WE'RE  HERE. 


Magee  care  is  supportive. 

We  help  our  patients  cope  first 
with  the  denial  and  then  the 
recognition  of  their  newly 
created  disability.  We  also  work 
with  the  family  and  friends, 
because  we  know  accepting  a 
disability  is  more  than  just  the 
patient's  problem. 

Magee  care  is  continuing. 

We  provide  lifetime  follow-up 
care  for  all  our  patients.  Regularly 
scheduled  comprehensive  evalu- 
ations are  conducted  by  the 
doctor,  nurse  and  social  worker 
on  an  out-patient  basis. 

When  you  recommend  Magee 
for  initial  treatment  you  are  also 
recommending  Magee  for  lasting 
care  of  your  patient.  Consider 
this  case  in  point: 


patients?. . .What  the  hell  was  a 
Princeton  graduate  doing  with 
these  morons. 

“It  wasn't  long  before  I learned 
the  answer.  The  speech  therapist 
asked  me  to  name  all  the  animals  I 
could  in  one  minute. . .It  began  to 
dawn  on  me  that  there  had  been 
brain  damage. 

"There  was  also  physical  therapy. 
Trust,  I discovered,  was  crucial  for 
recovery.  My  next  appointment 
was  occupational  therapy. . . 

“Six  months  after  my  accident  I 
came  home.  As  the  summer  wore 
on,  my  psychological  dependence 
on  return  trips  to  the  hospital 
lessened  and  I started  to  reach  out. 
By  fall  I began  to  work  again.” 

John  TV  H.  Simpson 
Princeton,  N.J. 


AND  LASTING 


financial  management 


Brief  review  of  pension  distribution  rules 


Vasilios  J.  Kalogredis,  JD,  CPBC 

Before  TEFRA,  income  taxes  were 
not  required  to  be  withheld  from  retire- 
ment plan  distributions.  TEFRA 
changed  that  and  required  tax  to  be 
withheld  from  such  benefit  payments 
made  after  December  31,  1982.  This  ob- 
viously increases  administrative  has- 
sles and  paperwork. 

However,  recipients  of  retirement 
plan  benefits  may  opt  to  not  have  tax 
withheld  from  such  distributions.  No 
special  reasons  need  be  given  for  exer- 
cising this  option.  Regulations  will  be 
forthcoming  as  to  the  time  and  manner 
of  your  choice  not  to  have  taxes  with- 
held and  how  you  can  change  the  deci- 
sion if  and  when  you  decide  to.  How- 
ever, if  you  do  not  ask,  taxes  will 
automatically  be  withheld. 

The  IRS  published  Withholding  In- 
come Tax  Tables  for  “Qualified  Total 
Distributions”  from  retirement  plans. 
The  tables  show  the  relationship  of 
withholding  tax  to  the  benefits  paid, 
and  it  is  clear  the  tax  can  be  substantial 
as  the  money  distributed  gets  larger. 

Age  restrictions  on  distributions 

Prior  to  TEFRA,  an  incorporated 
doctor  could  begin  accepting  benefits 
from  his  retirement  plans  at  any  age 
without  penalty.  There  would  be  an  in- 
come tax  to  pay,  but  no  “penalty  tax.” 
Prior  to  TEFRA,  Keogh  plans  required 
that  benefits  begin  to  be  distributed  by 


the  taxable  year  in  which  the  partici- 
pant attained  70 ‘/a.  Keogh  participants 
were  discouraged  from  accepting  distri- 
bution of  retirement  plan  benefits  prior 
to  age  59'/2  by  a 10  percent  “penalty 
tax”  on  any  distributions  made  prior  to 
that  age. 

TEFRA  changed  all  of  that  to  make 
such  rules  for  doctor’s  Keogh  and  cor- 
porate plan  interests  the  same  as  the 
old  Keogh  rules  (with  the  age  59  V2  and 
7OV2  restrictions).  These  changes  dra- 
matically reduced  the  flexibility  a doc- 
tor had  prior  to  TEFRA. 

Distribution  period  upon  death 

Prior  to  the  changes  in  the  tax  law 
there  was  much  more  latitude  in  deter- 
mining over  what  period  of  time  retire- 
ment plan  benefits  would  be  distributed 
at  the  death  of  a participant.  The  gen- 
eral rule  now  will  require  that  the  entire 
interest  of  a participant  in  a retirement 
plan  must  be  distributed  to  the  partici- 
pant’s beneficiaries  within  a maximum 
of  five  years  of  his  or  her  death. 

Again,  before  TEFRA,  with  proper 
planning,  a participant’s  total  interest 
in  a retirement  plan  or  plans  could  be 
disbursed  free  of  any  federal  estate 
taxes.  TEFRA  imposed  an  aggregate 
estate  tax  exclusion  cap  of  $100,000. 
This  limit  applied  to  estates  involving 
death  after  December  31,  1982.  Now, 
there  is  no  specific  estate  tax  exclusion 


for  retirement  plans.  These  changes 
should  require  most  doctors  to  reevalu- 
ate their  estate  plans,  with  particular 
attention  given  to  designation  of  the 
proper  beneficiary. 

Retirement  plan  loans 

Until  the  change,  a corporate  retire- 
ment plan  could  generally  provide  for 
loans  to  participants  as  long  as  the 
loans  were  adequately  secured,  bore  a 
reasonable  rate  of  interest,  had  a rea- 
sonable repayment  schedule,  and  were 
made  available  on  a nondiscriminatory 
basis.  A physician  could  not  borrow 
from  his  Keogh  plan.  TEFRA  imposed 
new  rules  deeming  certain  retirement 
plan  loans  made  after  August  13,  1982 
to  be  taxable  distributions  to  the  recipi- 
ent. 

Any  corporate  retirement  plan  loan 
made  after  August  13,  1982  generally 
will  be  considered  to  be  a distribution  if 
either: 

(a)  It  is  not  required  by  its  terms  to  be 
repaid  within  five  years  of  the  date  of 
the  loan,  or 

(b)  The  aggregate  outstanding  bal- 
ance on  loans  from  all  qualified  corpo- 
rate retirement  plans  exceeds  the 
lesser  of  $50,000  or  50  percent  of  the 
value  of  the  participant’s  nonforfeit- 
able (vested)  interest  in  the  plan  or 
plans.  However,  this  limit  will  never 
be  less  than  $10,000. 

One  exception  to  the  five  year  repay- 
ment term  requirement  is  a loan  used  to 
acquire,  construct,  reconstruct,  or  sub- 
stantially rehabilitate  a dwelling  unit  to 
be  used  as  a principal  residence  of  the 
participant  or  a member  of  the  partici- 
pant’s family. 

In  spite  of  what  some  have  said, 
TEFRA  did  not  change  things  to  allow 
borrowing  from  Keogh  plans  at  all.  It  is 
likely  that  Congress  will  change  the  law 
to  put  Keogh  plans  on  an  equal  footing 
with  corporate  plans  in  the  area  of  re- 
tirement plan  loans,  but  such  is  not  the 
case  as  of  now. 


The  author  is  the  principal  consultant  for 
Professional  Practice  Consulting,  Inc.,  of 
Wayne,  Pennsylvania,  and  a practicing  attor- 
ney specializing  in  professional  corporation 
matters. 


Temple  University  thanks  PMS  Trust 

The  following  excerpts  are  from  a letter  of  thanks  to  all  those  who  have  contributed  to 
the  Pennsylvania  Medical  Society’s  Educational  and  Scientific  Trust  to  help  medical  stu- 
dents meet  the  costs  of  education.  The  letter,  written  by  the  associate  dean  for  curricu- 
lum at  Temple  University  School  of  Medicine,  was  addressed  to  LeRoy  C.  Erickson,  exec- 
utive director  of  the  Trust. 

“On  behalf  of  Temple  University  School  of  Medicine,  I wish  to  express  to  the  officers  of 
the  Educational  and  Scientific  Trust  our  deep  appreciation  for  their  large  and  generous 
allocation  of  money  to  provide  loans  to  our  medical  students  ...  We  realize  that  the 
funds  for  these  loans  have  come  from  contributions  made  by  the  members  of  the  Penn- 
sylvania Medical  Society  and  thus  we  hope  they  too  will  know  of  our  gratitude. 

“As  tuition  expenses  increase  . . . and  as  scholaship  and  loan  sources  become  more 
difficult  to  find,  the  importance  of  the  loans  from  the  Trust  rises  sharply  . . . The  students 
at  Temple  do  not  have  the  largest  debts  compared  to  some  other  medical  schools'  gradu- 
ates, but  data  show  that  the  average  debt  of  our  students  upon  graduation  has  been 
generally  $3-$4,000  more  than  the  average  of  all  graduating  U.S.  medical  students.  This 
fact  means  that  our  students  are  especially  helped  by  the  loans  from  the  Trust  and  are  in 
turn  especially  grateful.” 

Hugo  Dunlap  Smith,  MD 
Associate  Dean  for  Curriculum 
Temple  University  School  of  Medicine 


38  Pennsylvania  Medicine,  January  1986 


What’s  the 
potential 
of  your 
practice? 

■ Will  the  demand  for  your 
specialty  increase  in  your 
practice  area? 

■ How  many  referrals  can 
you  expect  from  new  and 
established  physicians? 

■ Should  you  expand  your 
practice  or  establish  a 
satellite  office  now  or  in  the 
future? 


The  PMS  Marketplace  Analysis 
Service  answers  important 
questions  about  your  practice 
market  area  with  a unique 
collection  of  current  demographic, 
physician,  and  hospital  data  for 
any  area  you  select. 

Eliminate  unnecessary  guesswork, 
and  minimize  your  risks  with  the 
PMS  Marketplace  Analysis  Service. 


PMS 

Marketplace 

Analysis 

Service 


For  complete  details, 
contact  Sharon  Ryan, 
Council  on  Medical 
Practice,  at  (717) 
763-7151. 


Located  on  a scenic  52  acre  site.The  Meadows 
Psychiatric  Center  has  become  the  regional 
referral  center  for  central  Pennsylvania.  Our  92 
bed  hospital  provides 
quality,  individualized 
treatment  in  a peaceful, 
therapeutic  setting. 

Child  And  Adolescent 
Services.  Specialized  pro- 
grams are  available  for 
children,  preteens  and 
adolescents.  An  Intensive 
Treatment  unit  provides 
services  for  seriously  disturbed  adolescents.  Our 
licensed  school  allows  patients  to  continue  their 
studies  while  hospitalized.  Family  involvement  is 
encouraged  throughout  the  treatment  process. 


Adult  Services.  Our  program  provides  special- 
ized care  for  young  adults,  adults  and  older  adults. 
In  this  way,  the  special  problems  faced  at  various 
stages  of  adulthood  can  be  effectively  treated. 
Individual,  group  and  family  therapy  in  conjunction 
with  recreational,  occupational  and  movement 
therapies  help  patients  of  all  ages. 

Chemical  Dependency  Program. The  Meadows 
treats  adults  and  adolescents  whose  emotional 
problems  are  complicated  by  dependency  on  drugs 
or  alcohol.  Treatment  helps  patients  develop  a 
lifestyle  free  from  mind-altering  substances. 
Emergency  consultations  and  admissions 
are  available  on  a 24-hour  basis.  Insurance 
coverage  is  available  through  Blue  Cross/ Blue 
Shield,  Medicare,  Medicaid  and  other  major 
insurance  companies. 


The  Meadows  Psychiatric  Center 
Centre  Hall,  Pennsylvania  16828 
(814)364-2161 


A FIRST  HOSPITAL  CORPORATION  FACILITY. 


Skiing  in  Pennsylvania 


A Downhill  Guide 


Name 

Vertical 

drop 

Trails/ 

slopes 

Lifts 

Snow- 

making 

Night 

skiing 

Adult 

prices 

Credit 

cards 

Additional 

information 

Snow  numbers 

Alpine  Mountain 

Alpine  Village 
Analomink  14  18320 
(800)  233-8240 

475  feet 

14 

4 (inch 
Quad  lift) 

100% 

None 

$13  00 
$17.00 

AE,  M,  V 

Adult  accomp 
children  are  free 

(717)  421-7721 
(717)  595-2150 

Big  Boulder 

Box  412 

Lake  Harmony  18624 
(717)  722-0101 

475  feet 

11 

6 D,  1 T 

100% 

Nightly 

$18.00 

$21.00 

AE,  M,  V 

Half-day  ticket 

(717)  722-0104 

Blue  Knob 

P O Box  247 
Claysburg  16625 
(814)  239-5111 

1 ,052  feet 

18 

2 D,  2 T, 
2 platters 

85% 

Nightly 

$16.00 

$21.00 

M,  V 

Multi-day  packages 

(814)  239-5111  (PA) 
(800)  458-3403  (out) 

Camelback 

Box  168 

Tannersville  18372 
(717)  629-1661 

800  feet 

27 

1 Q,  2 T, 
6 D,  1 J, 
1 T 

1 00% 

Nightly 

$20.00 

$23.00 

AE,  M,  V 

Bargain  Mondays 

(800)  532-8201  (PA) 
(800)  233-8100  (out) 

Doe  Mountain 

RD  1 

Macungie  18062 
(215)  682-7109 

500  feet 

10 

1 T,  3D 
1 T*.  2 Rope 

100% 

Nightly 

$15.00 

$18.00 

No 

Night  Rate 

(215)  682-7107 

Elk  Mountain 

RD  1 , Box  258 
Union  Dale  18470 
(717)  679-2611 

1 ,000  feet 

17 

5 D 

98% 

Nightly 

$16.00 

$20.00 

M,  V 

Racing  program 

(800)  982-4331  (PA) 
(800)  233-4131  (out) 

Hidden  Valley 

RD  4,  Box  243 
Somerset  15501 
(814)  443-6454 

571  feet 

11 

3 D,  1 D-T, 
1 rope 

90% 

Nightly 

$17.00 

$22.00 

AE,  M,  V 

5 and  under 
ski  free 

(800)  452-0893  (PA) 
(800)  458-0174  (out) 

Jack  Frost 

Box  37-A-1 
White  Haven  18661 
(717)  443-8425 

600  feet 

18 

7 D 

1 00% 

None 

$18.00 

$21.00 

AE,  M,  V 

$5  senior  citizen 
rate 

(717)  443-8425 

Laurel  Mountain 

PO  Box  328-A 
Boswell  15531 
(412)  238-6688 

900  feet 

12 

1 D,  1 P 
1 rope 

90% 

Nightly 

$16.00 

$19.00 

V,  M 

Twilight  ticket 

(412)  238-4460 

Montage 

Box  3539, 
Scranton  18505 
(717)  969-7669 

1 ,000  feet 

9 

3 T,  1 D 

100% 

Nightly 

$16.00 
$19  00 

AE.  M,  V 

(800)  GOT  SNOW  (PA) 
(800)  VIP  SNOW  (out) 

Seven  Springs 

RD  1 

Champion  15622 
(814)  352-7777 

970  feet 

24 

7 T,  4 D, 
3 rope 

95% 

Nightly 

$20.00 

$25.00 

No 

NASTAR 

(800)  452-2223  (PA) 
(800)  458-2313  (out) 

Shawnee 

Shawnee-on-Delaware 

18356 

(717)  421-7231 

700  feet 

20 

7 D 

100% 

Nightly 

$19.00 

$21.00 

AE.  M,  V 

Equitable  Family 

(800)  982-4010  (PA) 
(800)  233-4218  (out) 

Ski  Liberty 

Carroll  Valley 
Fairfield  17320 
(717)  642-8282 

606  feet 

14 

1 Q,  3 D,  1 J 

1 00% 

Nightly 

$20.00 

$24.00 

AE,  M,  V, 
Choice 

NASTAR  and 
Equitable  Family 

(800)  382-1390  (PA) 
(800)  233-1134  (out) 

Ski  Roundtop 

RD  1 

Lewisberry  17339 
(717)  432-9631 

600  feet 

15 

1 T,  5 D, 

2 J 

100% 

Nightly 

$19.00 

$21.00 

AE,  M,  V. 
Choice 

NASTAR  and 
Equitable  Family 

(800)  382-1390  (PA) 
(800)  233-1134  (out) 

Spring  Mountain 

PO,  Box  42 
Spring  Mount  19478 
(215)  287-7900 

425  feet 

4 trails  3 D, 

3 slopes  2 rope 

100% 

Nightly 

$11.00 

$14.00 

No 

Ladies'  and 
Men's  Days 

(215)  287-7300 
(215)  287-7900 

Code:  Lifts:  Q-quad,  T-triple,  D-double,  D-T  dual  Triple,  P-poma,  T*-T-Bar,  J-J-Bar 

Snowmaking:  percentage 

Adult  prices:  weekday,  weekend,  and  holiday 

Credit  cards:  AE  (American  Express),  M (MasterCard),  V (Visa),  Choice 

Originally  appeared  in  Country  Magazine:  The  Best  of  Mid-Atlantic  Living  (c)  1985  Country  Sun,  Inc,,  PO.  Box  246,  Alexandria,  VA  22313. 
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Are  you  a day  ski  enthusiast,  a 
destination-resort  vacationer,  or  a conference 
planner?  Pennsylvania  slopes  offer  the  best 
for  both  the  beginning  and  the  advanced 
skier. 

In  Pennsylvania,  the  emphasis  is  on 
individual  needs.  Ski  areas  are  offering 
additional  accommodations  such  as  night 
skiing  opportunities  and  child  care  centers, 
as  well  as  capital  improvements  such  as 
added  trails  and  increased  snow-making 
capabilities. 

The  Downhill  Guide  is  designed  to  help  you 
locate  the  slope  for  your  needs. 


SKI  BLUE  KNOB! 

Blue  Knob  has  been  recognized  as  one  of  the 
best  ski  resorts  for  intermediate  and  ad- 
vanced skiers. 

This  year  we  have  3 new  slopes,  all  black  dia- 
monds. 

With  the  new  snow-making  equipment  we 
have  on  hand  we  will  be  able  to  make  great 
snow. 

Come  Ski  The  Top — 

Ski  Blue  Knob! 


The  Big  Two 


Ski  two  of  the  Poconos  finest  full  serv- 
ice ski  areas.  With  luxury  accommoda- 
tions right  at  the  resorts,  you're  assured 
a complete  winter  escape  to  a wonder- 
land of  fun  and  relaxation. 

Enjoy  30  slopes  and  trails,  14  lifts, 
100%  snowmaking,  seven  nights  of  ski- 
ing at  Big  Boulder  (til  midnite  Friday  and 
Saturday),  and  more!  Children  under  six 
ski  free  when  accompanied  by  an  adult. 
There’s  even  free  babysitting  and  plenty 
of  kids  programs  to  choose  from. 


SKI  & STAY  $ 
MIDWEEK 
SPECIAL  « 


32. 


50 

per  person  per  night 
based  on  a two  night  stay 
I quad  occupancy 


RESERVATIONS:  (717)  443-8428 


Jack  Frost  Mountain 
Ski  Area 

HCR  *\.  Box  37-A-l 
While  Haven.  PA  18661 
(717)  443-8425 


Big  Boulder  Ski  Area 
On  Big  Boulder  Lake 

Kidder  Township.  PA  18624 
(717)  722-0101 


the  Villages  on 

Big  Boulder  Lake 

Blue  Heron 
Midlake 

• Lift  ticket  discounts 
to  the  Big  Two 

• Accommodations  in 
fully  furnished  town- 
houses  or 
condominiums 

• Fireplace  and  lull 
kitchen  in  each 

• Soaking  tubs  in 
each  Blue  Heron 
townhouse 

• Cross  country  trails 

9 Jack  Frost 
KTfj  Mountain 


Snow  Ridge  Village 

• Lift  ticket  discounts 
to  the  Big  Two 

• Accommodations  in 
one  and  two  bdr  fully 
furnished  townhouses 

• Slopeside  location 

• Fireplace  and  lull 
kitchen  in  each 

• Hot  tubs  in  many  (by 
request  only) 

• Free  ice  skating, 
cross  country  trails 

Daily,  weekly  and 

seasonal  rates 

available. 


HIDDEN  VALLEY 

RESORT  COMMUNITY  & CONFERENCE  CENTER 

SUPER  SAVER  SKI  PACKAGES 
$81.55  to  $185.10 

Packages  Include: 

-Continuous  Lift  Ticket* 

-1  or  2 Night’s  Lodging  -One  Group  Lesson 
-Breakfast  & Dinner  -Meal  Gratuities 

Lift  Tickets  Valid  4:30  PM  Day  of  Arrival  to  4:30  PM  Day  of 
Departure  giving  you  unlimited  skiing  from  the  time  you  check 
in  till  4:30  PM  the  day  of  your  departure. 

- Six  Percent  Tax  Not  Included 

- Rates  Are  Per  Person,  1 or  2 Nights 

- Junior  Rates  Available 

- Not  Valid  Holidays 

- Check-in  4:30  PM  Check-out  12:00  Noon 

- Rates  Subject  to  Availability  and  May 

Change  Without  Notice 

For  more  information  and  to  receive  the  ’85-’86  brochure, 
write  or  call  on  our  toll  free  number. 

R.D.  4,  Box  243,  Somerset,  PA  15501 
(814)  443-6454,  or  (800)  452-0893 
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classified  advertising 


PHYSICIANS  WANTED 
Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

NEEMA  Emergency  Medical  — a profes- 
sional association.  Emergency  medicine  po- 
sitions available  with  emergency  physician 
group  in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and 
throughout  New  England,  the  Southeast,  and 
the  Midwest,  including  all  suburban,  rural  and 
metropolitan  areas.  Fee-for-service  with  mini- 
mum guarantee  provided.  Malpractice  paid. 
Practice  credits  toward  board  certification. 
Physicians  department  directors  also  de- 
sired. Please  send  resume  to:  NEEMA  Emer- 
gency Medical,  Suite  400,  399  Market  Street, 
Philadelphia,  PA  19106  or  phone  (215)  925- 
3511  in  PA,  or  (800)  523-0776  outside  PA 

Psychiatrist  — Board  certified  or  Board  eligi- 
ble. Mental  hospital  in  metropolitan  area. 
Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with 
excellent  fringe  and  retirement  benefits. 
Pennsylvania  license  required.  Contact  Mrs. 
Kathleen  D.  Reese,  ACSW,  Superintendent, 
Clarks  Summit  State  Hospital,  Clarks  Sum- 
mit, Pennsylvania  18411;  (717)  586-2011. 

Emergency  physicians  — Emergency  medi- 


cine opportunities  available  for  career  ori- 
ented medical  directors  and  staff  physicians 
licensed  in  Maryland  and/or  Pennsylvania. 
Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent 
experience.  Competitive  income  and  mal- 
practice insurance  provided.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  W.  Sunrise 
Boulevard,  Building  C,  Plantation,  FL  33322, 
or  call  (305)  472-6922. 

Northwest  Pennsylvania  — Immediate  di- 
rectorship available  at  moderate  volume  hos- 
pital in  summer  and  winter  resort  area.  Attrac- 
tive compensation  with  malpractice  insurance 
provided.  Please  submit  resume  to  Emer- 
gency Consultants,  Inc.,  2240  South  Airport 
Road,  Room  27,  Traverse  City,  Ml  49684;  or 
call  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

Desirable  central  Pennsylvania  location  — 

otolaryngologist  (ear,  nose,  throat  surgeon). 
Solo  practice  with  cross  coverage  available. 
American  Board  affiliation  required.  Area  has 
recreational  advantages.  Assistance  avail- 
able. Write  to  Box  134,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Unique  Opportunity  in  Pennsylvania— 
Building  new  emergency  department  in  pro- 
gressive, adacemic  community  hospital.  New 
facility,  in-the-round.  Base  station,  active  pa- 
ramedic training  program,  resident  educa- 
tion. Opportunities  for  research  and  teaching 


affiliation  with  nationally  prominent  emer- 
gency medicine  residency  program.  Competi- 
tive salary  with  paid  malpractice,  disability, 
life  insurance,  CME,  etc.  Emergency  resi- 
dency trained,  Board  certified  or  Board  quali- 
fied and  actively  seeking  certification.  Con- 
tact Nathan  C.  Schafer,  MD,  Chariman, 
Department  of  Emergency  Medicine,  St.  Mar- 
garet Memorial  Hospital,  815  Freeport  Road, 
Pittsburgh,  PA  15215;  (412)  784-4189  or 
4782. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pennsylvania  — An  additional  Board- 
prepared  or  certified  physician  is  needed  to 
complete  an  emergency  medicine  group  at  a 
308-bed  hospital.  Please  send  your  resume  to 
Robert  H.  Spratt,  MD,  Chairman,  Department 
of  Emergency  Medicine,  Holy  Redeemer 
Hospital  and  Medical  Center,  1648  Hun- 
tingdon Pike,  Meadowbrook,  PA  19046. 

Ob-Gyn,  Board-certified,  minimum  3-years 
experience,  desired  to  join  busy  ob-gyn  prac- 
tice in  Bucks  County,  Pennsylvania.  Please 
send  curriculum  vitae  to  Post  Office  Box  401 , 
Newtown,  PA  18940. 

Full-time  opportunity  available  immediately 
for  qualified  physician  to  work  in  busy  emer- 
gency department  of  155-bed  community 
hospital  located  in  central  PA,  home  of  Buck- 
nell  University.  Excellent  schools,  recrea- 
tional, and  cultural  activities.  Send  CV  to  Ad- 
ministrator, Evangelical  Community  Hospital, 
Lewisburg,  PA  17837. 

Orthopedic  surgeon  to  work  in  expanding 
pain  center,  part-time,  N.E.  Philadelphia.  Call 
(215)  464-1516. 

Internist  or  general  practitioner  — Unique 
opportunity  exists  to  establish  a practice  in  a 
fast-growing  community  of  30,000+  with  low 
overhead  structure.  Area  located  near  the 
ocean  and  within  two  hours  of  Philadelphia 
and  Baltimore  Opportunity  available  immedi- 
ately. Send  inquiries  to:  J Stokes,  P.O.  Box 
809,  Milford,  DE  19963. 

Neonatologist,  BC,  BE.  Unopposed  virgin 
practice  available  in  near  future;  please  write 
to  P.O  Box  401,  Newtown,  PA  18940.  Send 
CV,  we  need  you  soon. 

Physician  group  seeks  EM/FP/IM  physician 


MPANY. 


- Solutions  to  today's  business  problems  of 
medicine  requires  more  than  a computer ! 

You  need  a total  system  designed  uniquely 
to  the  requirements  of  your  speciality...  One 
that  comes  complete  with  professionals 
to  educate,  train,  service,  install,  and 
support  you  without  any  interruptions 
M to  your  day-to-day  practice.  You  get  all 
iV  of  this  and  more...  with 

' Tri-Mark's  Medical  Management  System. 
So,  if  you  are  thinking  about  a computer, 
please  call  us  today  for  more  information. 


SOFTWARE 
HARDWARE 
INSTALLATION  • 
ON-LINE  SUPPORT 


TRAINING 


TRIMARK 


THE 

FULL  SERVICE 
COMPUTER 

SYSTEMS.  INC.  company 


• ON-SITE  SERVICE  • 


SUITE  #1,4  TERRY  DRIVE 
NEWTOWN,  PA  18940 

215/860-1500 

1 -800-492-2540 
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MEDICAL  DIRECTORS 

NEEMA  MEDICAL  SERV  ICES  announces  unique 
opportunities  for  physicians  who  are  Board  eligible  or 
certified  in  a primary  care  specialty;  with  clinical 
background  or  expertise  in  developmental 
disabilities/chronic  care  medicine  and  who  have 
supervisory/administrative  experience.  Join  a creative, 
growing  professional  organization  in  a Medical 
Director's  position  that  offers: 

• Competitive  compensation 

• Regular  week-day  hours  with  largely  optional 
call/coverage 

• Paid  malpractice 

• Paid  vacation,  holidays  and  continuing  medical 
education  leave 

• Opportunity  to  initiate  and  direct  a comprehensive 
health  care  program 

Positions  are  or  will  be  available  in  Pennsylvania  and 
in  other  areas  throughout  the  United  States.  Some 
staff  positions  are  also  available  in  these  areas. 

For  additional  information,  please  mail  inquiries  to 
NEEMA  Medical  Services,  399  Market  Street,  Suite 
400,  Philadelphia,  Pennsylvania  19106,  or  contact  Mr. 
Robinson  on  1-800-523-0776  (outside  Pennsylvania)  or 
1-215-925-3511  (in  Pennsylvania  or  outside  the  United 
States). 


Your  Practice’s  Most  Useful 
Reference  Book. . . 


PMS 

Physician 

Placement 

Service 


■ Designed  for  physicians  seeking  practice  op- 

portunities and  for  physicians  with  practice 
opportunities  available. 

■ Includes  listings  for  part-time,  locum  tenens 

and  practices  for  sale. 


■ Two  registers  published  bimonthly:  one  listing 
practice  opportunities  and  one  listing  physi- 
cians seeking  opportunities.  All  entries  will 
be  listed  by  code.  Your  name  and  address 
will  not  be  published. 


For  more  information, 
contact  Tim  Smith, 
at (717)  763-7151. 


PENNSYLVANIA 
MEDOvLOJV/IC 
SOClETYr  IVID 


CHIEF  OF 
STAFF 

Coatesville  VA  Medical  Center  near  Phila- 
delphia. A Dean's  Committee  hospital  affil- 
iated with  Jefferson  Medical  College  — 
including  integrated  psychiatric  residency 
training  program,  medical  student  educa- 
tion and  significant  research.  Faculty  ap- 
pointment at  rank  of  Professor  or  Associate 
Professor.  This  is  a Psychiatric  Hospital 
of  1000  beds  with  strong  neurology  and 
medical  departments  and  excellent  sup- 
portive services.  Send  C.V.  to  Mr.  J.L.G. 
Parsons  II,  Medical  Center  Director,  VA 
Medical  Center,  Coatesville,  PA  19320. 

Equal  Opportunity  Employer  m/f/h/v 


Veterans 

Administration 
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Practices  Available 


Anesthesiologist 


Central  Pennsylvania— we  are  a 

progressive  200  bed  acute  care  hospital 
seeking  a Board-certified  anesthesiologist 
to  join  our  present  staff  of  three 
physicians  and  six  CRNAs.  Applicants 
seeking  certification  also  are  encouraged 
to  investigate  this  opportunity. 

We  are  located  in  a university  town,  home 
of  The  Pennsylvania  State  University,  with 
beautiful  outdoors  life— hunting,  fishing, 
skiing,  and  golf— nearby. 

Please  reply  to: 

John  S.  Purnell,  Jr.,  M.D. 
Centre  Community  Hospital 
1800  East  Park  Avenue 
State  College,  Pennsylvania  16803 


Allergy — Suburban  Philadelphia — Excellent  opportunity. 
Dermatology — Connecticut — Strong  finances. 

Dermatology — Philadelphia — Well  established.  On  hospital 
campus. 

Family  Practice — Missouri — Well  equipped.  Large  city. 
Family  Practice — Philadelphia  suburb. 

Internal  Medicine — Arizona — Well  equipped.  50% 
rheumatology. 

Internal  Medicine — D.C.  suburb. 

Internal  Medicine — New  York — Large  upstate  practice. 
OB/GYN — Texas — Well  established.  Includes  medical 
building. 

Ophthalmology — Colorado — Very  large  surgical  practice. 
Pediatrics — Northeastern  Pa. — Young  growing  practice. 
Pediatrics — Colorado — Convenience  of  a group.  Strong 
finances. 

Radiology — Philadelphia — Large,  well-established. 

For  more  information  on  these  opportunities  or  other 
practices  call  (215)  667-8630  or  send  your  curriculum  vitae 
to: 

Brokerage  Division 
Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  Pa.  19004 


for  unique  rural  family  practice/urgent  care 
center.  FP  is  located  one  hour  north  of  Phila- 
delphia. Needs  physician  for  20-30  hours/ 
week.  Hospital  patients  covered  or  cover 
them  yourself.  Minimum  salary  guaranteed  or 
sub-let  practice  with/without  option  to  buy. 
Shifts  available  at  nearby  urgent  care  center 
at  $35. 00/hour.  Contact  Joseph  Balavage 
(717)  823-0499. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full-time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available  Send  CV  to 
Box  145,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043 

Pediatrician  — Practice  opportunity  avail- 
able in  our  community  located  in  northeastern 
Pennsylvania  for  a Board  certified  or  Board 
eligible  pediatrician  If  you  can  appreciate  a 
country  style  of  living  and  yet  be  close  to  ma- 
jor metro  areas,  we’d  like  to  talk  to  you.  Send 
CV  to  Box  146,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 150  bed  hospital  in  Penn- 
sylvania. Educational  opportunities  available 
as  well  as  abundant  outdoor  recreation.  Send 
CV  to  Box  147,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 


certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  148,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania  Send  CV 
to  Box  149,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  150,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Radiologist,  full  or  part-time  for  private  prac- 
tice. General  radiology,  CT,  and  ultrasound 
Nuclear  medicine  background  helpful.  Send 
resume  to  Box  143,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

State  College,  PA  — Newly  constructed  92 
bed  free-standing  private  psychiatric  hospital 
requires  two  psychiatrists  to  join  its  staff  One 
position  is  the  Director  of  Adolescent  Ser- 
vices The  other  is  as  a unit  psychiatrist  for 
the  adult  services.  The  hospital  is  eclectic  in 
orientation  but  with  a strong  psychody- 
namically-oriented  milieu  program.  State  Col- 
lege is  the  home  of  Penn  State  University,  of- 
fering a delightful  mix  of  cultural,  intellectual, 


and  recreational  activities.  The  total  income 
package,  including  salary,  a guarantee,  and 
fringe  benefits,  is  substantial.  Call  or  send  CV 
to  Magnus  Lakovics,  MD,  Medical  Director, 
The  Meadows  Psychiatric  Center,  R D #1, 
Box  259,  Centre  Hall,  PA  16828.  (814)  364- 
2161. 

Position  open  — General  surgeon.  Experi- 
ence in  non-cardiac  thoracic  and  vascular 
surgery  desirable.  Join  a group  of  three  es- 
tablished surgeons  in  a Pennsylvania  com- 
munity. New  500  bed  hospital,  near  major 
metropolitan  area.  Prefer  long-term  commit- 
ment to  practice,  but  will  consider  shorter 
term.  Reply  to  Box  152,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Internist/family  practitioner  — Board  eligi- 
ble or  Board  certified  Wanted  to  join  busy 
and  rapidly  expanding  practice  in  Philadel- 
phia's city  line/main  line  area.  Essentially 
general  medicine  with  an  emphasis  on  geriat- 
rics. Eventual  partnership.  Position  available 
immediately,  but  will  consider  waiting  until 
June  if  you  are  currently  finishing  your  resi- 
dency. Please  send  letter  and  CV  to  Box  151, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043 

BC/BE  cardiologist  wanted  to  join  BC  cardi- 
ologist in  a busy,  quality  office  and  hospital 
practice  in  a pleasant,  small  city  in  Pennsyl- 
vania. Adequate  training  in  noninvasive  (in- 
cluding doppler)  and  invasive  (including  full 
cardiac  catheterization)  cardiology  manda- 
tory. Experience  in  the  insertion  of  permanent 
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OB-GYN 

Private  Practice 
Philadelphia 

Excellent  opportunity  for  Board  Certified/Board 
Eligible  physician  to  join  an  established 
Obstetrician-Gynecologist  in  the  Philadelphia 
area.  Excellent  consultant  services  available,  with 
call  sharing  opportunities. 

Affiliation  with  200  bed  progressive  community 
hospital.  Medical  staff  includes  nine  active 
OB-GYn  members. 

Salary  guarantee  and  other  excellent  benefits 
including  malpractice  insurance. 

If  interested,  send  C.  V.  To: 

Patricia  tledden 
Roland  Associates 
902  W.  Mt.  Airy  Ave. 

Phila.,  PA  19119 
or  call: 

(215)  242-8845 


PATHOLOGIST/ 
LABORATORY 
MEDICAL  DIRECTOR 


Immediate  opening  with  a 145-bed  acute 
care/long  term  care  facility,  serving  northcentral 
PA/southcentral  NY.  Medical  staff  of  30 
represents  a wide  range  of  specialties.  Modern, 
well-equipped  lab.  Challenging  career  opportu- 
nity with  superior  salary  and  benefit  program  for 
physician  seeking  outstanding  living  amenities 
in  a four-season  outdoor  recreational  area.  For 
more  information  call  or  write  in  confidence... 
J.  Downing  III,  President,  215-296-7080. 


JOHN  DOWNING 
ASSOCIATES,  INC. 

Stonebank  Executive  Center 
Suite  101 

967  East  Swedesford  Road 
Exton,  PA  19341 


An  Equal  Opportunity  Employer  M/F 


NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  off  while  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group. 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call  collect: 

412/741-3310 

||  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  Mew  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 
One  Belmont  Avenue 
Bala  Cynwyd,  PA  19004 
(215)667-8630 

A Division  of  uM  ' A - - 
Health  Care  Group 
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pacemakers  desirable  but  not  mandatory.  No 
angioplasty  at  this  time,  but  may  be  available 
in  the  future.  Reply  with  CV  and  references  to 
Box  154,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pediatrician  BE/BC  wanted  to  join  growing 
two-man  practice  in  Philadelphia  suburbs. 
Salary  as  percentage  of  gross  with  guaran- 
teed minimum.  Reply  to  Box  153,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Noninvasive  cardiologist  BC/BE  — Univer- 
sity trained  cardiologist  to  join  two  man  group 
in  consultative  practice.  Require  excellence 
in  all  noninvasive  studies,  especially  2-D 
echo,  stress  testing,  Swan-Ganz  and  pace- 
maker insertion.  Excellent  salary  and  bene- 
fits, and  potential  for  partnership  in  2 years  in 
an  exceptionally  attractive  community,  conve- 
nient to  major  metropolitan  areas.  Send  CV  to 
President,  Hanover  General  Hospital,  300 
Highland  Avenue,  Hanover,  PA  17331. 

Pennsylvania,  northwest  — 250  bed  com- 
munity hospital  seeks  an  emergency  physi- 
cian Board  eligible  or  certified  in  EM/IM/FP 
for  a full-time  position.  20,000  ED  visits  annu- 
ally, strong  on-call  backup.  Department  su- 
pervises two  minor  emergency  satellites.  Ex- 
cellent salary  and  benefits.  Abundant 
recreational  facilities  and  excellent  schools; 
short  drive  to  Pittsburgh  or  Cleveland.  Send 
CV  to  T.  Bodnar,  MD,  FACEP,  Chairman, 
Emergency  Department,  Sharon  General 
Hospital,  740  East  State  Street,  Sharon,  PA 
16146. 

Physicians  with  experience  treating  alcohol- 
ism and  drug  dependency  needed  for  estab- 
lished health  care  corporation  expanding  into 
this  field.  Send  CV  to  David  Buckley,  Director 
Addictive  Disease  Division,  Universal  Health 
Services,  Inc.,  367  South  Gulph  Road,  King 
of  Prussia,  Pennsylvania  19406. 

Emergency  medicine  physician  wanted  in 
Lycoming  County.  Salary,  $50,000  - 75,000 
first  year  net  income.  Size  of  community; 


Classified  Advertising 

Rates:  $18  per  insertion  for  the  first  30 
words  or  part  thereof;  60  cents  for  each 
additional  word;  $1.50  per  insertion  for  a 
box  number.  Payment  should  be  in  ad- 
vance. No  agency  commission  is  paid  on 
classified  advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 
publication. 


1,000  - 5,000.  Size  of  trade  area:  10,000  - 

30,000.  Respond  to  PMS  Physician  Place- 
ment Service,  Department  NON-0686-EM13, 
20  Erford  Road,  Lemoyne,  PA  17043. 

OB/GYN  position  open  in  Schuylkill  County. 
Must  be  Board  certified  or  eligible  in 
obstetrics/gynecology  and  experienced  in  la- 
paroscopy and  high  risk  obstetrics.  Partner- 
ship, salary.  Size  of  community:  10,000  - 

30.000.  Size  of  trade  area:  100,000  or 
greater.  Respond  to  PMS  Physician  Place- 
ment Service,  Department  CPM-0686-OB23, 
20  Erford  Road,  Lemoyne,  PA  17043. 

General/family  practitioner  needed  in  Ly- 
coming County.  Primary  care  center,  salary 
plus  percentage.  Size  of  community:  1,000  - 

5.000.  Size  of  trade  area:  10,000  - 30,000. 
Respond  to  PMS  Physician  Placement  Ser- 
vice, Department  NON-0686-GP1 1 , 20  Erford 
Road,  Lemoyne,  PA  17043. 

Opportunity  for  family  practitioner  in  Potter 
County.  Solo  practice,  percentage  basis.  Size 
of  community:  1,000  - 5,000.  Size  of  trade 
area:  10,000  - 30,000.  Respond  to  PMS  Phy- 
sician Placement  Service,  Department  NON- 
0686-FP90,  20  Erford  Road,  Lemoyne,  PA 
17043. 

POSITIONS  WANTED 

Anesthesiologist,  BC,  seeking  a position  in 
clinical  surgical  anesthesia,  no  OH.  Full/part- 
time considered.  Reply  to  Box  144,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Physician  seeking  practice  opportunity  in 
anesthesiology  or  cardiothoracic/neuro- 
anesthesiology  — pain  clinic.  Board  eligible 
in  anesthesiology.  Prefers  partnership,  single 
specialty  group  or  multispecialty  group  in  a 
community  of  10,000  or  greater.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment NRN-0686-AN13,  20  Erford  Road,  Le- 
moyne, PA  17043. 

FOR  SALE 

50%  off  previously  owned  medical,  labora- 
tory, office,  x-ray,  ultra-sound  equipment  in 
excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Appraisals  by  Certified  Surgical  Con- 
sultants. Medical  Equipment  Resale,  Inc., 
24026  Haggerty  Road,  Farmington,  Ml 
48018.  (313)  477-6880  anytime. 

Practices  for  sale  — Allergy,  suburban  Phila- 
delphia; Dermatology,  Connecticut;  Derma- 
tology, Philadelphia.  For  more  information 
send  CV  to:  Health  Care  Personnel  Consult- 
ing, Inc.,  400  GSB  Building,  One  Belmont  Av- 
enue, Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

Pediatrics  — Young  growing  practice  in 
northeastern  Pennsylvania  for  sale.  For  more 
information  send  CV  to:  Health  Care  Person- 
nel Consulting,  Inc.,  400  GSB  Building,  One 
Belmont  Avenue,  Bala  Cynwyd,  PA  19004; 
(215)  667-8630. 

Seralyzer  — Ames  Model  5181,  used  six 
months.  For  information  call  Community  Med- 
ical Associates,  3544  North  Progress  Avenue, 
Harrisburg,  PA;  (717)  652-7266. 

Technicare  Delta  100  Head  CT  Scanner  for 


sale.  Excellent  condition.  Excellent  second 
scanner  for  a busy  emergency  room.  Call 
(215)  663-0427,  9:00  a m.  — 5:00  p.m. 

For  sale  — Two  (2)  Medcom  Air  Care  oxygen 
concentrators,  #200.  Two  (2)  Grandair  liquid 
stationary  units.  Also  four  (4)  Bthox  Model 
2000  enteral  food  pumps,  like  new.  Contact 
United  Penn  Bank  (717)  826-2879. 

Family  practice  for  sale  — Drexel  Hill.  Excel- 
lent location.  Office  attached  to  beautiful 
home.  (215)  259-2326. 

FOR  RENT 

Upper  Darby  and  Folsom  — Private  office 
suites  available  at  7100  Marshall  Road,  Up- 
per Darby,  and  500  MacDade  Boulevard, 
Folsom.  Sizes  range  from  480  to  900  square 
feet.  Exclusive  or  time  sharing  basis  avail- 
able. Newly  renovated.  Competitive  rates. 
For  floor  plans  and  rental  information,  call 
Pete  Rayias,  (215)  748-9844. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up 

to  7 years  to  repay.  No  prepayment  penalties. 
Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any 
kind.  Physicians  Service  Assn.,  Atlanta,  GA. 
Toll  free  (800)  241-6905. 

Medical  practice  sales  and  appraisals  — 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  If  interested  in  buying  or 
selling  a medical  practice,  contact  our  Broker- 
age Division  at  The  Health  Care  Group,  400 
GSB  Building,  Bala  Cynwyd,  PA  19004;  (215) 
667-8630. 

Medical  and  scientific  writing  and  editing. 

Experienced  medical/technical  writer  and  edi- 
tor provides  expedient,  expert  writing  or  edit- 
ing of  your  manuscript,  proposal,  presenta- 
tion, office  manual,  etc.  Carl  F Husa  Jr.,  MA, 
Husa’s  Paragraphics,  PO.  Box  531,  Olean, 
NY  14760;  (716)  372-5284. 

Pennsylvania  Sperm  Bank  — A cryogenic 
semen  storage  facility  for  your  patients:  Pre- 
vasectomy; pre-chemotherapy;  pre-radiation 
therapy;  prior  to  surgery  which  may  affect  fer- 
tility; before  hazardous  occupational  expo- 
sure. Inquiries:  (215)  886-7706,  or  write:  PSB, 
Benson  East,  Suite  415,  Jenkintown,  PA 
19046. 

Physician  recruitment  — Consultants  in 
physician  search  since  1976.  We  serve  over 
200  clients  nationwide.  No  retainer  is  re- 
quired. Billing  is  on  an  hourly  basis  assuring 
the  most  cost  effective  service  in  the  industry. 
Fox  Hill  Associates,  Ltd.,  One  Greentree  Cen- 
tre, Suite  201,  Marlton,  NJ  08053;  (609)  596- 
0661. 

Want  to  sell  your  office  computer?  I’m  inter- 
ested in  buying  an  office  computer  that  is  IBM 
compatible.  Dr.  Tedd  Koren  (215)  567-5007. 

CONTINUING  MEDICAL  EDUCATION 
Weekly  seminars  — Most  major  ski  areas, 
Club  Med,  Disney  World,  cruising  aboard  sail- 
boats in  the  Virgin  Islands  or  on  a Mississippi 
paddlewheeler.  Topic:  Medical-legal  issues. 
Accredited  Current  Concept  Seminars,  Inc. 
(since  1980).  3301  Johnson  St.,  Hollywood, 
FL  33021;  1-800-428-6069.  $175. 
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Proceedings 

136th  Annual  Meeting  of  the  House  of  Delegates 
Philadelphia,  October  25-27,  1985 


Opening  Session — October  25,  1985 

Donald  E.  Harrop,  MD,  Speaker  of  the 
House,  called  the  opening  session  of  the 
House  of  Delegates  to  order  at  10:07  a.m., 
Friday,  October  25,  1985,  in  the  Ballroom  of 
the  Bellevue  Stratford  Hotel. 

Invocation 

Jay  W.  MacMoran,  MD,  Philadelphia 
County,  offered  the  invocation. 

Credentials  committee 
Gertrude  Blumenschein,  MD,  Fayette 
County,  chairman  of  the  Credentials  Commit- 
tee, presented  the  following  report: 

Mr.  Speaker,  there  is  a quorum  of  137  dele- 
gates registered  and  in  attendance. 

Committee  on  Rules 

W.  Mead  Jones,  MD,  Montgomery  County, 
chairman  of  the  Committee  on  Rules,  pre- 
sented the  following  report: 

“Mr.  Speaker,  members  of  the  House  of 
Delegates:  the  Committee  on  Rules  met  and 
reviewed  Standing  Rules  1,  2,  3,  4,  5,  6,  7,  8, 
9,  and  10  of  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society  as  published 
in  the  1985  Official  Reports  Book. 

“Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  the  Standing  Rules  of  the 
House  of  Delegates  that  appear  in  the  1985 
Official  Reports  Book  be  adopted." 

The  House  adopted  Standing  Rules  1-10. 

Approval  of  proceedings 
The  proceedings  of  the  135th  Annual  Busi- 
ness Meeting  of  the  Society,  held  in  Camp 
Hill,  October  12-14,  1984,  and  found  on 
pages  35-53  in  the  January  1985  issue  of 
Pennsylvania  Medicine,  were  approved. 

Address  of  the  president 

D.  Ernest  Witt,  MD,  Columbia  County, 
president,  presented  a report  on  many  areas 
in  which  the  Society  has  been  active  during 
his  tenure  as  president.  Dr.  Witt's  address 
was  referred  to  Reference  Committee  G. 

Address  of  the  vice  president 

R.  Robert  Tyson,  MD,  Philadelphia 
County,  vice  president,  welcomed  the  mem- 
bers of  the  House  of  Delegates  to  Philadel- 
phia. Dr.  Tyson  spoke  on  some  of  the  items 
which  Dr.  Witt  had  addressed,  such  as 
cost  containment. 

Address  of  the  president  elect 

R.  William  Alexander,  MD,  Berks  County, 
president  elect,  presented  a report  on  his 
plans  for  the  coming  year.  Dr.  Alexander's 
address  was  referred  to  Reference  Commit- 
tee G;  specific  recommendations  were  re- 
ferred to  appropriate  reference  committees. 
Specific  recommendations  so  referred  in- 
cluded: the  House  back  the  public  relations 
program  (referred  to  Reference  Committee 
G):  the  House  authorize  the  use  of  adequate 


funds  to  initiate  the  public  relations  program 
(referred  to  Reference  Committee  G);  the 
House  accept  the  legislative  plan  of  Report  B 
of  the  Task  Force  on  Professional  Liability 
Insurance  (referred  to  Reference  Committee 
E);  the  House  urge  the  Board  to  continue 
valuable  communication  with  our  natural  al- 
lies within  the  Commonwealth  (referred  to 
Reference  Committee  G);  and  the  House  for- 
mally instruct  the  Board  to  bring  together 
the  leaders  of  the  administrative  councils  and 
commissions  of  the  Society  for  the  purpose  of 
identifying  the  goals,  programs,  and  materi- 
als available  to  each  council  so  that  the  over- 
all activities  of  the  Society  are  better  under- 
stood and  any  overlapping  of  functions  can 
be  corrected  (referred  to  Reference  Commit- 
tee G). 

Speaker’s  announcements 

James  A.  Raub,  MD,  Allegheny  County, 
vice  speaker  of  the  House,  announced  that 
the  Necrology  Report  from  the  Board  of 
Trustees  could  be  found  under  Tab  G of  the 
Official  Reports  Book. 

Dr.  Raub  also  announced  that  delegates 
should  be  aware  of  Resolution  72-6  prohibit- 
ing smoking  in  the  House  of  Delegates  and 
reference  committee  hearings. 

Dr.  Raub  announced  that  anyone  encoun- 
tering a medical  emergency  should  dial  911 
and  the  Philadelphia  police  would  respond  to 
this  call  and  take  the  patient  to  the  nearest 
emergency  medical  facility  which  was  receiv- 
ing patients  at  that  time  according  to  police 
information.  Also,  Dr.  Raub  announced,  the 
Philadelphia  County  Medical  Society  recom- 
mended the  Thomas  Jefferson  University 
Hospital  emergency  medical  services  for  24 
hour  coverage  and  that  anyone  entering  the 
emergency  service  should  advise  the  person- 
nel that  they  were  with  the  Pennsylvania 
Medical  Society. 

Public  relations  presentation 

Irving  Williams  III,  MD,  Union  County, 
Chairman  of  the  Ad  Hoc  Committee  on  Pub- 
lic Relations,  gave  the  presentation. 

Report  of  the  AMA  delegation 

As  required  by  the  resolved  portion  of  Res- 
olution 71-1,  AMA  Delegation  Report  and 
Plans,  the  House  received  a report  from 
R.  William  Alexander,  MD,  Reading,  Chair- 
man of  the  Pennsylvania  delegation. 

Special  presentation 

John  Y.  Templeton  III,  MD,  Philadelphia 
County,  introduced  Senator  Robert  J ubelirer, 
who  spoke  to  the  House  on  the  medical  liabil- 
ity situation. 


Secretary's  note:  Copies  of  all  reports,  anno- 
tated. reference  committee  reports,  addresses, 
and  resolutions  in  their  entirety  are  available 
on  request. 


Report  of  the  Finance  Committee 
Gerald  L.  Andriole,  MD,  Luzerne  County, 
chairman  of  the  Finance  Committee  of  the 
Board  of  Trustees,  presented  the  report. 

Address  of  president  of  PMS  Auxiliary 

Mrs.  William  J.  West,  president,  Pennsyl- 
vania Medical  Society  Auxiliary,  addressed 
the  House  and  reported  on  the  activities  of 
the  auxiliary.  Her  remarks  were  referred  to 
Reference  Committee  G. 


Remarks  of  AMA  Auxiliary  president 
Mrs.  William  McPhee,  AMA  Auxiliary 
president,  addressed  the  House.  Her  remarks 
were  received  for  information. 

Official  Reports  Book 

The  Official  Reports  Book,  containing  the 
1985  annual  reports  and  Resolutions  85-1 
through  85-41,  was  accepted  as  business  of 
the  House. 

Please  refer  to  the  index  of  these  proceed- 
ings for  the  subject,  author,  introducer,  and 
referral  of  all  resolutions. 

Additional  reports 

The  following  reports  were  received  subse- 
quent to  the  mailing  of  the  Official  Reports 
Book: 

PMSLIC  Interim  Report  (referred  to  Ref- 
erence Committee  E) 

Report  B of  the  Council  on  Legislation  (re- 
ferred to  Reference  Committee  D) 

Report  B of  the  Task  Force  to  Study  Pro- 
fessional Liability  Insurance  (referred  to  Ref- 
erence Committee  E) 

Report  B of  the  Council  on  Education  and 
Science  (referred  to  Reference  Committee  B) 
Report  P of  the  Board  of  Trustees  (referred 
to  Reference  Committee  G) 

Report  Q of  the  Board  of  Trustees  (referred 
to  Reference  Committee  G) 

Report  R of  the  Board  of  Trustees  (referred 
to  Reference  Committee  C) 

Report  S of  the  Board  of  Trustees  (referred 
to  Reference  Committee  G) 

Late  resolutions 

Late  resolutions,  Resolutions  85-42 
through  85-54,  were  received  subsequent  to 
the  mailing  of  the  Official  Reports  Book  and 
required  a two-thirds  vote  to  become  busi- 
ness of  the  House.  Standing  Rule  2,  as  re- 
vised by  the  1981  House  of  Delegates,  re- 
quires that  the  Rules  Committee  review  each 
late  resolution  and  make  recommendation  to 
the  House  whether  it  should  be  accepted  or 
rejected  as  business  of  the  House. 

Committee  on  Rules 

W.  Mead  Jones,  MD,  Montgomery  County, 
chairman,  presented  the  following  report: 
“Mr.  Speaker,  members  of  the  House  of 
Delegates,  the  Committee  on  Rules  met  and 
considered  the  late  resolutions  listed  in  the 
index." 
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Resolution  85-42:  Third  Party 
Interference  With  Patient 
Management 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-42  be  accepted. 

Resolution  85-42  asks  that  the  PMS  vigor- 
ously oppose  third  party  interference  with 
patient  management,  if  necessary  through 
legislative  channels. 

The  House  accepted  Resolution  85-42  as 
business. 

Resolution  85-43:  PaMPAC 
Membership 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-43  be  accepted. 

Resolution  85-43  asks  that  the  Pennsylva- 
nia Medical  Society  actively  encourage  all 
Pennsylvania  physicians  to  join  PaMPAC 
and  AMPAC  and  that  the  goal  of  this  effort 
be  to  double  the  PaMPAC  membership  by 
October  1986. 

The  House  accepted  Resolution  85-43  as 
business. 

Resolution  85-44:  Cost  of 
Immunizations 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-44  be  accepted. 

Resolution  85-44  asks  that  the  Pennsylva- 
nia Medical  Society  request  vaccine  pro- 
ducers to  moderate  prices  for  required  vac- 
cines and  that  support  be  given  by  the 
Pennsylvania  Medical  Society  to  vaccine  pro- 
ducers to  secure  modifications  in  the  tort  sys- 
tem to  reduce  costs  of  vaccine  attributable  to 
liability  costs. 

The  House  accepted  Resolution  85-44  as 
business. 

Resolution  85-45:  Liability  Initiative 
Program 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-45  be  accepted. 

Resolution  85-45  asks  that  the  Pennsylva- 
nia Medical  Society  declare  an  all  out  Liabil- 
ity Initiative  Program  (LIP)  supported  by  or- 
ganizing leadership  seminars  to  insure  a 
statewide  campaign  and  by  organizing  action 
teams  in  each  county  to  insure  local  dissemi- 
nation of  the  issues  to  the  public  and  legisla- 
ture and  that  such  teams  provide  accurate 
facts  and  data  when  necessary  and  further 
that  a Liability  Crisis  Day  be  instituted 
statewide  with  the  AMA. 

The  House  accepted  Resolution  85-45  as 
business. 

Resolution  85-46:  PMS-HMSS 
Representative  on  PMS  Board  of 
Trustees 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-46  be  accepted. 

Resolution  85-46  asks  that  the  Pennsylva- 
nia Medical  Society’s  bylaws  be  amended  to 


provide  a voting  seat  for  a HMSS  representa- 
tive on  the  PMS  Board  of  Trustees. 

The  House  accepted  Resolution  85-46  as 
business. 

Resolution  85-47:  Study  of  Elective 
Admission  Precertification 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-47  be  accepted. 

Resolution  85-47  asks  that  the  Pennsylva- 
nia Medical  Society  establish  a “Precertifica- 
tion Monitoring  Project"  and  study  potential 
savings  vs.  detrimental  effects  of  this  pro- 
gram and  that  a similar  resolution  be  intro- 
duced into  the  AMA  House  of  Delegates  by 
the  Pennsylvania  Delegation  with  a resolu- 
tion for  support  introduced  at  the  AMA- 
HMSS  by  the  Pennsylvania  HMSS  delega- 
tion. 

The  House  accepted  Resolution  85-47  as 
business. 

Resolution  85-48:  High  Tuition  for 
Medical  and  Osteopathic  Education 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-48  be  accepted. 

Resolution  85-48  asks  that  the  Pennsylva- 
nia Medical  Society  petition  all  medical  and 
osteopathic  schools  in  the  Commonwealth  to 
voluntarily  freeze  tuition  at  current  1985-86 
rates  and  propose  alternatives  to  solutions  to 
high  tuition  for  the  educational  costs  for 
medical  and  osteopathic  students. 

The  House  accepted  Resolution  85-48  as 
business. 

Resolution  85-49:  Financial  Aid 
Support 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-49  be  accepted. 

Resolution  85-49  asks  that  the  PMS  con- 
tinue to  support  legislation  on  financial  aid 
issues  and  that  the  PMS  continue  to  fund 
and  support  the  Educational  and  Scientific 
Trust  in  its  efforts  to  help  medical  and  osteo- 
pathic students  in  the  state. 

The  House  accepted  Resolution  85-49  as 
business. 

Resolution  85-50:  Disposal  of 
Hazardous  Wastes  in  Pennsylvania 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-50  be  accepted. 

Resolution  85-50  asks  that  the  Pennsylva- 
nia Medical  Society  review  existing  state 
plans  for  the  management  of  hazardous 
wastes  and  low-level  radioactive  waste  and 
lend  support  to  the  current  legislation  that 
would  establish  a regional  low-level  radioac- 
tive waste  treatment  facility. 

The  House  accepted  Resolution  85-50  as 
business. 

Resolution  85-51:  Mandatory  Second 
Opinion  Givers  Should  Not  Assume 


Care  of  Such  Patients 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  the  Resolution  85-51  be  re- 
jected. 

Resolution  85-51  asks  that  the  Pennsylva- 
nia Medical  Society  declare  as  a matter  of 
ethical  principle  that  the  giver  of  mandatory 
second  opinion  should  not  assume  the  care  of 
the  patient  unless  it  is  with  the  full  knowl- 
edge and  free  consent  of  the  primary  physi- 
cian. The  committee  determined  to  reject  the 
late  resolution  because  the  general  subject 
matter  is  presently  before  the  House  of  Dele- 
gates. 

The  House  rejected  Resolution  85-51  as 
business. 

Resolution  85-52:  Substitution  of  Term 
Medicolegal  for  Malpractice  When 
Referring  to  the  Problem 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-52  be  rejected. 

Resolution  85-52  asks  that  the  Pennsylva- 
nia Medical  Society  actively  go  on  record  as 
preferring  the  terminology  of  Medicolegal  In- 
surance and  that  the  Pennsylvania  Medical 
Society  notify  the  AMA  and  request  they  fol- 
low suit  of  this  resolve.  The  committee  also 
determined  to  reject  this  late  resolution  be- 
cause the  general  subject  matter  is  presently 
before  the  House  of  Delegates. 

The  House  rejected  Resolution  85-52  as 
business. 

Resolution  85-53:  Alpha-Feto- Protein 
Testing  in  Maternity  Patients 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-53  be  accepted. 

Resolution  85-53  asks  that  the  Pennsylva- 
nia Medical  Society  declare  as  a matter  of 
policy  such  testing  has  been  considered  to  be 
not  cost-effective  and  that  Medicaid  reim- 
bursement should  not  be  provided  for  pa- 
tients tested  and  that  state  run  laboratory 
services  be  provided  for  maternity  patients 
for  doing  such  testing  in  a reliable  and 
prompt  fashion  at  no  charge  for  Medicaid  pa- 
tients and  at  a reasonable  charge  for  other 
maternity  patients.  The  committee  deter- 
mined to  recommend  this  late  resolution 
should  be  accepted  due  to  the  critical  nature 
of  the  subject. 

The  House  accepted  Resolution  85-53  as 
business. 

Resolution  85-54:  Creation  of  a State 
Medicolegal  Insurance  Authority 

Mr.  Speaker,  the  Committee  on  Rules  rec- 
ommends that  Resolution  85-54  be  rejected. 

Resolution  85-54  asks  that  the  Pennsylva- 
nia Medical  Society  go  on  record  as  favoring 
the  creation  by  our  state  legislature  of  a Med- 
icolegal Insurance  Authority  to  cover  all  pre- 
miums and  pay  all  awards  and  that  the  Penn- 
sylvania Medical  Society  should,  through 
legislative  contracts,  familiarize  our  legisla- 
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tors  with  this  idea  and  encourage  them  to  act 
positively  and  promptly.  The  committee  de- 
termined to  recommend  rejection  of  this  late 
resolution  because  this  matter  has  been  ad- 
dressed by  the  House  of  Delegates. 

The  House  rejected  Resolution  85-54  as 
business. 

Presentation  of  special  award 
G.  Winfield  Yarnall,  MD,  treasurer  of  the 
Educational  and  Scientific  Trust,  presented 
to  Jerry  Zaslow,  MD  a certificate  of  apprecia- 
tion to  the  Pfahler  Foundation  for  generous 
support  as  an  outstanding  benefactor  of 
Trust  activities  and  programs. 

Reference  committees 
Reference  committees  for  the  1985  Annual 
Business  Meeting  of  the  House  of  Delegates 
are  listed  below: 

Reference  Committee  A:  *William  C.  Ryan 
(Somerset),  chairman;  *Susan  H.  Bray  (Phila- 
delphia); *Ronald  J.  Clearfield  (Radiology); 
♦Alan  H.  Schragger  (Lehigh);  *Edward  V. 
Twiggar  II  (Northumberland);  and  S.  Victor 
King  (Blair),  alternate. 

Reference  Committee  B:  *Robert  D. 
Reinecke  (Ophthalmology),  chairman;  *How- 
ard  L.  Carbaugh  (Lehigh);  *Daniel  E.  Hill 
(Lycoming);  Herbert  C.  Perlman  (Cum- 
berland); * Willi  am  J.  West  Jr.  (Medical  Stu- 
dent Section);  and  Stephen  J.  Herceg  (Plastic 
Surgery),  alternate. 

Reference  Committee  C:  *William  J.  West 
(Cumberland),  chairman;  *Robert  E.  Davis 
(Allegheny);  *David  F.  Gillum  (Tioga);  ♦Wil- 
liam S.  Lovrinic  (Chester);  *Luis  E.  Sala 
(Philadelphia);  and  John  E.  Hartle  (Bedford), 
alternate. 

Reference  Committee  D:  *Donald  H.  Smith 
(Northampton),  chairman;  *Brenda  K. 
Baumann  (Clearfield);  *Mohan  Peter  (York); 
♦William  F.  Pfeifer  II  (Westmoreland); 
♦Janice  C.  Tindall  (Lancaster);  and  H. 
Keither  Fischer  (Philadelphia),  alternate. 
Reference  Committee  E:  *John  A. 

Burkholder  (Allegheny),  chairman;  ♦Freder- 
ick G.  Brown  (Montour);  *Phillip  Friedman 
(Bucks);  *Michael  J.  Prendergast  (York); 
♦Edward  J.  Resnick  (Philadelphia);  and 
Edward  H.  Dench  Jr.  (Hospital  Medical  Staff 
Section),  alternate. 

Reference  Committee  F:  *Robert  M.  Pi- 
lewski  (Venango),  chairman;  *Donald  L.  Co- 
hen (Mercer);  *John  E.  Devenney  (Montgom- 
ery); *William  A.  Freeman  (Franklin); 
♦Richard  P.  Kennedy  (Monroe);  and  Jeffrey 

V.  Mendell  (Resident  Physician  Section),  al- 
ternate. 

Reference  Committee  G:  *John  Helwig  Jr. 
(Philadelphia),  chairman;  *Joseph  N.  Demko 
(Lackawanna);  *Robert  L.  Lasher  (Erie); 
♦Lee  H.  McCormick  (Allegheny);  *Ferdinand 
L.  Soisson  Jr.  (Cambria);  and  John  W.  Valen- 
teen  (Delaware),  alternate. 

Rules:  *W.  Mead  Jones  (Montgomery),  chair- 
man; *Augusto  N.  Delerme  (Blair);  *Wayne 

W.  Helmick  (Beaver);  * James  J.  Houser 
(Venango)  and  *William  R.  Dewar  (Wayne- 
Pike). 

Credentials:  Gertrude  Blumenschein  (Fay- 
ette), chairman;  Joseph  A.  Girone  (Bucks); 
Harriet  M.  Harry  (Centre);  Rosario  Maniglia 
(Dauphin);  and  Cynthia  Altman- Weinstein 
(Philadelphia). 

Tellers:  Brook  Roberts  (Philadelphia),  chief 
teller;  Paul  F.  Kase  (Dauphin);  George  O. 


Maish  Jr.  (Northampton);  Matthew  Marshall 
Jr.  (Allegheny);  Peter  C.  Patukas  (Chester); 
and  L.  Alan  Wright  (Psychiatry). 

Recess 

The  House  of  Delegates  was  recessed  at 
12:21  p.m.  until  1:00  p.m.,  Saturday,  October 
26. 

Second  Session — October  26,  1985 

The  second  session  of  the  House  of  Dele- 
gates was  called  to  order  at  1:05  p.m.  in  the 
Ballroom  of  the  Bellevue  Stratford  Hotel. 

Credentials  Committee 

Gertrude  Blumenschein,  MD,  Fayette 
County,  chairman  of  the  Credentials  Commit- 
tee, presented  the  following  report: 

“Mr.  Speaker,  there  is  a quorum  of  246  del- 
egates registered  and  in  attendance  today." 

Dr.  Harrop  reported  that  there  was  no  rep- 
resentation in  the  House  of  Delegates  from 
Carbon,  Elk-Cameron,  Huntingdon,  Mc- 
Kean, Mifflin-Juniata,  Monroe,  Susque- 
hanna, Union,  Warren,  and  Wyoming  Coun- 
ties, and  the  specialties  of  nephrology,  pediat- 
rics, general  surgery,  neurological  surgery, 
and  urological  surgery. 

Welcoming  remarks 

The  Honorable  W.  Wilson  Goode,  Mayor  of 
Philadelphia,  presented  a welcoming  speech 
to  the  House  of  Delegates. 

Presentation  of  PMS  Staff  Service  Awards 

Robert  S.  Pressman,  MD,  Philadelphia 
County,  chairman  of  the  PMS  Board  of 
Trustees,  presented  PMS  staff  service 
awards  to  LeRoy  C.  Erickson  in  recognition 
of  his  25  years  of  dedicated  service;  to  Robert 
H.  Craig  Jr.  in  recognition  of  his  35  years  of 
dedicated  service;  and  to  John  F.  Rineman  in 
recognition  of  his  30  years  of  dedicated  ser- 
vice. 

Reference  Committee  A 
Presented  by:  William  C.  Ryan,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates,  Reference  Committee  A has  con- 
sidered all  of  the  items  in  the  index." 

Report  A,  Committee  on  Bylaws: 
Elective  Position  of  PMS  Secretary 

Report  A,  Special  Committee  to  Study 
the  Makeup  of  the  PMS  Board, 
Recommendation  4:  Elective  Position 
of  PMS  Secretary 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  bylaws  change  appearing 
in  the  Official  Call  and  providing  for  the 
Board  of  Trustees  to  elect  from  among  the 
district  trustees  a secretary  who  shall  serve 
as  the  secretary  of  the  Pennsylvania  Medical 
Society  be  adopted. 

Because  this  report  and  recommendation 
addressed  the  same  issue,  your  reference 
committee  has  combined  them  for  your  con- 
sideration. Your  reference  committee  heard 
no  opposition  to  this  proposal. 

The  House  adopted  the  bylaws  change  as 
presented  in  subject  one  of  the  Official  Call 
which  provides  for  the  Board  of  Trustees  to 
elect  from  among  the  district  trustees  a sec- 
retary who  shall  serve  as  the  secretary  of  the 
Pennsylvania  Medical  Society. 


Resolution  85-1:  Seating  of 
Delegates(s)  for  Nonrepresen  ted 
Counties  Within  the  Same  District 

RESOLVED,  That  if  any  component  soci- 
ety is  not  fully  represented  by  delegate(s)  or 
alternate(s)  at  any  session  of  the  House  of 
Delegates,  then  any  active  or  associate  mem- 
ber in  attendance  of  any  component  society 
within  that  district,  with  the  consent  of  said 
component  society  and  with  the  consent  and 
recommendations  of  the  district  trustee,  and 
with  the  approval  of  the  Credentials  Commit- 
tee, may  be  seated  as  a delegate  after  proper 
registration. 

Mr.  Speaker  your  reference  committee  rec- 
ommends that  substitute  Resolution  85-1  be 
adopted  and  that  the  Committee  on  Bylaws 
develop  appropriate  language  for  consider- 
ation by  the  House  in  1986. 

RESOLVED,  That  if  any  component  soci- 
ety anticipates  being  not  fully  represented  by 
delegate(s)  or  alternate(s)  at  any  session  of 
the  House  of  Delegates  that  the  component 
society  may,  at  least  15  days  prior  to  the  con- 
vening of  the  House,  verify  in  writing  the 
election  of  members  to  serve  as  alternate  del- 
egates, who  have  been  chosen  from  compo- 
nent societies  within  the  same  district. 

Your  reference  committee  heard  spirited 
discussion  on  this  topic,  which  emphasized 
the  importance  of  participation  in  the  pro- 
ceedings of  the  House.  Your  reference  com- 
mittee believes  that  the  need  for  district  rep- 
resentation and  the  need  for  county  society 
autonomy  can  be  best  served  with  this  re- 
vised proposal. 

The  following  substitute  resolution  was 
moved  and  seconded  from  the  floor  of  the 
House: 

“RESOLVED,  That  if  a county  medical  so- 
ciety lacks  a delegate  or  an  alternate  delegate 
when  the  House  of  Delegates  meets,  then  the 
vacancy  may  be  filled  by  a PMS  physician 
member  from  a county  medical  society 
within  that  councilor  district  with  approval 
of  the  trustee  from  that  district.” 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  substitute  resolu- 
tion by  deleting  the  words,  “.  . . trustee  from 
that  district"  and  inserting  the  words,  “. . . 
president  or  secretary  of  the  component  soci- 
ety.” The  House  approved  the  amendment. 
The  House  adopted  substitute  Resolution  85- 
1 as  amended  and  directed  that  the  Commit- 
tee on  Bylaws  develop  appropriate  language 
for  consideration  by  the  House  in  1986. 

Resolution  85-41:  Reaffirmation  of 
Medical  Ethics 

RESOLVED,  That  PMS  provide  a readily 
accessible  opportunity  for  any  interested 
party  to  obtain,  where  possible,  a worthy 
opinion  concerning  the  ethical  approved  or 
disapproval  of  medical  advertisements.  This 
should  include  advertisements  in  all  the  me- 
dia of  claims  made  by  physicians  or  medical 
institutions,  the  size  and  character  of  too  vis- 
ible professional  signs  and  posters,  and  evi- 
dence of  professional  conflicts  of  interest. 

Mr  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-41  be  rejected. 

Your  reference  committee  is  in  sympathy 
with  the  concerns  expressed  about  inappro- 
priate advertising  and  marketing  of  medical 
services.  Your  reference  committee  under- 
stands also  that  these  are  now  matters  of  le- 
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gal  interpretation  which  have  in  some  in- 
stances involved  decisions  by  the  Federal 
Trade  Commission.  We  believe  that  the  Penn- 
sylvania Medical  Society  would  put  itself  at 
considerable  risk,  were  resolutions  of  this 
type  implemented. 

The  House  rejected  Resolution  85-41. 

Report  B,  Committee  on  Aid  to 
Education:  Procedures  to  Endorse 
Recipients  of  Aid 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  to  amend 
the  bylaws  of  the  Pennsylvania  Medical  Soci- 
ety to  revise  the  procedures  to  endorse  recipi- 
ents of  financial  aid  be  approved  and  that  the 
Committee  on  Bylaws  develop  appropriate 
language  for  consideration  by  the  House  in 
1986. 

Your  reference  committee  heard  no  testi- 
mony opposed  to  this  recommendation. 

The  House  approved  the  recommendation 
and  directed  the  Committee  on  Bylaws  to  de- 
velop appropriate  language  for  consideration 
by  the  House  in  1986. 

Report  A,  Special  Committee  to 
Study  Makeup  of  the  PMS  Board, 
Recommendation  5:  Limit  Board 
Eligibility 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  limiting 
Board  eligibility  to  full  dues  paying  active 
members  with  the  exception  of  residents  and 
students  be  approved  and  that  the  Commit- 
tee on  Bylaws  develop  appropriate  language 
for  consideration  by  the  House  in  1986. 

Your  reference  committee  heard  no  testi- 
mony opposed  to  this  recommendation. 

The  House  approved  the  recommendation 
and  directed  the  Committee  on  Bylaws  to  de- 
velop appropriate  language  for  consideration 
by  the  House  in  1986. 

Report  A,  Special  Committee  to 
Study  Makeup  of  the  PMS  Board, 
Recommendation  2:  Chairman  of  the 
PMS  Board 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  to  not 
change  the  position  of  the  chairman  of  the 
Board  of  Trustees  be  approved. 

Your  reference  committee  heard  no  testi- 
mony opposing  this  recommendation  and  be- 
lieves that  the  current  offices  of  the  Presi- 
dent of  the  Pennsylvania  Medical  Society 
and  the  chairman  of  the  Board  of  Trustees  be 
continued  separately  as  they  are  now  pro- 
vided for  in  the  bylaws  of  the  Society. 

The  House  approved  the  recommendation. 

Report  A,  Special  Committee  to 
Study  Makeup  of  the  PMS  Board, 
Recommendation  3:  Voting  Members 
of  the  PMS  Board 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  that  the 
president,  past  president,  president  elect, 
vice  president,  speaker  and  vice  speaker  of 
the  House  continue  to  be  voting  members  of 
the  PMS  Board  be  approved. 

Your  reference  committee  heard  little  com- 
ment directly  on  this  issue  and  believes  as 
such  that  the  present  offices  and  voting  pow- 


ers should  be  continued  as  provided  for  in  the 
bylaws  of  the  Society. 

The  House  approved  the  recommendation. 

Report  A,  Special  Committee  to 
Study  Makeup  of  the  PMS  Board, 
Recommendation  1:  Reduce  the 
Number  of  District  Trustees  on  the 
PMS  Board 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  to  reduce 
the  number  of  district  trustees  and  to  reallo- 
cate the  districts  be  rejected. 

Your  reference  committee  heard  no  testi- 
mony in  favor  of  this  recommendation.  All 
the  testimony  was  in  vigorous  opposition. 
Cited  were  geographic  concerns,  the  adverse 
impact  on  smaller  county  societies,  and  the 
need  to  maintain  close  relations  with  county 
societies.  The  committee  is  strongly  im- 
pressed with  the  need  to  further  define  the 
function  of  the  trustee  at  the  district  level,  in 
relation  not  only  to  the  county  societies,  but 
most  especially  to  medical  staffs  and  special- 
ties. 

The  House  rejected  the  recommendation  to 
reduce  the  number  of  district  trustees  and  to 
reallocate  the  districts. 

Resolution  85-46:  PMS-HMSS 
Representation  on  PMS  Board  of 
Trustees 

RESOLVED,  That  the  bylaws  of  the  Penn- 
sylvania Medical  Society  be  amended  to  pro- 
vide a voting  seat  for  an  HMSS  representa- 
tive on  the  PMS  Board  of  Trustees. 

Mr.  Speaker  your  reference  committee  rec- 
ommends that  Resolution  85-46  be  rejected. 

Your  reference  committee  heard  opinions 
for  and  against  this  resolution.  The  nature  of 
the  testimony  suggests  that  voting  member- 
ship for  a Hospital  Medical  Staff  Section  rep- 
resentative on  the  Board  of  Trustees  may  be 
premature.  Those  factors  included  the  un- 
known number  of  Pennsylvania  Medical  So- 
ciety members  on  the  hospital  medical  staffs, 
the  relative  newness  of  the  Hospital  Medical 
Staff  Section,  the  still  developing  definition 
of  the  Section's  task,  and  the  limited  partici- 
pation by  medical  staffs  statewide  in  the  sec- 
tion at  this  time.  While  the  committee  recog- 
nizes the  need  for  continued  growth  of  the 
section's  role  within  the  Society,  we  are  con- 
vinced that  the  issue  of  expanded  multiple 
representation,  from  both  economic  and  dem- 
ocratic perspectives,  must  first  be  resolved. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Resolution  85-46  by 
changing  the  position  from  voting  to  nonvot- 
ing. The  House  rejected  the  amendment.  The 
House  adopted  Resolution  85-46. 

Report  B,  Advisory  Committee  to  the 
Auxiliary,  Pennsylvania  Medical 
Society:  Seating  of  the  Auxiliary 
President  as  a Voting  Member  of  the 
Board  of  Trustees 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  to  seat 
the  auxiliary  president  as  a voting  member  of 
the  Board  of  Trustees  be  rejected. 

Your  reference  committee  heard  only  en- 
thusiastic comments  regarding  the  contribu- 
tion and  role  of  the  auxiliary  to  the  Pennsyl- 


vania Medical  Society.  There  was,  however, 
serious  question  regarding  the  precedent  of 
placing  a nonphysician  on  the  Board  of 
Trustees  as  a voting  member.  In  keeping 
with  previous  recommendations  regarding 
voting  members  of  the  Board  by  this  com- 
mittee, we  believe  that  voting  membership 
on  the  Board  should  not  be  seen  as  the  only 
avenue  for  constructive  contribution  to  the 
Society  or  recognition  of  outstanding  effort 
in  support  of  organized  medicine. 

The  House  rejected  the  recommendation 
that  the  PMS  Auxiliary  president  be  seated 
as  a voting  member  of  the  Board  of  Trustees. 
It  was  moved  and  seconded  from  the  floor  of 
the  House  to  refer  to  the  Board  of  Trustees 
the  recommendation  to  create  a nonvoting  ex 
officio  position  on  the  Board  of  Trustees  for 
successive  three-year  terms  elected  by  the 
PMS  Auxiliary.  The  House  approved  the  rec- 
ommendation. 

Report  M,  Board  of  Trustees: 
Eligibility  of  Specialty  Trustee  for 
Election  as  Board  Chairman 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  recommendation  that  the 
specialty  trustee  be  eligible  for  election  as 
chairman  of  the  Board  of  Trustees  be  re- 
jected. 

Your  reference  committee  heard  testimony 
both  for  and  against  this  recommendation. 
The  committee  believes  that  even  though 
specialty  societies  have  a clearly  defined 
membership  requirement,  full  entitlement  to 
a position  as  an  officer  of  the  Board  of  Trust- 
ees should  continue  to  rest  with  those  who 
represent  only  Society  members.  The  com- 
mittee certainly  recognizes  the  need  to  have 
the  specialty  society  representative  as  a vot- 
ing member  of  the  Board,  who  can  continue 
to  make  invaluable  contributions. 

The  House  approved  the  recommendation 
that  the  specialty  society  trustee  be  eligible 
for  election  as  chairman  of  the  Board. 


Distinguished  Service  Award 
D.  Ernest  Witt,  MD,  Columbia  County, 
President,  presented  the  Distinguished  Ser- 
vice Award  to  Thomas  E.  Starzl,  MD,  PhD, 
professor  of  surgery,  department  of  surgery, 
University  of  Pittsburgh  School  of  Medicine. 

Reference  Committee  C 
Presented  by:  William  J.  West,  MD 
“Mr.  Speaker,  members  of  the  House  of 
Delegates,  Reference  Committee  C has  con- 
sidered all  of  the  items  in  the  index. 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  no  testi- 
mony was  heard,  and  the  committee  feels 
that  the  items  are  of  a noncontroversial  na- 
ture.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  four  items  be 
filed: 

Report  F,  Board  of  Trustees: 

Methodist  Hospital  Litigation 
Report  H,  Board  of  Trustees:  Peer 
Review  Organization 
Report  A,  Council  on  Medical  Practice 

Report,  Pennsylvania  Medical  Care 
Foundation 
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The  House  approved  filing  the  waiver  of 
debate  items. 

Resolution  85-22:  Dissolution  of 
Pennsylvania  Medical  Care 
Foundation 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Care  Foundation  be  dissolved. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-22  be  adopted. 

The  reference  committee  heard  consider- 
able testimony  both  in  favor  of  and  in  opposi- 
tion to  Resolution  85-22,  which  calls  for  the 
dissolution  of  the  Pennsylvania  Medical  Care 
Foundation.  Opponents  to  the  resolution  tes- 
tified that  the  foundation  provides  one  of  the 
Society’s  only  mechanisms  through  which  to 
maintain  an  ongoing  dialogue  with  members 
of  the  nonphysician  community.  It  was 
pointed  out,  however,  that  this  dialogue  can 
be  and  is  being  conducted  through  PMS’s 
continual  liaison  with  the  leadership  of  the 
hospital,  business,  insurance,  and  labor  sec- 
tors. The  reference  committee  recognized 
through  testimony  and  Report  R of  the 
Board  of  Trustees  that  the  functions  per- 
formed by  the  foundation  could  be  carried 
out  by  existing  units  within  the  Society. 
While  the  committee  believes  that  the  foun- 
dation has  fulfilled  several  mandates  in  the 
past,  some  which  were  unpopular  with  PMS 
membership  and  leadership,  it  concluded 
that  at  the  present  time,  the  foundation  has 
been  left  with  no  clear  mandate  for  the  per- 
formance of  significant  functions  in  the  fu- 
ture. 

The  House  rejected  Resolution  85-22. 

Due  to  the  lateness  of  the  hour  and  the  fact 
that  it  was  necessary  to  recess  the  House  by 
4:00  p.m.  in  order  for  hotel  staff  to  set  up  for 
the  presidential  inaugural  program,  it  was 
moved  and  seconded  from  the  floor  of  the 
House  to  proceed  to  the  annual  meeting  of 
the  Pennsylvania  Medical  Care  Foundation. 
The  House  approved  this  motion. 

Annual  Meeting  of  the  Pennsylvania 
Medical  Care  Foundation 

As  in  past  years,  the  annual  meeting  of  the 
Pennsylvania  Medical  Care  Foundation  was 
held  during  the  1985  House  of  Delegates 
meeting  and  proceeded  as  follows: 

“The  chair  believes  it  wise  to  take  a minute 
to  be  certain  that  all  members  of  the  House 
understand  how  we  will  consider  the  next  or- 
der of  business.  We  wish  to  convene  the  an- 
nual meeting  of  the  administrative  members 
of  the  Pennsylvania  Medical  Care  Founda- 
tion. 

“According  to  the  foundation's  bylaws, 
‘administrative  members  shall  consist  of 
those  persons  who  are  duly  qualified  and 
elected  delegates  to  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society.’  The  by- 
laws further  state,  ‘The  acceptance  of  elec- 
tion as  a delegate  to  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society  by  an 
eligible  physician  shall  be  determined  to  be 
acceptance  of  administrative  membership  in 
this  corporation  and  an  intention  to  be  bound 
by  the  articles  of  incorporation  and  the  by- 
laws of  the  corporation  unless  the  delegate 
otherwise  notifies  the  secretary  of  the  corpo- 
ration prior  to  the  annual  meeting.’ 

“In  other  words,  the  voting  members  of 
the  House  are  also  the  administrative  mem- 
bers of  the  foundation. 


“At  this  time,  the  chair  will  entertain  a mo- 
tion to  recess  the  meeting  of  the  PMS  House 
of  Delegates  and  to  convene  the  administra- 
tive members  of  the  Pennsylvania  Medical 
Care  Foundation  in  the  annual  meeting  of  the 
foundation. 

“The  chair  recognizes  the  president  of  the 
Pennsylvania  Medical  Care  Foundation,  Dr. 
Walter  M.  Greissinger." 

“Thank  you,  Jim.  While  it  is  true  that  we 
are  sitting  now  as  the  administrative  mem- 
bers of  the  Pennsylvania  Medical  Care  Foun- 
dation, I am  sure  that  all  of  us  want  to  expe- 
dite the  business  of  the  foundation  as  quickly 
as  possible.  I believe  this  can  best  be 
achieved  if  we  permit  an  experienced  hand  to 
guide  us  from  the  speaker’s  rostrum.  For 
that  reason,  I would  respectfully  ask  the  per- 
mission of  the  administrative  members  to 
have  Dr.  Raub  serve  as  acting  speaker  of  the 
foundation  so  that  he  may  use  his  skill  in  par- 
liamentary matters.  Hearing  no  objections, 
Dr.  Raub,  I ask  you  to  take  over.’’ 

“Thank  you,  Walter.  The  first  item  of  busi- 
ness for  the  administrative  members  of  the 
foundation  is  consideration  of  the  annual  re- 
port of  the  foundation,  which  has  just  been 
dealt  with  in  the  report  of  Reference  Commit- 
tee C.  If  there  are  no  further  actions  or  com- 
ments concerning  this  annual  report,  the 
chair  will  entertain  a motion  to  file  the  report 
as  presented. 

“It  is  filed.  The  second  item  of  business 
this  year  for  the  administrative  members  of 
the  foundation  is  the  election  of  directors. 
The  board  of  directors  of  the  foundation 
presents  the  following  nominees  for  the  va- 
cancies. The  foundation’s  bylaws  allow  for 
additional  nominations  to  be  made  from  the 
floor  by  any  administrative  member  for  all 
vacancies  at  the  time  of  elections. 

Vacancy— Nominee — County 
Al  — Frans  J.  Vossenberg,  MD  — Mont- 
gomery 

A2— Robert  M.  Kemp,  MD— Lancaster 
A3— Edward  C.  Leonard,  MD— Philadelphia 

“In  the  event  there  is  a contest  for  one  of 
the  Foundation  slots,  the  contest  will  be 
added  to  the  PMS  ballot  and  delegates  will 
cast  their  votes  tomorrow  morning. 

"Is  there  any  further  foundation  business? 
If  not,  the  chair  will  entertain  a motion  to  ad- 
journ the  meeting  of  the  foundation  and  to 
reconvene  the  PMS  House." 

Nominations  and  Elections 

In  accordance  with  Standing  Rule  10 
(adopted  October  22,  1982),  nominations  of 
delegates  to  the  AMA  were  held  Friday 
morning,  October  25,  1985.  Nominations 
and  elections  for  all  other  offices  were  held 
Saturday  afternoon,  October  26,  1985. 
Voting  for  those  offices  contested  was  held 
Sunday  morning,  October  27,  1985.  The 
new  officers  for  1985-86  are: 

President:  R.  William  Alexander,  MD 
(Berks)  was  installed  as  president. 

President  Elect:  R.  Robert  Tyson,  MD 
(Philadelphia)  acceded  to  the  office  of 
president  elect. 

Vice  President:  Donald  E.  Harrop,  MD 
(Chester). 

Speaker:  James  A.  Raub,  MD  (Allegheny). 
Vice  Speaker:  Jonathan  E.  Rhoads  Jr.,  MD 
(Philadelphia). 

The  following  trustees  were  elected: 


Sixth  District:  Betty  L.  Cottle,  MD  (Blair). 
Seventh  District:  Irving  Williams  III,  MD 
(Union). 

Tenth  District:  Walter  M.  Greissinger,  MD 
(Allegheny). 

Twelfth  District:  Victor  F.  Greco,  MD 
(Luzerne). 

Specialty  Society:  Martin  A.  Murcek,  MD 
(Allergy). 

Resident  Physician  Section:  Jeannine  R. 
Hahn,  MD. 

Three  members  were  elected  to  serve  on 
the  Committee  to  Nominate  Delegates  and 
Alternates  to  the  AMA:  Thomas  J. 

Kardish,  MD  (Bucks):  Richard  P.  Kennedy, 
MD  (Monroe);  and  Brook  Roberts,  MD 
(Philadelphia). 

Michael  P.  Levis,  MD  (Allegheny),  and 
Joseph  M.  Stowell,  MD  (Blair),  were  elected 
to  serve  on  the  PMS  Judicial  Council. 


Report  of  the  Committee  to  Nominate 
Delegates  and  Alternates  to  the  AMA 

The  nominations  of  the  Committee  to 
Nominate  Delegates  and  Alternates  to  the 
American  Medical  Association  were  pub- 
lished on  pages  one  and  two  of  the  Official 
Reports  Book.  Eight  delegates  elected  to 
two-year  terms  commencing  January  1,  1986 
were:  Gerald  L.  Andriole,  MD  (Luzerne): 
Robert  J.  Carroll,  MD  (Allegheny);  Joseph  N. 
Demko,  MD  (Lackawanna):  Henry  H.  Fetter- 
man,  MD  (Lehigh);  George  Ross  Fisher  III, 
MD  (Philadelphia);  Matthew  Marshall  Jr., 
MD  (Allegheny);  Robert  N.  Moyers,  MD 
(Crawford);  and  R.  Robert  Tyson,  MD  (Phila- 
delphia). 

One  delegate  elected  to  a partial  term  com- 
mencing October  27,  1985  and  expiring  De- 
cember 31,  1986  was  Donald  E.  Parlee,  MD 
(Bucks). 

Eight  alternate  delegates  to  the  AMA 
elected  for  two-year  terms  commencing  J an- 
uary  1,  1986  were:  Mary  C.  Barton,  MD 
(Dauphin);  Doris  G.  Bartuska,  MD  (Philadel- 
phia); Joseph  B.  Blood  Jr.,  MD  (Bradford); 
Donald  C.  Brown,  MD  (Westmoreland); 
Alan  H.  Schragger,  MD  (Lehigh);  Barbara 
Shelton,  MD  (Philadelphia);  Donald  H. 
Smith,  MD  (Northampton);  and  William  J. 
West,  MD  (Cumberland). 

Two  alternate  delegates  elected  to  partial 
terms  commencing  October  27,  1985  and  ex- 
piring December  31,  1986  were:  Charles  A. 
Heisterkamp  III,  MD  (Lancaster);  and  Wil- 
liam H.  Mahood,  MD  (Montgomery). 

Recess 

The  House  of  Delegates  was  recessed  at 
4:08  p.m.  until  8:00  a.m.,  Sunday  October  27. 

Inaugural  program  and  reception 

The  inaugural  program  was  held  at  6:00 
p.m.,  Saturday,  October  26,  1985,  in  the  Ball- 
room of  the  Bellevue  Stratford  Hotel. 

Opening  remarks  — Donald  E.  Harrop, 
MD,  Speaker  of  the  House  of  Delegates,  pre- 
sented opening  remarks. 

Master  of  ceremonies— Robert  S.  Press- 
man, MD,  chairman  of  the  PMS  Board  of 
Trustees,  presided  as  the  master  of  ceremo- 
nies. 

Invocation— The  invocation  was  given  by 
the  Doctor  Reverend  Samuel  C.  Jaxheimer, 
pastor,  St.  Luke’s  Lutheran  church,  Reading, 
Pennsylvania. 

Pledge  of  Allegiance— Robert  S.  Pressman, 
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MD,  led  the  attendees  of  the  program  in  the 
pledge  of  allegiance. 

Introductions— Robert  S.  Pressman,  MD 
made  the  following  introductions:  Pennsylva- 
nia Medical  Society  officers  and  trustees: 
Pennsylvania  Medical  Society  past  presi- 
dents: Pennsylvania  Medical  Society  Auxil- 
iary president  and  immediate  past  president; 
auxiliary  dignitaries  and  board  of  directors; 
and  special  guests. 

Presentation  of  plaques  to  retiring 
leaders— Robert  S.  Pressman,  MD  presented 
retiring  leader  awards  to  Gerald  L.  Andriole, 
MD,  Barbara  Shelton,  MD,  and  G.  Winfield 
Yarnall,  MD. 

Presentation  of  Past  President's  Medal- 
lion— Robert  S.  Pressman,  MD,  presented 
the  Past  President's  Medallion  to  D.  Ernest 
Witt,  MD,  Columbia  County,  in  tribute  to  his 
great  efforts  on  behalf  of  the  Pennsylvania 
Medical  Society  as  its  135th  president. 

Installation  of  the  president—  Robert  S. 
Pressman,  MD  installed  R.  William  Alexan- 
der, MD,  Berks  County,  as  the  136th  presi- 
dent of  the  Pennsylvania  Medical  Society.  Af- 
ter taking  the  oath  of  office,  Dr.  Alexander 
introduced  his  family  and  guests  and  deliv- 
ered brief  remarks. 

Closing  remarks — Donald  E.  Harrop,  MD, 
presented  closing  remarks.  Following  the  in- 
augural program,  a reception  was  held  in  the 
Clover  and  Red  Rooms. 

Final  Session — October  27,  1985 

The  final  session  of  the  1985  House  of  Del- 
egates was  called  to  order  in  the  Ballroom  of 
the  Bellevue  Stratford  Hotel,  Sunday,  Octo- 
ber 27,  1985,  at  8:04  a.m. 

Credentials  Committee 

Gertrude  Blumenschein,  MD,  Fayette 
County,  chairman  of  the  Credentials  Commit- 
tee, presented  the  following  report: 

"Mr.  Speaker,  there  is  a quorum  of  228  del- 
egates registered  and  in  attendance  today.” 

Reference  Committee  C 
Presented  by:  William  J.  West,  MD 

Report  R,  Board  of  Trustees: 
Dissolution  of  Pennsylvania  Medical 
Care  Foundation 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  R of  the  Board  of 
Trustees  be  filed. 

Report  R of  the  Board  of  Trustees,  indicat- 
ing the  unanimous  decision  of  the  Board  to 
dissolve  the  Pennsylvania  Medical  Care 
Foundation,  was  considered  as  part  of  the  de- 
bate on  and  deliberation  of  Resolution  85-22. 

The  House  approved  filing  Report  R. 

Resolution  85-14:  Cost  Containment 

RESOLVED,  That  the  PMS  establish  as 
policy  that  attending  physicians  and  sur- 
geons be  provided  upon  request  with  a copy 
of  each  patient's  itemized  bill  at  the  time  of 
discharge  from  the  hospital. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-14  be  adopted. 

There  was  no  testimony  heard  on  Resolu- 
tion 85-14,  calling  for  attending  physicians  to 
receive  copies  of  their  patients'  hospital  bills. 
The  reference  committee  believes  that  the  in- 
tent of  this  resolution  could  be  easily  imple- 


mented within  the  hospital  setting  should 
the  medical  staff  so  desire. 

The  House  adopted  Resolution  85-14. 

Resolution  85-18:  Access  to 
Alternative  Health  Care  Delivery 
Systems 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  act  to  amend  the  Department  of 
Health  regulations,  Title  28  — Health  and 
Safety,  relating  to  the  regulation  of  health 
maintenance  organizations  (HMOs)  to  per- 
mit free  access  to  providers  in  health  mainte- 
nance organizations  (HMOs). 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-18  be  adopted. 

Only  favorable  testimony  was  heard  on 
Resolution  85-18,  calling  for  amendment  of 
state  regulations  to  provide  for  open  access 
HMOs.  Evidence  was  submitted  to  the  com- 
mittee which  substantiated  the  existence  of 
financially  successful  open  access  HMO 
plans.  The  committee  would  like  to  note  its 
support  of  the  request  of  the  resolution’s  au- 
thor to  amend  the  fifth  “Whereas”  to  read  as 
follows:  “WHEREAS,  The  restrictive  nature 
of  a ‘gate-keeper-type'  health  maintenance 
organization  (HMO)  may  increase  the  cost  of 
care.”  The  House  adopted  Resolution  85-18. 

Resolution  85-21:  Amendment  to 
Pennsylvania's  Peer  Review 
Protection  Act 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  request  the  Pennsylvania  legisla- 
ture to  amend  the  Peer  Review  Protection 
Act  so  that  its  original  intent  is  clearly 
stated  and  so  that  the  scope  and  extent  of  its 
intended  application  is  specifically  defined. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-21  be  adopted. 

Resolution  85-21  calls  for  the  amendment 
of  Pennsylvania's  Peer  Review  Protection 
Act  to  more  clearly  state  the  act’s  original 
intent  to  protect  the  confidentiality  of  peer 
review  committee  proceedings.  Although  the 
committee  is  aware  that  the  Society  plans  to 
file  an  amicus  brief  in  the  Sanderson  v. 
Bryan  case,  it  believes  that  resolution  of  this 
problem  may  be  more  expeditiously  achieved 
through  legislative  reform. 

The  House  adopted  Resolution  85-21. 

Resolution  85-38:  Hospital  Costs 

RESOLVED,  That  PMS  ask  the  AMA  to 
assert  the  position  in  discussions  with  the 
federal  government  and  other  third  party 
payors  that  medical  education  is  an  integral 
part  of  hospital  care  if  quality  of  care  is  to  be 
assured;  and  be  it  further 

RESOLVED,  That  PMS  ask  the  AMA  to 
advise  the  federal  government  that  signifi- 
cant savings  in  hospital  expenses  can  and 
should  be  obtained  by  not  compensating  for 
advertising  costs. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-38  be  rejected. 

No  testimony  was  heard  on  Resolution  85- 
38,  calling  on  PMS  to  request  that  the  AMA 
assert  the  value  of  medical  education  in 
maintaining  quality  of  care  in  the  hospital 
setting  and  advise  the  federal  government  of 
the  cost  savings  which  could  be  achieved  by 
discontinuing  compensation  for  hospital  ad- 
vertising costs.  The  reference  committee  be- 
lieves that  this  resolution  unfairly  implies 


that  in-house  training  programs  are  neces- 
sary to  assure  quality  hospital  care,  and  fur- 
thermore, it  believes  that  the  costs  associ- 
ated with  marketing  are  an  integral  part  of 
hospital  operations. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Resolution  85-38  by 
deleting  the  following,  “.  . . if  quality  of  care 
is  to  be  assured;  and  be  it  further  RE- 
SOLVED, That  PMS  ask  the  AMA  to  advise 
the  federal  government  that  significant  sav- 
ings in  hospital  expenses  can  and  should  be 
obtained  by  not  compensating  for  advertis- 
ing costs.  . .”  and  by  inserting  the  following, 
“.  . .and  that  the  cost  of  graduate  medical  ed- 
ucation, both  direct  and  indirect,  should  be 
supported  by  all  third-party  payors."  It  was 
moved  and  seconded  from  the  floor  of  the 
House  to  delete  the  word,  indirect,  from  the 
amendment.  The  House  rejected  this  motion. 
The  House  adopted  as  amended  Resolution 
85-38. 

Resolution  85-42:  Third  Party 
Interference  With  Patient 
Management 

RESOLVED,  That  encroachment  or  inter- 
ference with  such  decision-making  can  only 
result  in  reduced  quality  care  and  increased 
patient  jeopardy;  and  be  it  further 

RESOLVED,  That  prospective  and  retro- 
spective chart  review  must  not  supersede  on- 
site physician  judgment;  and  be  it  further 

RESOLVED,  That  the  PMS  vigorously 
oppose  such  third  party  dictation,  if  neces- 
sary through  legislative  channels. 

Mi:  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-42  be  rejected. 

The  reference  committee  believes  that  ap- 
propriate appeal  mechanisms  presently  exist 
to  prevent  third  party  encroachment  on  the 
physician's  decision-making  process  and  that 
additional  legislative  regulation  is  undesir- 
able. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Resolution  85-42  by 
deleting  the  following,  “.  . . if  necessary, 
through  legislative  channels.”  The  House  ap- 
proved the  amendment.  The  House  adopted 
as  amended  Resolution  85-42. 

Resolution  85-47:  Study  of  Effect  of 
Elective  Admission  Precertification 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  establish  a “Precertification 
Monitoring  Project”  and  study  potential  sav- 
ings vs.  detrimental  effects  of  this  program; 
and  be  it  further 

RESOLVED,  That  a similar  resolution  be 
introduced  into  the  AMA  House  of  Dele- 
gates by  the  Pennsylvania  delegation  with  a 
resolution  for  support  introduced  at  the 
AMA-HMSS  by  the  Pennsylvania  HMSS 
delegation. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-47  be  rejected. 

No  favorable  testimony  was  heard  by  the 
reference  committee  on  Resolution  85-47, 
calling  for  PMS  to  establish  a “Precertifica- 
tion Monitoring  Project."  It  was  noted  that 
considerable  financial  impact  could  result 
from  the  establishment  of  such  a program, 
that  studies  to  determine  the  cost  savings 
achieved  through  precertification  programs 
have  already  been  undertaken,  and  that  de- 
termination of  the  detrimental  effects  of  such 
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programs  on  the  patient  would  be  extremely 
difficult. 

The  House  adopted  Resolution  85-47. 

Reference  Committee  B 

Presented  by:  Robert  D.  Reinecke,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates,  Reference  Committee  B has  con- 
sidered all  of  the  items  in  the  index.” 

The  following  items  have  been  grouped  to- 
gether in  a waiver  of  debate  list;  little  or  no 
testimony  was  heard,  and  the  committee 
feels  that  the  items  are  of  a noncontroversial 
nature. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  two  items  be 
filed: 

Report  A,  Council  on  Education  and 
Science 

Report  B,  Council  on  Education  and 
Science:  Update  on  Sunset  of  Medical 
Practice  Act 

Your  reference  committee  heard  testimony 
on  one  provision  of  Senate  Bill  1158,  which 
reenacts  the  Medical  Practice  Act.  The  provi- 
sion in  question  mandates  two  years  ap- 
proved residency  training  for  graduates  of 
LCME  accredited  schools  and  three  years  for 
graduates  of  unaccredited  schools  as  a pre- 
requisite for  obtaining  an  unrestricted  li- 
cense. Since  Report  B of  the  Council  on  Edu- 
cation and  Science  calls  for  no  action  but 
provides  an  update  on  sunset  activities,  your 
reference  committee  felt  no  action  was 
needed  in  response  to  the  testimony.  Addi- 
tionally, this  House  last  year  approved  the 
policy  which  calls  for  the  provisions  in  the 
bill.  ' 

The  House  approved  filing  the  waiver  of 
debate  items. 

Report  C,  Board  of  Trustees: 
Implementation  of  Resolution  84-7. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  Board  of  Trustees  Report  C be 
approved. 

Your  reference  committee  heard  brief  testi- 
mony on  the  Board  of  Trustees  report  con- 
cerning implementation  of  Resolution  84-7. 
The  recommendation  of  the  Board  of  Trust- 
ees is  that  this  report  be  accepted  as  meeting 
the  intention  of  Resolution  84-7  and  your  ref- 
erence committee  concurs.  The  author  of 
Resolution  84-7  testified  in  favor  of  approv- 
ing the  report  and  commended  the  Board  of 
Trustees  for  the  thoroughness  of  the  study. 

The  House  approved  Report  C. 

Report  K,  Board  of  Trustees; 

Expanded  Impaired  Physician 
Program 

Mr.  Speaker,  your  reference  committee  rec- 
ommends the  Board  of  Trustees  Report  K be 
approved. 

Your  reference  committee  heard  some  dis- 
cussion on  the  proposed  expansion  of  the  So- 
ciety’s impaired  physician  program  to  a full- 
time program.  Particularly,  since  the  House 
of  Delegates  had  previously  endorsed  this 
concept,  this  testimony  was  all  favorable. 
There  was  some  sentiment  that  the  program 
was  much  needed  and  should  be  viewed  as  an 
ongoing  program  of  the  Society  rather  than  a 
program  funded  for  one  year. 

The  House  approved  Report  K. 


Resolution  85-7:  Prescription 
Reporting  System 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  for  legislation  to  establish 
a prescription  monitoring  system. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-7  be  adopted  as 
amended. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  efforts  to  establish  a pre- 
scription monitoring  system. 

Your  reference  committee  heard  testimony 
that  efforts  are  already  underway  in  Pennsyl- 
vania to  establish  a prescription  monitoring 
system.  The  original  resolved  called  for  lob- 
bying for  legislation  to  establish  such  a pro- 
gram. However,  since  the  Society's  Board  of 
Trustees  has  already  authorized  the  Socie- 
ty's participation  in  the  AMA  PADS  (Pre- 
scription Abuse  Data  Synthesis)  program, 
your  reference  committee  felt  that  to  call  for 
legislation  would  be  premature.  Testimony 
was  supportive  of  the  concept  of  establishing 
a prescription  monitoring  system. 

The  House  adopted  as  amended  Resolution 
85-7. 


Resolution  85-32:  Disturbing 
Projected  Physician  Population  Ratio 

RESOLVED,  That  the  problem  of  a proper 
physician  ratio  be  studied  by  both  the  PMS 
and  the  AMA  and  if  a true  surplus  of  physi- 
cians is  found,  immediate  action  be  taken  to 
correct  the  situation. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-32  be  rejected. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution  both  pro 
and  con.  The  author  of  the  resolution  ac- 
knowledged that  the  AMA  plans  to  under- 
take a study  in  1986  of  the  physician  popula- 
tion ratio.  Additionally,  your  reference 
committee  understands  that  the  Society’s 
Council  on  Medical  Practice  plans  a similar 
study  pertinent  to  Pennsylvania  physician 
supply  in  1986.  Your  reference  committee  be- 
lieves that  adequate  plans  are  underway  for 
both  the  AMA  and  PMS  to  address  the  sub- 
ject of  this  resolution,  which  makes  the  reso- 
lution redundant. 

The  House  rejected  Resolution  85-32. 

Resolution  85-33:  Physicians’  Office 
Laboratories 

RESOLVED,  That  PMS  support  and  pro- 
mote the  physician’s  office  laboratory  in  or- 
der to  insure  the  delivery  of  laboratory  test- 
ing to  patients  in  a timely,  efficient,  accurate 
and  cost-effective  manner. 

Mr.  Speaker,  your  reference  commitee  rec- 
ommends the  adoption  of  the  substitute  reso- 
lution in  lieu  of  Resolution  85-33. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  the  concept  that  the 
physician  be  able  to  perform  quality  labora- 
tory tests  on  his/her  own  patients,  including 
participation  in  appropriate  quality  assur- 
ance and  quality  control  programs.  Your  ref- 
erence committee  heard  considerable  testi- 
mony on  Resolution  85-33,  both  positive  and 
negative.  The  negative  testimony  opposed 
the  resolution  as  written  while  supporting 
the  concept  of  individual  physicians  using 
laboratory  tests  on  their  own  patients.  Your 


reference  committee  believes  the  substitute 
resolution  meets  both  the  intent  of  the  origi- 
nal resolution  and  the  concerns  of  the  physi- 
cians voicing  negative  comments  on  it. 

The  House  adopted  substitute  Resolution 
85-33. 

Resolution  85-34:  Abolishment  of 
Mandatory  Premarital  Blood  Testing 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  with  the  legislature  of  the 
Commonwealth  of  Pennsylvania  for  appro- 
priate laws  and  regulations  to  abolish  the 
mandatory  premarital  blood  testing  in  Penn- 
sylvania. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-34  be  adopted 
as  amended. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  with  the  legislature  of  the 
Commonwealth  of  Pennsylvania  for  appro- 
priate laws  and  regulations  to  abolish  the 
mandatory  premarital  serological  test  for 
syphilis  (STS)  in  Pennsylvania.  Your  refer- 
ence committee  heard  testimony  in  favor  of 
this  resolution  with  the  brief  amendment  to 
specifically  identify  the  STS  test  as  the  type 
of  blood  testing  presently  required  by  law. 

The  House  adopted  as  amended  Resolution 
85-34. 

Resolution  85-35:  Mandatory  Blood 
Screening  for  Hepatitis  and  Acquired 
Immune  Deficiency  Syndrome  (AIDS) 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  strive  to  bring  forth  the  neces- 
sary legislation  and  regulatory  relief  to  re- 
quire mandatory  blood  screening  for 
Hepatitis  and  Acquired  Immune  Deficiency 
Syndrome  (AIDS)  upon  entry  to  the  Pennsyl- 
vania penal  system;  and  be  it  further 

RESOLVED,  That  upon  detection  of  a 
positive  test  for  hepatitis,  the  inmate  not  be 
permitted  to  work  in  the  food  service  area 
while  an  inmate;  and  be  it  further 

RESOLVED,  That  upon  detection  of  a 
positive  antibody  for  Acquired  Immune  Defi- 
ciency Syndrome  (AIDS),  the  inmate  be  iso- 
lated as  much  as  possible  from  the  other 
prison  population. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-35  be  rejected. 

Your  reference  committee  heard  helpful 
testimony  pointing  out  the  scientific  errors  in 
this  resolution.  The  resolution  calls  for  hepa- 
titis testing,  and  upon  positive  tests,  the  pro- 
hibition of  an  inmate  working  in  food  service. 
Testimony  was  heard  that  pointed  out  that 
there  is  no  antigen  test  for  Hepatitis-A, 
which  is  the  communicable  form  transmissi- 
ble in  food  handling.  The  antigen  test  detects 
Hepatitis-B,  which  is  transmitted  through 
blood  transfusions.  Further,  the  resolution 
calls  for  testing  for  positive  antibody  HTLV- 
III.  Testimony  pointed  out  that  of  those  indi- 
viduals who  test  positive  for  HTLV-III,  only 
15  percent  go  on  to  develop  Acquired  Im- 
mune Deficiency  Syndrome  (AIDS).  Further 
your  reference  committee  is  aware  of  the 
many  national  efforts,  including  the  AMA 
and  the  Centers  for  Disease  Control,  which 
are  underway  to  address  these  concerns  in  a 
clinically  sound  manner,  which  would  be 
more  helpful  to  instructing  Pennsylvania 
prisons. 

The  House  rejected  Resolution  85-35. 
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Resolution  85-36:  Truth  in 
Occupational  Testing 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  oppose  passage  in  the  Pennsylva- 
nia General  Assembly  of  HB-1304  and  any 
similar  legislation  which  does  not  exclude 
medical  specialty  or  medical  licensure  exami- 
nations. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-36  be  adopted. 

Your  reference  committee  heard  brief  testi- 
mony on  this  resolution,  all  of  it  in  support. 

The  House  adopted  Resolution  85-36. 

Resolution  85-39:  Generic  Drug 
Standards 

RESOLVED,  That  PMS,  through  the 
AMA  and  in  liaison  with  the  appropriate  na- 
tional and  state  pharmaceutical  associations 
and  other  interested  parties,  seek  to  develop 
a program  to  further  insure  patients’  safety. 
The  program's  task  is  to  study  and  evaluate 
the  equivalence  of  generic  manufactured 
products  in  comparison  to  their  brand  name 
counterparts,  and  to  thereby  reduce  the  risk 
of  patients  using  drug  formulations  of  infe- 
rior quality. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-39  be  adopted 
as  amended. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society,  through  the  AMA  in  liaison  with 
appropriate  national  and  state  pharmaceuti- 
cal associations  and  authorities,  study  and 
evaluate  the  pharmacologic  equivalence  of 
generic  manufactured  products  in  compari- 
son to  their  brand  name  counterparts  to  en- 
sure safety  and  effective  patient  treatment; 
and  be  it  further 

RESOLVED,  That  this  resolution  be  intro- 
duced at  the  AMA. 

Your  reference  committee  heard  testimony 
in  support  of  this  resolution.  However,  your 
reference  committee  felt  that  the  wording  of 
the  resolved  would  not  accomplish  the  au- 
thor’s aim.  In  addition  to  amending  the  origi- 
nal resolved,  your  reference  committee  rec- 
ommends this  resolution  be  communicated 
to  the  AMA  through  the  Pennsylvania  dele- 
gation. 

The  House  adopted  as  amended  Resolution 
85-39. 

Resolution  85-44:  Cost  of 
Immunizations 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  request  vaccine  producers  to 
moderate  prices  for  mandated  vaccine;  and 
be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  efforts  by  vaccine  pro- 
ducers to  secure  modifications  in  the  tort 
system  to  reduce  the  costs  of  vaccine  attrib- 
utable to  liability  awards. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-44  be  adopted. 

Your  reference  committee  heard  the  author 
of  the  resolution  most  persuasively  present 
the  case  for  this  resolution.  No  negative  testi- 
mony was  heard. 

The  House  adopted  Resolution  85-44. 

Resolution  85-50:  Disposal  of 
Hazardous  Wastes  in  Pennsylvania 

RESOLVED,  That  the  Pennsylvania  Med- 


ical Society  should  review  existing  state 
plans  for  the  management  of  hazardous 
wastes  and  low-level  radioactive  waste  and 
make  recommendations  to  insure  that  the 
health  of  the  residents  of  Pennsylvania  is  not 
jeopardized  by  current  management  prac- 
tices; and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  should  lend  its  support  to  cur- 
rent legislation  before  the  Pennsylvania 
General  Assembly  providing  for  the  estab- 
lishment of  a regional  low-level  radioactive 
waste  treatment  facility. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-50  be  adopted 
as  amended. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  should  review  existing  state 
plans  for  the  management  of  low-level  radio- 
active waste  and  make  recommendations  to 
insure  that  the  health  of  the  residents  of 
Pennsylvania  is  not  jeopardized  by  current 
management  practices:  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  should  lend  its  support  to  cur- 
rent legislation  before  the  Pennsylvania 
General  Assembly  providing  for  the  estab- 
lishment of  a regional  low-level  radioactive 
waste  isolation  facility. 

Your  reference  committee  heard  supportive 
testimony  in  favor  of  this  resolution.  Clarifi- 
cation was  made  that  the  essential  focus  of 
the  resolution  is  on  low-level  radioactive 
waste.  The  amendments  were  offered  in  the 
reference  committee  with  the  support  of  the 
spokesman  for  the  Medical  Student  Section 
which  introduced  the  resolution. 

The  House  adopted  as  amended  Resolution 
85-50. 

Resolution  85-53:  Alpha-feto-protein 
Testing  in  Maternity  Patients 

RESOLVED,  That  the  Pennsylvania  De- 
partment of  Health  either:  a)  declare  that  as 
a matter  of  stated  policy  such  testing  has 
been  considered  to  be  not  cost-effective  and 
therefore  should  not  be  provided  for  Medic- 
aid patients,  or  b)  that  it  will  set  up  and  make 
available  to  all  physicians  caring  for  mater- 
nity patients  a state-run  laboratory  facility 
for  doing  such  testing  in  a reliable  and 
prompt  fashion  at  no  charge  for  Medicaid  pa- 
tients and  at  a reasonable  charge  for  other 
maternity  patients. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-53  be  referred  to 
the  Board  of  Trustees  for  study. 

Your  reference  committee  heard  extensive 
testimony  on  the  origin  of  this  resolution. 
Several  issues  were  addressed,  including  the 
guidelines  of  the  American  College  of  Obstet- 
rics and  Gynecology  for  this  test.  While  vari- 
ous individuals  testified  that  the  cost  of  the 
test  may  not  be  justified  in  light  of  the  rela- 
tively low  incidence  of  the  anomaly,  your  ref- 
erence committee  believes  passage  of  the  res- 
olution will  not  accomplish  the  author’s  aim, 
and  believes  referral  will  give  more  opportu- 
nity to  examine  the  multi-faceted  issues. 

The  House  referred  Resolution  85-53  to  the 
Board  of  Trustees  for  study. 


Reference  Committee  D 
Presented  by:  Donald  H.  Smith,  MD 

“Mr.  Speaker,  members  of  the  House  of 


Delegates,  Reference  Committee  D has  con- 
sidered all  the  items  in  the  index.” 

Report  I,  Board  of  Trustees: 

Resolution  84-12,  Legislative  Efforts 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  I of  the  Board  of  Trust- 
ees be  filed. 

The  House  approved  filing  Report  I. 

Report  A,  Council  on  Legislation 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  A of  the  Council  on 
Legislation  be  filed. 

Your  reference  committee  in  going  over  the 
details  of  the  report  was  impressed  with  the 
council’s  attention  to  the  legislative  goals  of 
the  Society. 

The  House  approved  filing  Report  A. 

Report  B,  Council  on  Legislation 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  B of  the  Council  on 
Legislation  be  filed. 

This  report  details  varied  legislation  in 
which  the  Society  has  taken  an  active  inter- 
est and  should  be  read  by  all  delegates. 

The  House  approved  filing  Report  B. 

Annual  Report,  Pennsylvania  Medical 
Political  Action  Committee 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  annual  report  of  the  Penn- 
sylvania Medical  Political  Action  Committee 
be  filed. 

Your  reference  committee  was  disap- 
pointed with  the  lack  of  growth  in  member- 
ship but  is  impressed  with  their  activities. 

The  House  approved  filing  the  report. 

Resolution  85-43:  PaMPAC 
Membership 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  actively  encourage  all  Pennsylva- 
nia physicians  to  join  PaMPAC  and  AMPAC: 
and  be  it  further 

RESOLVED,  That  the  goal  of  this  effort 
be  to  double  the  PaMPAC  membership  by 
October  1986. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-43  be  adopted. 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  actively  encourage  all  Pennsylva- 
nia physicians  to  join  PaMPAC  and  AMPAC; 
and  be  it  further 

RESOLVED,  That  the  goal  of  this  effort 
be  to  double  the  PaMPAC  membership  by 
October  1986. 

The  House  adopted  Resolution  85-43. 

Resolution  85-2:  Drinking  and  Driving 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  for  legislation  to  amend 
the  current  Pennsylvania  laws  so  that  driv- 
ing with  a blood  alcohol  level  greater  than 
0.05%  is  a crime. 

Mr.  Speaker,  we  approve  the  intent  of  this 
resolution  but  recommend  that  it  be  referred 
to  the  Board  of  Trustees  for  advice  on  appro- 
priate and  meaningful  language  which  will  be 
incorporated  in  a legislative  proposal. 

The  House  approved  referring  Resolution 
85-2  to  the  Board  of  Trustees. 

Resolution  85-6:  Corporal  Punishment 
in  Schools 

RESOLVED,  That  the  Pennsylvania  Med- 
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ical  Society  lobby  for  legislation  to  prohibit 
corporal  punishment  in  schools  in  Pennsylva- 
nia. 

Mr.  Speaker  your  reference  committee  rec- 
ommends that  Resolution  85-6  be  rejected. 

There  was  no  convincing  testimony  pre- 
sented as  to  the  need  for  this  legislation  at 
this  time.  The  AMA  study  was  not  compel- 
ling. Should  the  need  in  Pennsylvania  arise, 
it  can  be  reconsidered. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  85-6  to  the 
Board  of  Trustees.  The  House  approved  re- 
ferring Resolution  85-6. 

Resolution  85-30:  Right  to  Die 
Legislation 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  assign  this  matter  a high  prior- 
ity; and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  encourage  physicians  to  express 
their  concerns  to  legislators  regarding  the 
right  to  die  issue;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  and  encourage  the  devel- 
opment of  appropriate  right  to  die  legislation 
in  the  Commonwealth  that  will  protect  pa- 
tient, family,  and  physicians'  decisions  on 
this  matter. 

Mr.  Speaker  your  reference  committee  rec- 
ommends the  adoption  of  Resolution  85-30. 

We  heard  testimony  that  the  Society  is  al- 
ready involved  in  a study  of  this  highly  sensi- 
tive subject. 

The  House  adopted  Resolution  85-30. 

Resolution  85-5:  Funding  for  Resident 
Medical  Education 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  the  Pennsylvania  legisla- 
ture to  establish  adequate  funding  programs 
to  allow  appropriate  financing,  either 
through  direct  support  payments  and/or 
through  loan  programs,  for  the  graduate 
medical  education  and  training  of  citizens  of 
the  Commonwealth  of  Pennsylvania. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-5  be  rejected. 

The  committee  believes  that  there  may  be 
a problem  with  funding  for  resident  and 
graduate  medical  education  and  that  it  de- 
serves study  by  the  Society  for  an  innovative 
method  of  funding. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  85-5  to  the 
Board  of  Trustees  for  study.  The  House  ap- 
proved referring  Resolution  85-5. 

Resolution  85-9:  Funding  for  Medical 
Education 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  the  Pennsylvania  legisla- 
ture to  establish  adequate  funding  programs 
to  allow  appropriate  financing,  either 
through  direct  support  payments  and/or 
through  loan  programs,  for  the  education  of 
medical  students  who  are  residents  of  the 
Commonwealth  of  Pennsylvania. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-9  be  referred  to 
the.  Board  of  Trustees  for  study  and  report 
back  to  the  House  in  1986. 

The  House  approved  referring  Resolution 
85-9. 


Resolution  85-48:  High  Tuition  for 
Medical  and  Osteopathic  Education 
RESOLVED,  That  the  PMS  petition  all 
medical  and  osteopathic  schools  in  the  Com- 
monwealth of  Pennsylvania  to  voluntarily 
freeze  tuition  at  the  current  1985-86  rates; 
and  be  it  further 

RESOLVED,  That  the  PMS  propose  alter- 
native solutions  to  higher  tuition  and  educa- 
tional costs  for  medical  and  osteopathic  stu- 
dents. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-48  be  referred  to 
the  Board  of  Trustees  for  study  and  report 
back  to  the  House  in  1986. 

The  House  approved  referring  Resolution 
85-48. 

Resolution  85-49:  Financial  Aid 
Support 

RESOLVED,  That  the  PMS  continue  to 
support  legislation  on  financial  aid  issues; 
and  be  it  further 

RESOLVED,  That  the  PMS  continue  to 
fund  and  support  The  Educational  and  Scien- 
tific Trust  in  its  efforts  to  help  medical  and 
osteopathic  students  in  the  Commonwealth 
of  Pennsylvania. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-49  be  referred  to 
the  Board  of  Trustees  for  study  and  report 
back  to  the  House  in  1986. 

The  House  approved  referring  Resolution 
85-49. 

Reference  Committee  E 

Presented  by:  John  A.  Burkholder,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates,  Reference  Committee  E has  con- 
sidered all  of  the  items  in  the  index. 

“The  following  items  have  been  grouped 
together  in  a waiver  of  debate  list;  little  or  no 
testimony  was  heard  and  the  committee  feels 
these  items  are  of  a noncontroversial  na- 
ture.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  following  three  items  be 
filed: 

Report  A,  Task  Force  on  Medical 
Liability  Insurance 
PMSLIC  Interim  Report 
Report  G,  Board  of  Trustees: 
Pennsylvania  Blue  Shield 
Participating  Doctor  Regulations 
The  House  approved  filing  the  waiver  of 
debate  items. 

Report  B,  Task  Force  on  Medical 

Liability  Insurance 
Mr.  Speaker,  your  reference  committee  rec- 
ommends approval  of  Report  B of  the  Task 
Force  on  Medical  Liability  Insurance. 

Your  reference  committee  heard  consider- 
able discussion  on  the  medical  liability  insur- 
ance crisis.  There  was  discussion  on  certain 
provisions  contained  in  the  report.  However, 
the  majority  of  the  testimony  was  positive. 
The  House  approved  Report  B. 

Resolution  85-37,  Examination  of 
Professional  Liability  Situation 
RESOLVED,  That  the  Pennsylvania  Med- 


ical Society  enter  into  a dialogue  with  our  col- 
leagues in  said  states;  and  be  it  further 
RESOLVED,  That  through  this  dialogue 
the  Pennsylvania  Medical  Society  examine 
and,  if  found  applicable,  utilize  methodolo- 
gies proved  successful  in  achieving  an  equita- 
ble solution  to  the  liability  issue. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  85-37. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution.  Your  refer- 
ence committee  is  aware  that  the  Task  Force 
on  Medical  Liability  Insurance  has  had  dia- 
logue with  colleagues  in  other  states  and 
hopes  that  the  negotiating  committee  called 
for  in  Report  B of  the  Task  Force  would  con- 
tinue such  discussions  as  needed. 

The  House  adopted  Resolution  85-37. 

Resolution  85-11,  Malpractice  Crisis 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  introduce  to  the  state  legislature 
reforms  in  the  tort  system  paralleling  that 
which  has  been  proposed  by  Governor 
Cuomo  of  the  State  of  New  York;  and  be  it 
further 

RESOLVED,  That  after  the  above  legisla- 
tion is  introduced,  in  order  to  demonstrate 
the  urgent  need  for  reform,  the  Pennsylvania 
Medical  Society  call  upon  all  of  its  members 
throughout  the  state  to  organize  a mass  dem- 
onstration at  the  governor's  offices  and  the 
legislature  for  a three-day  period,  recom- 
mending that  the  physicians  of  the  state  mo- 
bilize and  descend  upon  Harrisburg  in  buses 
or  whatever  form  of  transportation  is  most 
expeditious  and,  at  that  point,  solicit  the  leg- 
islature and  the  governor  to  take  immediate 
action  towards  the  proposed  legislation;  and 
be  it  further 

RESOLVED,  During  this  period  of  demon- 
stration that  the  Pennsylvania  Medical  Soci- 
ety recommend  that  a skeleton  crew  of  physi- 
cians remain  behind  in  each  area  to  treat 
patients  so  that  medical  care  will  not  be  ne- 
glected, and  that  the  proceeds  that  are  de- 
rived from  the  practice  of  physicians  that  re- 
main behind  be  contributed  to  malpractice 
emergency  funds  to  be  utilized  to  finance  fur- 
ther efforts  of  each  county  medical  society  to 
achieve  these  goals. 

Resolution  85-15,  March  on 
Harrisburg 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  sponsor  a one-day  mass  meeting 
in  the  spring  of  1986  between  physicians  and 
Pennsylvania  legislators  so  that  we  may  ex- 
press our  concerns  and  present  our  support 
for  malpractice  reform  legislation;  and  be  it 
further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  coordinate  the  business  of  that 
day,  including  scheduling  buses,  facilities, 
luncheon,  and  meetings  with  our  legislators. 

Resolution  85-45,  Liability  Initiative 
Program 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  declare  an  all-out  Liability  Initia- 
tive Program  {LIP),  supported  by  organizing 
leadership  seminars  to  insure  a statewide 
campaign  and  by  organizing  action  teams  in 
each  county  to  insure  local  dissemination  of 
the  issues  to  the  public  and  legislators;  and 
be  it  further 
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RESOLVED,  That  the  Liability  Initiative 
Program  provide  such  action  teams  with  ac- 
curate and  sufficient  facts  and  data  and  any 
such  other  material  as  deemed  necessary  or 
useful;  and  be  it  further 

RESOLVED,  That  a Liability  Crisis  Day 
be  instituted  statewide  and  coordinated  na- 
tionwide with  the  AMA,  to  provide  demon- 
strations in  front  of  all  the  state  capitols 
within  the  same  week. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  the  following  substi- 
tute resolution  in  lieu  of  Resolutions  85-11, 
85-15,  and  84-45. 

RESOLVED,  If  the  malpractice  negotia- 
tions have  not  been  satisfactorily  resolved  by 
the  end  of  1985,  that  the  Pennsylvania  Medi- 
cal Society  sponsor  a one-day  mass  meeting, 
at  the  appropriate  time  in  1986,  between  phy- 
sicians and  Pennsylvania  legislators  so  that 
we  may  express  our  concerns  and  present  our 
support  for  malpractice  reform  legislation; 
and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  coordinate  the  business  of  that 
day. 

(Financial  Note:  The  cost  to  the  Society 
would  be  approximately  $50,000.) 

Your  reference  committee  heard  consider- 
able discussion  on  these  three  resolutions.  It 
is  the  feeling  of  the  reference  committee, 
however,  that  the  first  resolved  in  Resolution 
85-11  is  not  now  appropriate  in  view  of  the 
recommendation  to  adopt  Report  B of  the 
Task  Force  on  Medical  Liability  Insurance. 
This  same  view  is  held  with  respect  to  the 
third  resolved  of  Resolution  85-45. 

Your  reference  committee  also  feels  that 
the  intent  of  the  first  resolved  and  second  re- 
solved of  Resolution  85-45  have  merit  to  the 
extent  that  physicians  must  be  very  active  in 
providing  accurate  and  useful  information 
relative  to  the  malpractice  situation  to  their 
patients  and  legislators. 

After  considerable  discussion,  your  refer- 
ence committee  felt  that  the  first  resolved 
and  second  resolved  of  Resolution  85-15 
should  be  modified  as  indicated  above. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  that  Resolution  85-45  be  re- 
ferred to  the  Board  of  Trustees  for  further 
study.  The  House  approved  referring  Resolu- 
tion 85-45. 

The  House  adopted  the  substitute  resolu- 
tion in  lieu  of  Resolutions  85-11  and  85-15. 

Richard  J.  McMurray,  MD,  president  of 
the  Michigan  State  Medical  Society,  spoke  to 
the  House  of  Delegates  concerning  his  Socie- 
ty's malpractice  march. 

Resolution  85-16,  Abolishment  of 
Malpractice  Insurance  Classes 

RESOLVED,  That  PMS  and  AMA 
strongly  recommend  the  abolishment  of  all 
classes  of  insurance  risk  for  physician  mal- 
practice premiums  and  that  all  physicians 
pay  the  same  rate  of  premiums  without  re- 
gard to  their  specialty,  taking  into  consider- 
ation only  the  relative  risk  on  each  individual 
according  to  their  history  of  successfully 
prosecuted  malpractice  judgments. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-16. 

Your  reference  committee  heard  consider- 
able testimony  on  this  resolution,  most  of 
which  was  negative  in  view  of  the  recommen- 


dation contained  in  Report  B of  the  Task 
Force  on  Medical  Liability  Insurance. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  85-16  to  the 
Board  of  Trustees  for  further  clarification. 
The  House  rejected  this  recommendation. 
The  House  rejected  Resolution  85-16. 

Resolution  85-17,  Equitable  PMSLIC 
Insurance  Premiums 

RESOLVED,  That  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society  direct 
the  shareholders  of  PMSLIC  to  direct  the 
Board  of  PMSLIC  to  lower  the  premiums  to 
high  risk  physicians  by  spreading  the  pre- 
mium burden  more  equitably. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-17. 

Your  reference  committee  heard  only  nega- 
tive testimony  on  this  resolution. 

The  House  rejected  Resolution  85-17. 

Resolution  85-13,  Medical  Malpractice 
Insurance 

RESOLVED,  That  all  physicians  request  a 
freeze  on  malpractice  premiums  as  of  the 
1985  rates  until  the  malpractice  insurance 
crisis  can  be  equitably  resolved. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-13. 

Your  reference  committee  heard  only  nega- 
tive testimony  on  this  resolution. 

The  House  rejected  Resolution  85-13. 

Resolution  85-12,  A Modest  Proposal 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  study  the  feasibility  of: 

1.  Initiating  a survey,  enumerating  physi- 
cians who  have  ceased  or  will  cease  the  prac- 
tice of  medicine  for  economic  or  political  rea- 
sons in  the  Commonwealth  of  Pennsylvania 
in  the  years  1985-1986. 

2.  Setting  up  an  outplacement  service  for 
physicians  to  include,  but  not  be  limited  to, 
the  following: 

a.  Psychological  counseling; 

b.  Occupational  testing  and  counseling  for 
those  who  wish  to  leave  the  profession  en- 
tirely; and 

c.  Liaison  with  other  state  societies  to  ex- 
change information  on  employment  op- 
portunities, licensing  procedures,  prepara- 
tion of  resumes  and  credentials  to 
facilitate  emigration  of  physicians. 

3.  Initiating  at  the  national  level  a cam- 
paign to  discourage  inward  migration  of  phy- 
sicians into  Pennsylvania  under  the  title 
“You  Have  No  Friends  in  Pennsylvania." 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-12. 

Your  reference  committee  heard  little  posi- 
tive testimony  on  this  resolution  and  feels 
that  it  has  serious  negative  implications. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  Resolution  85-12  by 
deleting  the  following,  “ . . . 3.  Initiating  at 
the  national  level  a campaign  to  discourage 
inward  migration  of  physicians  into  Pennsyl- 
vania under  the  title,  ‘You  Have  No  Friends 
in  Pennsylvania.'  " The  House  approved  the 
amendment.  It  was  moved  and  seconded 
from  the  floor  of  the  House  to  refer  Resolu- 
tion 85-12  as  amended  to  the  Board  of  Trust- 
ees for  study.  The  House  rejected  the  motion 
to  refer.  The  House  rejected  Resolution  85- 
12. 


Resolution  85-26,  Federal  Tax  Credit 
for  Malpractice  Premiums 
RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  encourage  and  exhort  our  legisla- 
tors to  propose  and  support  financial  relief 
for  physicians  in  the  form  of  dollar-for-dollar 
federal  tax  credit  for  malpractice  premiums; 
and  be  it  further 

RESOLVED,  To  inform  the  public  that  by 
supporting  such  legislation  they  help  to  con- 
tain their  health  care  cost  by  keeping  physi- 
cians’ fees  down;  and  be  it  further 
RESOLVED,  That  this  resolution  be  re- 
ferred to  the  American  Medical  Association 
for  its  implementation. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-26. 

Your  reference  committee  heard  mostly 
negative  testimony  on  this  resolution  and 
felt  that  the  public’s  perception  and  accep- 
tance of  such  tax  credits  for  physicians 
would  be  less  than  enthusiastic. 

The  House  rejected  Resolution  85-26. 

Resolution  85-28,  Good  Faith 
Standard  of  Care 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  adopt  “Good  faith"  as  the  stan- 
dard of  care  in  the  Commonwealth. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-28. 

Your  reference  committee  heard  a moder- 
ate amount  of  testimony  on  this  resolution. 
This  testimony  did  not  shed  enough  light  on 
what  the  good  faith  standard  of  care  is  to  al- 
low a recommendation  to  adopt. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  refer  Resolution  85-28  to  the 
Board  of  Trustees.  The  House  rejected  the 
motion  to  refer.  The  House  rejected  Resolu- 
tion 85-28. 

Resolution  85-29,  Implementation  of 
Resolution  83-26 

RESOLVED,  That  this  House  of  Dele- 
gates ask  the  PMS  Board  of  Trustees  to  im- 
plement the  recommendations  proposed  by 
the  Interspecialty  Committee  in  Resolution 
77-19.” 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-29. 

Your  reference  committee  heard  both  pro 
and  con  testimony  on  this  resolution  and  a 
substitute  resolution  offered  by  the  author  at 
the  hearing.  Testimony  was  presented  that 
the  Task  Force  on  Medical  Liability  Insur- 
ance had  considered  Resolution  83-26  during 
its  deliberations  on  medical  liability  tort  re- 
form and  did  not  include  it  in  its  legislative 
package. 

The  following  substitute  resolution  was  of- 
fered from  the  floor  of  the  House: 

“WHEREAS,  The  professional  liability 
crisis  continues  to  worsen;  and 
WHEREAS,  Further  escalation  of  premi- 
ums to  even  more  unaffordable  intolerable 
levels  is  imminent  and  inevitable  under  the 
present  system;  and 

WHEREAS,  Such  premium  increases  ulti- 
mately raise  medical  cost  without  improving 
the  quality  of  care;  and 
WHEREAS,  All  other  diligent  and  best  ef- 
forts of  the  Pennsylvania  Medical  Society 
and  PMSLIC  have  been  futile;  and 
WHEREAS,  The  climate  for  countersuit 
and  judicial  review  has  changed;  and 
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WHEREAS,  In  1977,  there  was  a resolu- 
tion (77-19)  introduced  that  asked  the  PMS 
Board  to  implement  a Claims  Review  Proce- 
dure; and 

WHEREAS,  Such  resolution  has  not  been 
acted  upon,  this  substitute  resolution  is  now 
presented: 

1 . All  professional  liability  cases  involving 
PMS  members  may  be  submitted  for  review 
to  a Claims  Review  Committee  to  be  estab- 
lished by  each  specialty.  A fee  of  $300  will  be 
charged  for  each  case,  such  fee  to  be  paid  by 
the  member.  Of  that  fee,  $100  will  be  paid  to 
PMS  for  administrative  costs  and  $200  to  a 
defense  lawyer  for  writing  a summary  of  the 
case  and  his  legal  opinion.  If  possible,  an  MD 
who  is  also  a lawyer  will  be  hired  for  this  pur- 
pose. This  report  will  be  returned  to  the  in- 
jured party  (accused),  the  PMS,  and  the 
chairman  of  the  Claims  Review  Committee  of 
the  member’s  society  as  well  as  the  review- 
ers. If  asked  to  serve  as  an  expert  witness, 
the  reviewer’s  fee  will  be  paid  by  the  liability 
insurance  company  involved.  Otherwise, 
there  will  be  no  charge  for  such  reviews.  Such 
reviews  will  obviously  not  be  legally  binding 
and  do  not  constitute  the  opinion  of  the  PMS 
or  specialty  society  involved.  Technically,  the 
reviewing  lawyer  will  be  hired  by  the  mem- 
ber. 

2.  The  disposition  of  all  cases  will  be  re- 
ported to  the  PMS  and  specialty  claims  re- 
view committees.  PMS  will  establish  a data- 
base to  include  names  of  accused,  plaintiffs, 
lawyers,  and  judgments  rendered  on  payouts 
made.  The  data  compiled  will  serve  as  a form 
of  peer  review. 

3.  Any  member  who  submits  a casse  to 
the  Claims  Review  Committee  may  also  sub- 
mit a report  to  the  PMS  if  he  feels  false  or 
misleading  medical  information  has  been  ren- 
dered during  the  course  of  litigation;  and 

WHEREAS,  The  amended  resolution  can 
be  implemented  without  significant  financial 
impact,  therefore  be  it 

RESOLVED,  That  this  House  of  Dele- 
gates ask  the  PMS  Board  of  Trustees  to  im- 
plement this  resolution  within  six  months.” 

The  House  referred  substitute  Resolution 
85-29  to  the  Board  of  Trustees. 

Resolution  85-31,  Statewide 
Legislative  Committee  Appointment 

RESOLVED,  That  a statewide  committee 
be  appointed  to  work  with  the  legislative 
committee  and  that  the  statewide  committee 
be  independent  of  the  present  Task  Force  on 
Professional  Liability  Insurance  and  that  the 
statewide  committee  consist  of  one  physician 
appointed  by  each  county  medical  society 
which  in  turn  would  select  a committee  of 
seven  to  represent  it  consisting  of  one  each 
from  Philadelphia,  Allegheny,  and  Montgom- 
ery counties  plus  four  members-at-large  to  be 
selected  by  the  appointees  from  the  other 
counties  with  representatives  from  Philadel- 
phia, Allegheny,  and  Montgomery  counties 
having  no  vote  in  the  selection  of  the  four 
members-at-large. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-31. 

Your  reference  committee  heard  little  testi- 
mony on  this  resolution  and  felt  that  its 
adoption  would  not  be  consistent  with  recom- 
mendations contained  in  Report  B of  the 
Task  Force  on  Medical  Liability  Insurance. 

The  House  rejected  Resolution  85-31. 


Report  A,  Council  on  Medical 
Economics 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  the  recommendation 
contained  in  Report  A of  the  Council  on  Med- 
ical Economics.  Mr.  Speaker,  your  reference 
committee  recommends  that  the  remainder 
of  Report  A of  the  Council  on  Medical  Eco- 
nomics be  filed. 

Your  reference  committee  heard  consider- 
able negative  testimony  on  this  recommenda- 
tion. 

The  House  rejected  the  recommendation 
contained  in  Report  A of  the  Council  on  Med- 
ical Economics.  The  House  approved  filing 
the  remainder  of  Report  A. 

Report  D,  Board  of  Trustees: 
Resolution  84-20,  Statewide  Fee 
System  for  Blue  Shield 

Mr.  Speaker,  your  reference  committee  rec- 
ommends approval  of  Report  D of  the  Board 
of  Trustees. 

Your  reference  committee  heard  no  testi- 
mony on  this  report. 

The  House  approved  Report  D. 

Resolution  85-3,  Blue  Shield/Blue 
Cross 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  for  the  introduction  of  leg- 
islation which  would  remove  the  special  sta- 
tus of  Blue  Shield  and  Blue  Cross  and  have 
these  companies  treated  in  the  same  manner 
as  all  other  health  insurers  operating  in  the 
Commonwealth  of  Pennsylvania. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolu  tion  85-3. 

Your  reference  committee  heard  testimony 
that  indicated  there  was  a lack  of  specificity 
in  the  resolved  of  this  resolution  and  there- 
fore cannot  recommend  adoption. 

The  House  adopted  Resolution  85-3. 

Resolution  85-4,  Physician  Payment 
by  Insurers 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  for  appropriate  laws  and 
regulations  that  would  require  insurance 
companies  doing  business  in  Pennsylvania  to 
make  direct  payment  to  any  physician  all  ap- 
propriate monies  due  based  only  on  the  re- 
quirement that  the  patient  has  agreed  to  an 
assignment  of  the  claim;  and  be  it  further 

RESOLVED,  That  the  laws  and/or  regula- 
tions enacted  would  insure  that  in  no  manner 
could  the  right  of  assignment  of  direct  pay- 
ment be  waived  by  the  individual  patient  or 
by  anyone  entering  into  a contract  on  behalf 
of  a patient. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-4. 

Your  reference  committee  heard  little  testi- 
mony on  this  resolution. 

The  House  adopted  Resolution  85-4. 

Resolution  85-8,  Medical  Cost 
Reimbursement 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  lobby  with  the  legislature  of  the 
Commonwealth  of  Pennsylvania  for  appro- 
priate laws  and  regulations  providing  for  uni- 
form fees  to  be  paid  all  providers  for  the  tech- 
nical component  of  procedures;  and  be  it 
further 


RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  communicate  these  concerns  to 
the  Pennsylvania  members  of  the  U.S.  Con- 
gress and  other  appropriate  persons  and 
agencies  in  Washington,  DC;  and  be  it  fur- 
ther 

RESOLVED,  That  the  Pennsylvania  Dele- 
gation to  the  American  Medical  Association 
introduce  an  appropriate  resolution  for 
action  by  the  AM  A insofar  as  payments  un- 
der federal  programs  are  involved. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-8  be  referred  to 
the  Board  of  Trustees. 

Your  reference  committee  heard  testimony 
that  the  Council  on  Medical  Economics  has 
been  meeting  with  both  Blue  Shield  and  Blue 
Cross  regarding  payment  of  a technical  com- 
ponent to  physicians. 

The  House  approved  referring  Resolution 
85-8. 


Resolution  85-19,  Due  Process  by 
Third  Parties 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  support  the  development  of  a de- 
tailed uniform  due  process  protocol  that 
third  parties  and  their  intermediaries  are  to 
use  in  their  evaluation  and  investigation  of 
individual  physicians  for  misutilization, 
fraud,  etc. 

Mr  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  85-19. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution. 

The  House  adopted  Resolution  85-19. 

Resolution  85-20,  Balance  Billing 

RESOLVED,  That,  regardless  of  the  con- 
figuration of  any  new  reimbursement  pro- 
posals for  physicians,  the  Pennsylvania  Med- 
ical Society  steadfastly  defend  the  principle 
of  preserving  the  physician's  right  to  balance 
bill  a patient  who  is  able  to  make  up  the  dif- 
ference between  a third  party  payment  and  a 
reasonable  price  for  the  services. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends adoption  of  Resolution  85-20. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution. 

The  House  adopted  Resolution  85-20. 

Resolution  85-23,  Preadmission 
Certification 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  endorse  the  policy  that  precertifi- 
cation be  handled  between  the  patient  (sub- 
scriber) and  the  insurance  carrier. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-23. 

Your  reference  committee  heard  only  nega- 
tive testimony  on  this  resolution  and  feels 
strongly  that  its  adoption  would  have  an  ad- 
verse effect  on  patient  satisfaction. 

The  House  rejected  Resolution  85-23. 

Resolution  85-25,  National  Fee 
Schedule  With  Regional  Variations 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society,  through  its  appropriate  councils 
and  delegations,  support  the  development  of 
a national  fee  schedule  with  regional  varia- 
tions to  be  adjusted  annually  based  on  a Con- 
sumer Price  Index. 
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Mr.  Speaker  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-25. 

Your  reference  committee  heard  negative 
testimony  on  this  regulation.  It  should  be 
noted  that  this  resolution  is  at  odds  with  the 
AMA  position  on  physician  reimbursement. 

The  following  substitute  resolution  was  of- 
fered from  the  floor  of  the  House,  "RE- 
SOLVED, That  the  Pennsylvania  Medical 
Society,  through  its  appropriate  councils  and 
delegations,  support  the  development  of  a 
national  reimbursement  schedule  with  re- 
gional variations  to  be  adjusted  annually 
based  on  agreed  upon  economic  indexes  such 
as  the  Consumer  Price  Index."  The  House  re- 
ferred substitute  Resolution  85-25  to  the 
Board  of  Trustees. 

Resolution  85-27,  Supervision  of  Home 
Care 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  petition  government  and  other 
third-party  carriers  in  the  state  at  all  possible 
levels  to  allow  for  reasonable  renumeration 
for  the  time  involved  in  this  supervision;  and 
be  it  further 

RESOLVED,  That  this  or  a similar  resolu- 
tion be  submitted  to  the  AMA  House  of  Del- 
egates at  the  December  1985  meeting  for  na- 
tional consideration. 

Mr.  Speaker  your  reference  committee  rec- 
ommends adoption  of  Resolution  85-27,  as 
amended. 

The  first  resolved  was  amended  as  follows 
for  clarity: 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  petition  government  and  other 
third  party  carriers  in  the  state  at  all  possible 
levels  to  allow  for  reasonable  remuneration 
for  the  time  involved  in  the  supervision  of 
home  care.  . . . 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution. 

The  House  adopted  as  amended  Resolution 
85-27. 

Resolution  85-24,  Legal  Defense  Fund 
for  Physicians 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  create  a legal  defense  fund,  capi- 
talized by  an  emergency  assessment  of  all 
PMS  members;  and  be  it  further 

RESOLVED,  That  the  purpose  of  the  legal 
defense  fund  be  to  pay  legal  expenses  of  any 
Society  member  who  raises  his  fees  in  re- 
sponse to  the  increase  in  legitimate  business 
expenses;  and  be  it  further 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society,  through  the  American  Medical 
Asssociation,  encourage  all  state  medical  so- 
cieties to  establish  similar  defense  funds. 

Mr.  Speaker  your  reference  committee  rec- 
ommends rejection  of  Resolution  85-24. 

Your  reference  committee  heard  no  positive 
testimony  on  this  resolution.  In  addition, 
this  resolution,  if  adopted,  could  have  ad- 
verse legal  ramifications  for  the  Society. 

The  House  rejected  Resolution  85-24. 

Resolution  85-40,  Recondemnation  of 
the  Discriminatory  Character  of  the 
Deficit  Reduction  Act  of  1984 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  ask  the  AMA  to  speed  up  and 
intensify  its  efforts  to  rapidly  identify  in- 
jured parties  and  establish  reasons  to  appeal 


the  lower  court's  dismissal  and  join  with  oth- 
ers anxious  to  establish  the  unconstitutional- 
ity of  such  discriminating  legislation. 

Mr.  Speaker  your  reference  committee  rec- 
ommends adoption  of  Resolution  85-40. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  this  resolution. 

The  House  adopted  Resolution  85-40. 

Report  L,  Board  of  Trustees:  Ad  Hoc 
Committee  on  Medicaid 
Reimbursement 

Mr.  Speaker  your  reference  committee  rec- 
ommends approval  of  Report  L of  the  Board 
of  Trustees. 

Your  reference  committee  heard  only  posi- 
tive testimony  on  the  recommendation  con- 
tained in  Report  L,  to  applaud  the  efforts  of 
Dr.  Greissinger  to  improve  the  Medical  As- 
sistance program. 

The  House  approved  Report  L. 

John  H.  Hobart,  MD,  Northampton 
County,  Third  District  trustee,  introduced 
Jerome  E.  Bogutz,  Esq.,  president  of  the 
Pennsylvania  Bar  Association,  who  pre- 
sented a brief  speech  to  the  House  of  Dele- 
gates on  the  professional  liability  situation. 

Reference  Committee  F 

Presented  by:  Robert  M.  Pilewski,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates,  Reference  Committee  F has  con- 
sidered all  of  the  items  in  the  index.” 

Report  A,  Council  on  Membership 

Mr.  Speaker  Reference  Committee  F rec- 
ommends that  Report  A of  the  Council  on 
Membership  be  filed. 

While  Report  A of  the  Council  on  Member- 
ship is  informational,  it  should  in  no  way 
minimize  the  importance  of  the  recruitment 
and  retention  activities  of  the  State  Society. 
Your  reference  committee  applauds  the  ef- 
forts of  the  Council  on  Membership  that 
have  in  the  past  two  years  led  to  unprece- 
dented increases  in  PMS  membership.  We 
would  like  to  give  special  recognition  to  its 
Chairman,  Jonathan  E.  Rhoads  Jr.,  MD,  and 
to  Roberta  L.  Schneider,  MD,  for  their  out- 
standing contributions.  The  12-county  medi- 
cal societies  in  the  primary  recruitment  tar- 
get area,  as  well  as  the  medical  student  and 
resident  physician  sections,  are  to  be  com- 
mended for  their  active  support  of  the  Coun- 
cil’s comprehensive  program. 

The  House  approved  filing  Report  A. 

“The  following  items  have  been  grouped 
together  in  a waiver  of  debate  list;  no  testi- 
mony was  heard  and  the  Committee  feels 
that  the  items  are  of  a noncontroversial  na- 
ture.” 

Mr.  Speaker  Reference  Committee  F rec- 
ommends that  the  following  two  items  be 
filed: 

Report  A,  Medical  Student  Section 

Report  A,  Resident  Physician  Section 

The  House  approved  filing  the  waiver  of 
debate  items. 

Reference  Committee  G 
Presented  by:  John  Helwig  Jr.,  MD 

“Mr.  Speaker,  members  of  the  House  of 
Delegates,  Reference  Committee  G has  con- 
sidered all  of  the  items  in  the  index. 

“The  following  items  have  been  grouped 


together  in  a waiver  of  debate  list;  no  testi- 
mony was  heard  and  the  committee  feels  that 
the  items  are  of  a noncontroversial  nature.” 
Mr.  Speaker  your  reference  committee  rec- 
ommends that  the  following  items  be  filed: 

Report  A,  Board  of  Trustees 
Report  N,  Board  of  Trustees:  Future 
Dates  of  Annual  Business  Meeting 
Report  S,  Board  of  Trustees: 
Committee  on  Long  Range 
Assessment 

Necrology  Report,  Board  of  Trustees 

Report  A,  Treasurer 

Report  A,  Auditor 

Report  A,  Executive  Vice  President 

Report  A,  Secretary 

Report  A,  Pennsylvania  Delegation  to 

the  AMA 

Report  A,  Advisory  Committee  to  the 
Auxiliary 

Report  A,  Committee  on  Medical 
Benevolence 

Report  A,  Advisory  Committee  on 
Professionalism 

District  Reports:  First  Through 
Twelfth,  Specialty  Society  Trustee, 
Resident,  and  Medical  Student 

PMS  Educational  and  Scientific  Trust 
Annual  Report 

Address  of  the  PMS  President, 

D.  Ernest  Witt,  MD 

Address  of  the  PMSA  President,  Mrs. 

William  J.  West 

The  House  approved  filing  the  waiver  of 
debate  items. 

Report  B,  Board  of  Trustees:  Format 
for  PMS  State  Dinner  (Resolution 
82-11) 

Mr.  Speaker  your  reference  committee  rec- 
ommends that  Report  B of  the  Board  of 
Trustees,  which  calls  for  continuation  of  the 
presidential  inauguration  and  reception  for- 
mat, be  approved. 

Your  reference  committee  heard  no  testi- 
mony on  this  issue.  The  committee  is  aware 
of  the  general  satisfaction  of  the  delegates 
with  the  format. 

The  House  approved  Report  B. 

The  following  items  were  considered  to- 
gether. 

Report  E,  Board  of  Trustees:  Ad  Hoc 
Committee  on  Public  Relations 
Report  Q,  Board  of  Trustees: 
Mandatory  Special  Assessment  for 
Public  Relations  Program 
Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  E of  the  Board  of 
Trustees,  which  calls  for  the  implementation 
of  the  statewide  public  relations  campaign, 
be  approved  and  amended  by  addition  to  per- 
mit the  Board  of  Trustees  the  latitude  to  allo- 
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cate  expenditures  proportionate  to  the  need 
and  importance  of  the  priorities. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  Q of  the  Board  of 
Trustees,  which  calls  for  a three-year  manda- 
tory special  assessment  of  $55  per  year  per 
full  dues-paying  member  and  a proportionate 
amount  for  other  members  and  establishes  a 
policy  for  payment  of  the  assessment  by 
members  terminated  from  membership  for 
non-payment  prior  to  readmission,  be  ap- 
proved. 

Your  reference  committee  heard  pros  and 
cons  of  the  proposal,  but  felt  that  the  discus- 
sion favored  the  implementation  of  the  pro- 
gram. Presentations  and  responses  by  mem- 
bers of  the  ad  hoc  committee  and  the  public 
relations  firm  indicated  sufficient  flexibility 
in  the  program  to  address  the  emerging  is- 
sues, such  as  the  professional  liability  insur- 
ance crisis,  and  the  flexibility  to  avoid  dupli- 
cation of  effort  with  other  programs. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  recommendation 
concerning  Report  E by  deleting  the  words, 
“.  . . the  need  and  importance  of  the  priori- 
ties." and  inserting  the  words  “.  . . other 
needs,  such  as  malpractice.”  The  House  re- 
jected this  amendment.  The  House  approved 
Report  E which  calls  for  the  implementation 
of  the  statewide  public  relations  campaign, 
and  approved  the  amendment  by  addition  to 
permit  the  Board  of  Trustees  the  latitude  to 
allocate  expenditures  proportionate  to  the 
need  and  importance  of  the  priorities. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  recommendation 
to  state  that  residents  and  medical  students 
pay  a proportionate  amount.  The  House  re- 
jected the  amendment. 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  amend  the  recommendation 
by  stating  that  the  $55  be  a dues  increase 
rather  than  a special  assessment.  It  was 
moved  from  the  floor  of  the  House  to  further 
amend  the  motion  by  stating  that  the  $55 
dues  increase  be  a specified  fund  for  the  pub- 
lic relations  program.  This  amendment  failed 
for  lack  of  a seconding  vote.  The  House  re- 
jected the  amendment  that  the  $55  be  a dues 
increase.  The  House  approved  the  recom- 
mendation that  Report  Q which  calls  for  a 
three-year  mandatory  special  assessment  of 
$55  per  year  per  full  dues  paying  member 
and  a proportionate  amount  for  other  mem- 
bers and  establishes  a policy  for  payment  of 
the  assessment  by  members  terminated  from 
membership  for  nonpayment  prior  to  re- 
admission be  approved. 

Report  J,  Board  of  Trustees: 

Allocation  to  Support  Medical  Student 
Loan  Program 

Report  A,  Committee  on  Aid  to 
Education 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  J of  the  Board  of 
Trustees  and  Report  A of  the  Committee  on 
Aid  to  Education,  which  call  for  a $10  alloca- 
tion from  the  1986  annual  membership  as- 
sessment to  support  the  student  loan  pro- 
gram, be  approved. 

Your  reference  committee  heard  only  testi- 
mony in  support  of  this  action  and  the  appre- 
ciation of  the  delegate  representing  medical 
students.  Members  of  the  House  of  Dele- 


gates should  be  urged  to  support  the  student 
loan  program  with  individual  tax-deductible 
contributions  to  the  FMS  Educational  and 
Scientific  Trust. 

The  House  approved  Report  J and  Report 
A. 

Report  O,  Board  of  Trustees: 
Designation  of  I.C.  System,  Inc.  as 
Endorsed  Collection  Agency  of  PMS 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Report  O of  the  Board  of 
Trustees  calling  for  the  designation  of  I.C. 
System,  Inc.  as  endorsed  collection  agency  of 
PMS  be  rejected. 

Your  reference  committee  heard  no  testi- 
mony concerning  this  matter.  However,  the 
arguments  against  the  issue,  when  it  was 
previously  presented,  appeared  to  still  be 
valid.  Further,  the  public  reaction  to  collec- 
tion agencies  might  be  detrimental  to  our 
public  image  as  physicians. 

The  House  rejected  Report  O. 

Resolution  85-10,  PMS  Clinical 
Meeting 

RESOLVED,  That  the  Pennsylvania  Med- 
ical Society  reestablish  the  Annual  Clinical 
Meeting  for  the  membership. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Resolution  85-10  calling  for 
the  reestablishment  of  the  PMS  annual  clini- 
cal meeting  for  the  membership  be  rejected. 

Your  reference  committee  heard  no  testi- 
mony on  this  issue.  The  problems  of  develop- 
ing a major  scientific  program  of  interest  to 
all  physicians  and  the  continued  growth  of 
competing  specialty  and  other  programs  do 
not  support  consideration  of  reestablishing 
such  a meeting. 

The  House  rejected  Resolution  85-10. 

Address  of  the  PMS  President  Elect, 

R.  William  Alexander,  MD 
Recommendation  1,  Support  of  Public 
Relations  Program  and  Funding 
Recommendation  5,  Instructing  PMS 
Board  to  Bring  Together  Leaders  of 
Administrative  Councils  and 
Commissions  to  Identify  Goals, 
Programs,  and  Resources  Available. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  1 of  the  ad- 
dress of  the  president  elect  calling  for  support 
of  a public  relations  program  and  funding  be 
filed. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  Recommendation  5 of  the  ad- 
dress of  the  president  elect  instructing  the 
PMS  Board  to  bring  together  leaders  of  ad- 
ministrative councils  and  commissions  to 
identify  goals,  programs,  and  resources  avail- 
able be  approved. 

Mr.  Speaker,  your  reference  committee  rec- 
ommends that  the  remainder  of  the  address 
of  the  president  elect  be  filed. 

Your  reference  committee  felt  that  the  in- 
tent of  Recommendation  1 of  the  address  of 
the  president  elect  which  urged  the  approval 
and  funding  of  the  public  relations  program 
was  met  with  the  approval  of  Reports  E and 
Q of  the  Board  of  Trustees. 

The  House  approved  filing  Recommenda- 
tion 1 of  the  president  elect. 


The  House  approved  Recommendation  5 of 
the  president  elect. 

The  House  approved  filing  the  remainder 
of  the  address  of  the  president  elect. 

Annual  Assessment 

Gerald  L.  Andriole,  MD,  chairman  of  the 
Finance  Committee  of  the  Board  of  Trustees, 
presented  the  following  report  containing  the 
recommendation  of  the  Finance  Committee 
that  the  annual  assessment  for  full  dues- 
paying  members  remain  at  $275  annually. 

“Mr.  Speakers,  members  of  the  House  of 
Delegates:  at  the  first  session  of  this  House, 

I presented  to  you  a report  on  the  1986  bud- 
get. The  members  of  the  Board  of  Trustees 
and  the  Finance  Committee  have  taken  care- 
ful note  of  the  actions  of  this  House  of  Dele- 
gates. 

“The  Board  of  Trustees  recommends  that 
student  members'  dues  be  $5. 

“The  House  has  approved  a report  from 
the  Board,  recommending  that  $10  from  the 
1986  annual  assessment  be  allocated  to  the 
Educational  and  Scientific  Trust.  Subject  to 
House  approval  of  the  Committee's  recom- 
mendations, the  Finance  Committee  will  in- 
troduce a resolution  at  the  reorganization 
meeting  of  the  Board  of  Trustees,  instructing 
the  treasurer  of  the  Society  to  make  the  ap- 
propriate distribution  to  The  Educational 
and  Scientific  Trust. 

“The  House  of  Delegates  has  approved  the 
Board’s  proposal  for  a public  relations  pro- 
gram as  described  in  Report  E of  the  Board 
of  Trustees.  The  House  has  also  approved 
Report  Q of  the  Board,  recommending  the  es- 
tablishment of  a three-year  mandatory  spe- 
cial assessment  of  $55  specifically  dedicated 
to  the  public  relations  program,  including 
any  income  these  funds  may  generate. 

“In  light  of  these  actions,  the  Finance 
Committee  recommends  that  the  regular 
dues  for  1986  remain  at  $275  annually  for 
each  full  dues-paying  member  and  a propor- 
tionate share  thereof  for  members  in  other 
dues-paying  categories. 

"When  the  $10  allocation  for  the  Educa- 
tional and  Scientific  Trust  is  deducted,  this 
means  that  $265  of  the  regular  dues  assess- 
ment of  each  full  dues-paying  member  will  be 
available  to  the  general  fund  for  operating 
expenses  of  the  Society." 

It  was  moved  and  seconded  from  the  floor 
of  the  House  to  approve  the  recommendation 
of  the  Finance  Committee  that  the  1986  an- 
nual assessment  remain  at  $275  per  active 
member.  Of  this,  4.44  percent  ($10)  will  be  al- 
located to  the  Educational  and  Scientific 
Trust.  The  House  approved  this  motion. 

Delegates  spoke  from  the  floor  of  the 
House  to  extend  congratulations  to  Dr.  Har- 
rop  upon  his  election  as  vice  president  and 
also  appreciation  for  his  leadership  and  guid- 
ance as  Speaker  of  the  House  of  Delegates. 
Dr.  Raub  also  extended  thanks  to  Dr.  Harrop 
for  his  help  and  guidance. 

Delegates  also  spoke  from  the  floor  to 
thank  Philadelphia  County  for  their  hospital- 
ity and  graciousness. 

The  House  of  Delegates  adjourned  at  12:12 

p.m. 

Respectfully  submitted, 

Donald  E.  Harrop,  MD,  Speaker 
James  A.  Raub,  MD,  Vice  Speaker 
G.  Winfield  Yarnall,  MD,  Secretary 
James  E.  Paxton,  Assistant  Secretary 
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Dues  structure  and  membership  categories 


1.  Medical  student 

Students  enrolled  in  an  accredited  medical 
school  program  may  join  at  the  county  level, 
but  it  is  not  required.  (Full  Dues— January  1 
through  June  30;  Half  Dues— July  1 through 
November  1) 

Dues:  PMS  full  = $13.75;  PMS  half  = 
$6.88;  AMA  full  = $20;  AMA  half  = $10. 

2.  Resident  (first  year  of  postgraduate 
study) 

For  any  resident  who  has  graduated  from 
an  accredited  medical  school  and  is  serving  in 
an  approved  training  program,  PMS  will  re- 
imburse the  county  10  percent  of  the  annual 
assessment.  The  free  membership  in  PMS  be- 
gins as  soon  as  possible  upon  acceptance  into 
residency  and  continues  until  December  31  of 
the  next  year. 

Dues:  PMS  = dues  exempt;  AMA  full  = 
$45;  AMA  half  = $22.50. 

3.  Resident  ( after  first  year  postgraduate 
study) 

This  category  includes  any  resident  serv- 
ing in  an  approved  training  program  who  has 
been  out  of  medical  school  for  more  than  one 
year.  This  includes  physicians  who,  after 
graduating  from  medical  school,  did  not  im- 
mediately begin  residency  programs.  (Full 
Dues— January  1 through  June  30;  Half 
Dues— July  1 through  November  1) 

Dues:  PMS  full  = $27.50;  PMS  half  = 
$13.75;  AMA  full  = $45;  AMA  half  = 
$22.50. 

4.  Active  (newly  licensed) 

Physicians  who  have  just  been  licensed  to 
practice  medicine  in  the  state  of  Pennsylva- 
nia and  are  not  in  a training  program  are  in 
this  category.  This  includes  physicians  who 
previously  have  been  licensed  to  practice 
medicine  in  another  state.  This  free  member- 
ship begins  at  the  time  the  physician  is 
granted  his  license  and  continues  to  the  end 
of  the  first  full  calendar  year  of  practice.  The 
AMA  does  not  give  any  dues  reduction 
based  on  licensure.  The  physician  may  qual- 
ify for  a dues  reduction  under  another  classi- 
fication. 

Dues:  PMS  = dues  exempt;  AMA  full  = 
$330;  AMA  half  = $165.00. 

Example:  Physician  joined  in  March, 
1983— dues  exempt  for  1983  and  1984. 
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5.  Active  (first  year  in  practice) 

Active  members  in  their  first  full  calendar 
year  of  practice  following  completion  of  a 
training  program  pay  half  dues  for  this  year. 
Those  who  join  after  completing  a residency 
in  June  pay  1U  dues,  and  they  also  qualify  for 
a half  dues  reduction  for  the  following  full 
year.  (Half  dues— January  1 through  June 
30;  Vt  dues— July  1 through  November  1;  lk 
dues  for  next  full  succeeding  year) 

Dues:  PMS  full  = $137.50;  lk  = $68.75; 
AMA  full  = $165;  half  = $82.50. 

Examples:  Physician  joined  January, 
1984— dues  for  1984  are  $137.50,  dues  for 
1985  are  $275.  Physicians  joined  July,  1984- 
dues  for  1984  are  $68.75,  dues  for  1985  are 
$137.50. 

6.  Active  (second  year  in  practice) 

Active  members  in  their  second  full  calen- 
dar year  of  practice  are  given  a dues  reduc- 
tion. (3U  Dues— January  1 through  June  30; 
half  of  % Dues— July  1 through  November  1; 
3U  dues  for  next  full  succeeding  year) 

Dues:  PMS  = $206.25;  PMS  half  of  % = 
$103.13;  *AMA  full  = $248;  AMA  half  = 
$124. 

Examples:  Physicians  joined  January, 
1984— dues  for  1984  are  $206.25,  dues  for 
1985  are  $275.  Physician  joined  July,  1984- 
dues  for  1984  are  $103.13,  dues  for  1985  are 
$206.25. 

♦indicates  reduced  rate 

7.  Full  Active 

Any  physician  who  holds  or  is  eligible  to 
hold  any  unrestricted  license  to  practice  med- 
icine in  the  state  of  Pennsylvania  is  in  this 
category.  (Full  dues  — January  1 through 
June  30;  half  dues  — July  1 through  Novem- 
ber 1) 

Dues:  PMS  full  = $275;  PMS  half  = 
$137.50;  AMA  full  = $330;  AMA  half  = 
$165. 

8.  Senior  Active 

This  category  includes  any  physician  who 
is  65  years  old  before  January  1 and  has  at 
least  30  years  of  continuous  membership. 

Dues:  PMS  = $137.50;  AMA  = $330  (un- 
less retired);  AMA  retired  = dues  exempt. 

Examples:  Physician  is  age  65  with  30 
years  membership  and  practices  less  than  20 
hours  per  week.  Dues:  PMS  = $137.50; 
AMA  = dues  exempt.  Physician  is  age  65 
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with  30  years  membership,  and  practices 
more  than  20  hours  per  week.  Dues:  PMS  = 
$137.50;  AMA  = $330.00. 

9.  Associate 

This  category  includes  any  physician  who 
is  70  years  old  before  January  1 and  has  at 
least  30  years  of  continuous  membership. 

Dues:  AMA  = dues  exempt;  PMS  options: 
Associate  before  1982  = dues  exempt.  Asso- 
ciate after  1984  = $275.00  one  time  lifetime 
assessment,  or  $27.50  paid  yearly,  or  dues  ex- 
empt with  no  PMS  mailings  received. 

10.  Affiliate 

A physician  who  was  once  active  in  a 
county  society,  and  who  currently  is  not  en- 
gaged in  active  practice  within  that  county 
can  be  an  affiliate  member.  Physicians  may 
qualify  for  this  type  of  membership  if  they 
are:  (a)  members  of  national  medical  societies  of 
foreign  countries;  (b)  American  physicians 
whether  or  not  licensed  to  practice  medicine 
and  surgery  in  Pennsylvania  engaged  in  mis- 
sionary or  philanthropic  labors;  (c)  Full-time 
teachers  of  medicine  or  the  arts  and  sciences 
allied  to  medicine  who  are  not  holders  of  an 
unrestricted  license  to  practice  medicine  in 
Pennsylvania;  *(d)  Physicians,  whether  or 
not  fully  licensed  to  practice  medicine  in 
Pennsylvania,  who  are  retired  from  active 
practice;  must  be  over  65  for  AMA  dues  re- 
duction. (e)  Physicians  in  active  practice  who 
move  out  of  the  Commonwealth  if  they  main- 
tain active  membership  in  a county  society 
and  state  society  in  their  new  resident  state; 
(f)  Physicians  not  fully  licensed  to  practice  in 
Pennsylvania  who  are  engaged  in  research  or 
administrative  medicine  in  Pennsylvania. 

Dues:  PMS  = $27.50;  AMA  = $330.00,  ex- 
cept dues  exempt  where  indicated  by  *. 

11.  Disability 

This  category  is  for  physicians  who  ate  un- 
able to  practice  medicine  because  of  illness. 

Dues:  PMS  = Dues  exempt;  AMA  = Dues 
exempt. 

12.  Military 

A physician  who  is  temporarily  fulfilling  a 
military  obligation  (four  years  or  less)  may 
join  in  this  category. 

Dues:  PMS  = Dues  exempt;  AMA  Full  = 
$220.00,  AMA  half  = $110.00 
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Resolutions 

50  85-1  (Reference  Committee  A),  Subject: 
Seating  of  Delegate(s)  for 
Non-represen  ted  Counties  Within  the 
Same  District;  Introduced  by:  Joseph 
N.  Demko,  MD,  on  behalf  of  the 
Lackawanna  County  Medical  Society; 
Author:  Joseph  N.  Demko,  MD 
55  85.-2  (Reference  Committee  D),  Subject: 
Drinking  and  Driving;  Introduced  by: 
Charles  A.  Heisterkamp,  III,  MD,  on 
behalf  of  the  Lancaster  City  and 
County  Medical  Society;  Author: 
Charles  A.  Heisterkamp,  III,  MD 
58  85-3  (Reference  Committee  E),  Subject: 
Blue  Shield/Blue  Cross;  Introduced 
by:  Charles  A.  Heisterkamp,  III, 

MD,  on  behalf  of  the  Lancaster  City 


and  County  Medical  Society;  Author: 
Charles  A.  Heisterkamp,  III,  MD 
58  85-4  (Reference  Committee  E),  Subject: 
Physician  Payment  by  Insurers; 
Introduced  by:  Charles  A. 
Heisterkamp,  III,  MD,  on  behalf  of 
the  Lancaster  City  and  County 
Medical  Society;  Author:  Charles  A. 
Heisterkamp,  III,  MD 
56  85-5  (Reference  Committee  D),  Subject: 
Funding  for  Resident  Medical 
Education;  Introduced  by:  Charles  A. 
Heisterkamp,  III,  MD,  on  behalf  of 
the  Lancaster  City  and  County 
Medical  Society;  Author:  Charles  A. 
Heisterkamp,  III,  MD 

55  85-6  (Reference  Committee  D),  Subject: 

Corporal  Punishment  in  Schools; 
Introduced  by:  Charles  A. 
Heisterkamp,  III,  MD,  on  behalf  of 
the  Lancaster  City  and  County 
Medical  Society;  Author:  Charles  A. 
Heisterkamp,  III,  MD 
54  85-7  (Reference  Committee  B),  Subject: 
Prescription  Reporting  System; 
Introduced  by:  Charles  A. 
Heisterkamp,  III,  MD,  on  behalf  of 
the  Lancaster  City  and  County 
Medical  Society;  Author:  Charles  A. 
Heisterkamp,  III,  MD 
58  85-8  (Reference  Committee  E),  Subject: 
Medical  Cost  Reimbursement; 
Introduced  by:  Charles  A. 
Heisterkamp,  III,  MD,  on  behalf  of 
the  Lancaster  City  and  County 
Medical  Society;  Author:  Charles  A. 
Heisterkamp,  III,  MD 

56  85-9  (Reference  Committee  D),  Subject: 

Funding  for  Medical  Education; 
Introduced  by:  Charles  A. 
Heisterkamp,  III,  MD,  on  behalf  of 
the  Lancaster  City  and  County 
Medical  Society;  Author:  Charles  A. 
Heisterkamp,  III,  MD 
60  85-10  (Reference  Committee  G), 
Subject:  Pennsylvania  Medical 
Society  Clinical  Meeting;  Introduced 
by:  Charles  A.  Heisterkamp,  III, 

MD,  on  behalf  of  the  Lancaster  City 
and  County  Medical  Society;  Author: 
Charles  A.  Heisterkamp,  III,  MD 

56  85-11  (Reference  Committee  E), 

Subject:  Malpractice  Crisis; 
Introduced  by:  Donald  E.  Parlee, 

MD,  Secretary,  on  behalf  of  the 
Bucks  County  Medical  Society; 
Author:  Carl  I.  Simons,  MD,  Bucks 
County  Medical  Society 

57  85-12  (Reference  Committee  E), 

Subject:  A Modest  Proposal; 
Introduced  by:  Eugene  W.  Herron, 
MD,  Westmoreland  County  Medical 
Society;  Author:  Eugene  W.  Herron, 
MD 

57  85-13  (Reference  Committee  E), 
Subject:  Medical  Malpractice 
Insurance;  Introduced  by:  Edward  H. 
Dench,  Jr.,  MD,  on  behalf  of  the 
PMS  Hospital  Medical  Staff  Section; 
Author:  Helen  E.  DiSilvestro,  MD, 
Roxboro  Memorial  Hospital 
53  85-14  (Reference  Committee  C), 
Subject:  Cost  Containment; 
Introduced  by;  Edward  H.  Dench, 

Jr.,  MD,  on  behalf  of  the  PMS 


Hospital  Medical  Staff  Section; 
Author:  Henry  M.  Drinker.  MD. 
Chestnut  Hill  Hospital 

56  85-15  (Reference  Committee  E), 

Subject:  March  on  Harrisburg; 
Introduced  by:  Jonathan  E.  Rhoads, 
Jr.,  MD,  Secretary,  on  behalf  of  the 
Board  of  Directors  of  the 
Philadelphia  County  Medical  Society; 
Author:  John  Helwig,  Jr.,  MD, 
Philadelphia  County  Medical  Society 

57  85-16  (Reference  Committee  E), 

Subject:  Abolishment  of  Malpractice 
Insurance  Classes;  Introduced  by: 
Joseph  N.  Demko,  MD,  Lackawanna 
County  Medical  Society:  Author: 
Joseph  N.  Demko,  MD 

57  85-17  (Reference  Committee  E), 

Subject:  Equitable  PMSLIC 
Insurance  Premiums;  Introduced  by: 
Daniel  C.  Good,  MD,  on  behalf  of  the 
Pennsylvania  Neurosurgical  Society; 
Author:  Raymond  C.  Truex,  MD,  on 
behalf  of  the  Pennsylvania 
Neurosurgical  Society 
53  85-18  (Reference  Committee  C), 

Subject:  Access  to  Alternative 
Health  Care  Delivery  Systems; 
Introduced  by:  Ira  J.  Berman,  MD, 
Pennsylvania  Academy  of 
Dermatology;  Author:  Ira  J.  Berman, 
MD 

58  85-19  (Reference  Committee  E), 

Subject:  Due  Process  by  Third 
Parties;  Introduced  by:  James  R. 
Regan,  MD,  on  behalf  of  the 
Pennsylvania  Society  of  Internal 
Medicine;  Author:  Norman  Makous, 
MD,  on  behalf  of  the  Pennsylvania 
Society  of  Interned  Medicine 
58  85-20  (Reference  Committee  E), 

Subject:  Balance  Billing;  Introduced 
by:  James  R.  Regan,  MD,  on  behalf 
of  the  Pennsylvania  Society  of 
Internal  Medicine;  Author:  George  R. 
Fisher,  III,  MD,  on  behalf  of  the 
Pennsylvania  Society  of  Internal 
Medicine 

53  85-21  (Reference  Committee  C), 
Subject:  Amendment  to 
Pennsylvania's  Peer  Review 
Protection  Act;  Introduced  by: 
William  J.  West,  MD,  on  behalf  of 
the  Cumberland  County  Medical 
Society;  Author:  William  J.  West, 

MD 

52  85-22  (Reference  Committee  C), 

Subject:  Dissolution  of  Pennsylvania 
Medical  Care  Foundation;  Introduced 
by:  Howard  A.  Richter,  MD,  on 
behalf  of  the  Delaware  County 
Medical  Society;  Author:  Howard  A. 
Richter,  MD 

58  85-23  (Reference  Committee  E), 

Subject:  Preadmission  Certification; 
Introduced  by:  Augusto  N.  Delerme, 
MD,  Blair  County  Medical  Society; 
Author:  Augusto  N.  Delerme,  MD 

59  85-24  (Reference  Committee  E), 

Subject:  Legal  Defense  Fund  for 
Physicians;  Introduced  by:  Daniel  E. 
Hill,  MD,  Secretary,  Lycoming 
County  Medical  Society;  Author: 
Thomas  S.  Forker,  MD,  Lycoming 
County  Medical  Society 
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58  85-25  {Reference  Committee  E), 

Subject:  National  Fee  Schedule  with 
Regional  Variations;  Introduced  by: 
Joseph  M.  Skutches,  MD,  Secretary, 
on  behalf  of  the  Northampton 
County  Medical  Society;  Author: 

J.  Claude  Gaulin,  MD,  President,  on 
behalf  of  the  Northampton  County 
Medical  Society 

57  85-26  (Reference  Committee  E), 
Subject:  Federal  Tax  Credit  for 
Malpractice  Premiums;  Introduced 
by:  Richard  M.  Gash,  MD, 
Philadelphia  County  Medical  Society; 
Author:  Richard  M.  Gash,  MD 

59  85-27  (Reference  Committee  E), 

Subject:  Supervision  of  Home  Care; 
Introduced  by:  J.  Walter  Valenteen, 
MD,  on  behalf  of  the  Delaware 
County  Medical  Society;  Author: 

J.  Walter  Walenteen,  MD 
57  85-28  (Reference  Committee  E), 
Subject:  Good  Faith  Standard  of 
Care;  Introduced  by:  W.  Mead  Jones, 
MD,  Secretary,  on  behalf  of  the 
Montgomery  County  Medical 
Society;  Author:  Eugene  B.  Rex, 

MD,  on  behalf  of  the  Montgomery 
County  Medical  Society 

57  85-29  (Reference  Committee  E), 

Subject:  Implementation  of 
Resolution  83-26;  Introduced  by; 

W.  Mead  Jones,  MD,  Secretary,  on 
behalf  of  the  Montgomery  County 
Medical  Society;  Author:  Eugene  B. 
Rex,  MD,  on  behalf  of  the 
Montgomery  County  Medical  Society 
56  85-30  (Reference  Committee  D), 

Subject:  Right  to  Die  Legislation; 
Introduced  by:  W.  Mead  Jones,  MD, 
Secretary,  on  behalf  of  the 
Montgomery  County  Medical 
Society;  Author:  Alan  L.  Dorian, 

MD,  on  behalf  of  the  Montgomery 
County  Medical  Society 

58  85-31  (Reference  Committee  E), 

Subject:  Statewide  Legislative 
Committee  Appointment;  Introduced 
by:  H.  Craig  Bell,  MD,  on  behalf  of 
the  Montgomery  County  Medical 
Society;  Author:  H.  Craig  Bell,  MD 
54  85-32  (Reference  Committee  B), 
Subject:  Disturbing  Projected 
Physician  Population  Ratio; 
Introduced  by:  Erwin  A.  Cohen,  MD, 
on  behalf  of  the  Philadelphia  County 
Medical  Society;  Author:  Erwin  A. 
Cohen,  MD 

54  85-33  (Reference  Committee  B), 
Subject:  Physicians’  Office 
Laboratories;  Introduced  by:  James 
R.  Regan,  MD,  on  behalf  of  the 
Pennsylvania  Society  of  Internal 
Medicine;  Author:  James  R.  Regan, 
MD,  and  Bruce  L.  Thomas,  MD,  on 
behalf  of  the  Pennsylvania  Society  of 
Internal  Medicine 
54  85-34  (Reference  Committee  B), 

Subject:  Abolishment  of  Mandatory 
Premarital  Blood  Testing;  Introduced 
by:  Herbert  C.  Perlman,  MD,  on 
behalf  of  the  Cumberland  County 
Medical  Society;  Author:  Herbert  C. 
Perlman,  MD 

54  85-35  (Reference  Committee  B), 


Subject:  Mandatory  Blood  Screening 
for  Hepatitis  and  Acquired  Immune 
Deficiency  Syndrome  (AIDS); 
Introduced  by:  Thomas  D. 

Schonauer,  MD,  Secretary,  on  behalf 
of  the  York  County  Medical  Society; 
Author:  J.  Joseph  Danyo,  MD,  on 
behalf  of  the  York  County  Medical 
Society 

55  85-36  (Reference  Committee  B), 

Subject:  Truth  in  Occupational 
Testing  Legislation;  Introduced  by: 
Lewis  T.  Patterson,  MD,  Dauphin 
County  Medical  Society;  Author: 
Lewis  T.  Patterson,  MD 

56  85-37  (Reference  Committee  E), 

Subject:  Examination  of  Professional 
Liability  Situation;  Introduced  by: 
John  E.  Devenney,  MD,  on  behalf  of 
the  Montgomery  County  Medical 
Society;  Author:  John  E.  Devenney, 
MD 

53  85-38  (Reference  Committee  C), 

Subject:  Hospital  Costs;  Introduced 
by:  Howard  L.  Carbaugh,  MD, 
Secretary,  on  behalf  of  the  Lehigh 
County  Medical  Society;  Author: 

John  A.  Kibelstis,  MD,  Lehigh 
County  Medical  Society 
55  85-39  (Reference  Committee  B), 

Subject:  Generic  Drug  Standards; 
Introduced  by:  David  S.  Cristol,  MD, 
Philadelphia  County  Medical  Society; 
Author:  David  S.  Cristol,  MD 
59  85-40  (Reference  Committee  E), 

Subject:  Recondemnation  of  the 
Discriminating  Character  of  the 
Deficit  Reduction  Act  of  1984; 
Introduced  by:  David  S.  Cristol,  MD, 
Philadelphia  County  Medical  Society; 
Author:  David  S.  Cristol,  MD 
50  85-41  (Reference  Committee  A), 

Subject:  Reaffirmation  of  Medical 
Ethics;  Introduced  by;  David  S. 
Cristol,  MD,  Philadelphia  County 
Medical  Society;  Author:  David  S. 
Cristol,  MD 

53  85-42  (Reference  Committee  C), 

Subject:  Third  Party  Interference 
with  Patient  Management; 

Introduced  by:  Eugene  B.  Rex,  MD, 
on  behalf  of  the  Pennsylvania 
Academy  of  Ophthalmology  and 
Otolaryngology;  Author:  Eugene  B. 
Rex,  MD 

55  85-43  (Reference  Committee  D), 

Subject:  PaMPAC  Membership; 
Introduced  by:  Richard  E.  Deitrick, 
MD,  Secretary,  Allegheny  County 
Medical  Society;  Author:  Robert  W. 
Ford,  MD,  Allegheny  County  Medical 
Society 

55  85-44  (Reference  Committee  B), 

Subject:  Cost  of  Immunizations; 
Introduced  by:  Richard  E.  Deitrick, 
MD,  Secretary,  Allegheny  County 
Medical  Society;  Author:  Walter  M. 
Greissinger,  MD,  Allegheny  County 
Medical  Society 

56  85-45  (Reference  Committee  E), 

Subject:  Liability  Initiative  Program; 
Introduced  by:  Donald  C.  Brown, 

MD,  Westmoreland  County  Medical 
Society;  Author:  Robert  Lafontant, 
MD,  Chairman,  Concerned 


Physicians  Group  of  Westmoreland 
County,  as  modified  by  the  Executive 
Committee  of  the  Westmoreland 
County  Medical  Society 

51  85-46  (Reference  Committee  A), 

Subject:  PMS-HMSS  Representation 
on  PMS  Board  of  Trustees; 
Introduced  by:  Edward  H.  Dench, 

Jr.,  MD,  on  behalf  of  the  PMS 
Hospital  Medical  Staff  Section; 
Author:  Lee  H.  McCormick,  MD, 
Jefferson  Hospital 

53  85-47  (Reference  Committee  C), 

Subject:  Study  of  Effect  of  Elective 
Admission  Precertification; 
Introduced  by:  Edward  H.  Dench, 

Jr.,  MD,  on  behalf  of  the  PMS 
Hospital  Medical  Staff  Section; 
Author:  J.  Walter  Valenteen,  MD, 
Taylor  Hospital 

56  85-48  (Reference  Committee  D), 

Subject:  High  Tuition  for  Medical 
and  Osteopathic  Education; 
Introduced  by:  William  J.  West,  Jr., 
on  behalf  of  the  Pennsylvania 
Medical  Society  Medical  Student 
Section;  Author:  William  J.  West,  Jr. 

56  85-49  (Reference  Committee  D), 
Subject:  Financial  Aid  Support; 
Introduced  by:  William  J.  West,  Jr., 
on  behalf  of  the  Pennsylvania 
Medical  Society  Medical  Student 
Section;  Author:  William  J.  West,  Jr. 

55  (5-50  (Reference  Committee  B), 

Subject:  Disposal  of  Hazardous 
Wastes  in  Pennsylvania;  Introduced 
by:  Jeff  Dubin,  on  behalf  of  the 
Pennsylvania  Medical  Society 
Medical  Student  Section;  Author: 

Jeff  Dubin 

49  85-51  (Reference  Committee  E), 

Subject:  Mandatory  Second  Opinion 
Givers  in  General  Should  Not 
Assume  Care  of  Such  Patients; 
Introduced  by:  Louis  Gerstley,  III, 
MD,  Philadelphia  County  Medical 
Society;  Author:  Louis  Gerstley,  III, 
MD  (Rejected  as  business) 

49  85-52  (Reference  Committee  E), 
Subject:  Substitution  of  Term, 
Medicolegal,  for  Malpractice  when 
Referring  to  the  Problem;  Introduced 
by:  Louis  Gerstley,  III,  MD, 
Philadelphia  County  Medical  Society; 
Author:  Jan  Schneider,  MD, 
Philadelphia  County  Medical  Society 
(Rejected  as  business) 

55  85-53  (Reference  Committee  B), 

Subject:  Alpha-Feto-Protein  Testing 
in  Maternity  Patients;  Introduced  by: 
Louis  Gerstley,  III,  MD,  Philadelphia 
County  Medical  Society;  Author: 
Louis  Gerstley,  III,  MD 

49  85-54  (Reference  Committee  E), 
Subject:  Creation  of  a State 
Medicolegal  Insurance  Authority; 
Introduced  by:  Louis  Gerstley,  III, 
MD,  Philadelphia  County  Medical 
Society;  Author:  Louis  Gerstley,  III, 
MD  (Rejected  as  business) 

56  Task  Force  on  Professional  Liability 

Insurance,  Reports  A and  B 
(Reference  Committee  E) 
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Pennsylvania  Medical  Society  Officials 
Headquarters  Office:  20  Erford  Road, 
Lemoyne,  PA  17043 
Telephone:  (717)  763-7151 


'President 

R.  William  Alexander,  MD 

544  Elm  St. 

Reading  19601 
(215)  374-4951 


'President  Elect 
R.  Robert  Tyson,  MD 

Temple  Univ.  Hosp. 
3401  N.  Broad  St. 
Philadelphia,  PA  19140 
(215)  221-3631 


'Immediate  Past  President 
D.  Ernest  Witt,  MD 

RD  2 

Bloomsburg  17815 
(717)  784-2190 


'Vice  President 
Donald  E.  Harrop,  MD 

750  S.  Main  St. 
Phoenixville  19460 
(215)  933-3182 


Officers 

'Secretary 

John  H.  Hobart,  MD 

2001  Fairview  Ave. 
Easton  18042 
(215)  258-9131 


'Speaker 

House  of  Delegates 

James  A.  Raub,  MD 
1099  Ohio  River  Blvd 
Sewickley  15143 
(412)  741-7150 


'Vice  Speaker 
House  of  Delegates 

Jonathan  E.  Rhoads  Jr.,  MD 
York  Hosp.,  Dept,  of  Surgery 
1001  S.  George  St. 

York  1 7405 
(717)  771-2756 

Treasurer  and 
Executive  Vice  President 
John  F.  Rineman 

20  Erford  Rd. 

Lemoyne  17043 
(717)  763-7151 


Trustees 


J.  Joseph  Danyo,  MD,  Chairman 
Robert  N.  Moyers,  MD,  Vice  Chairman 

"First  District — John  Helwig,  Jr.,  MD,  E.  Penn  and  Wister  Sts., 
Philadelphia  19144  - (215)  438-4944.  Term  expires  1986. 
Philadelphia  County. 

"Second  District — Henry  H.  Fetterman,  MD,  501  N 17th  St.. 
Allentown  18104  - (215)  435-8562.  Term  expires  1987  Berks, 
Bucks,  Chester,  Delaware,  Lehigh,  and  Montgomery  counties. 
"Third  District — John  H.  Hobart,  MD,  2001  Fairview  Ave.,  Easton 
18042  - (215)  258-9131  Term  expires  1986  Carbon,  Lackawanna, 
Monroe,  Northampton,  Pike,  and  Wayne  counties. 

‘Fourth  District — J.  Mostyn  Davis,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  271-6070,  Ext.  4375  Term  expires  1987. 
Columbia,  Montour,  Northumberland,  Schuylkill,  and  Snyder 
counties. 

‘Fifth  District— J.  Joseph  Danyo,  MD,  908  S George  St.,  York 
17403  - (717)  848-4800.  Term  expires  1987  Adams,  Cumberland, 
Dauphin,  Franklin,  Fulton,  Lancaster,  Lebanon,  Perry,  and  York 
counties. 

"Sixth  District — Betty  L.  Cottle,  MD,  25  Sylvan  Dr,  Hollidaysburg 
16648  - (814)  695-0659  Term  expires  1988.  Blair,  Centre, 
Clearfield,  Huntingdon,  Juniata,  and  Mifflin  counties. 

"Seventh  District — Irving  Williams  III,  MD,  RD  1.  Box  206, 
Lewisburg  17837  - (717)  523-1142  Term  expires  1988  Cameron, 
Clinton,  Elk,  Lycoming,  Potter,  Tioga,  and  Union  counties. 


"Eighth  District — Robert  N.  Moyers,  MD,  764  Kennedy  St., 
Meadville  16335  - (814)  336-5995.  Term  expires  1986.  Crawford, 
Erie,  Forest,  McKean,  Mercer,  and  Warren  counties. 

"Ninth  District—  David  L.  Miller,  MD,  237  Broad  St.,  New 
Bethlehem  16242  - (814)  275-1122.  Term  expires  1986.  Armstrong, 
Butler,  Clarion,  Indiana,  Jefferson,  and  Venango  counties. 

* Tenth  District—  Walter  M.  Greissinger,  MD,  1400  Centre  Ave., 
Pittsburgh  15219  - (412)  562-3207.  Term  expires  1988.  Allegheny, 
Beaver,  Lawrence,  and  Westmoreland  counties. 

"Eleventh  District—  Ernest  L.  Abernathy,  MD,  1086  N.  Main  St., 
Washington  15301  - (412)  225-4423.  Term  expires  1987.  Bedford, 
Cambria,  Fayette,  Greene,  Somerset,  and  Washington  counties. 
"Twelfth  District—  Victor  F.  Greco,  MD,  Greco  Med.  Arts  Bldg., 
Drums  18222  - (717)  788-4141 . Term  expires  1988.  Bradford, 
Luzerne,  Sullivan,  Susquehanna,  and  Wyoming  counties. 

‘Specialty  Societies — Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562 
Shearer  St.,  Ste.  101-2,  Greensburg  15601  - (412)  837-4070.  Term 
expires  1988 

"Resident  Physicians — Jeannine  R.  Hahn,  MD,  191  Lowell  Terr., 
King  of  Prussia  19406  - (215)  265-4489.  Term  expires  1987  (or 
upon  completion  of  residency). 

Medical  Students — Ann  K.  Messersmith,  1925  W.  Norwegian  St., 
Pottsville  17901  - (717)  622-5041  Term  expires  1986  (or  upon 
completion  of  medical  school). 

'Voting  members  of  the  Board  of  Trustees 


Judicial  Council 


Kenneth  L.  Cooper,  MD 

230  Dunbar  Rd.,  Williamsport  17701  - (717)  323-3671 
(Term  expires  1986) 

Michael  P.  Levis,  MD 

4725  McKnight  Rd.,  Pittsburgh  15237  - (412)  931-4353 
(Term  expires  1988) 

Orlo  G.  McCoy,  MD 

Box  195,  Canton  17724  - (717)  673-5591 

(Term  expires  1987) 


George  P.  Rosemond,  MD 

3401  N.  Broad  St.,  Philadelphia  19140  - (215)  255-2230 
(Term  expires  1987) 

Joseph  M.  Stowell,  MD 

501  Howard  Ave.,  Altoona  16601  - (814)  944-6109 
(Term  expires  1988) 

Staff  Assignment  - James  E.  Paxton 

Address  inquiries  to  John  H.  Hobart,  MD.  Judicial  Council  Secretary, 
20  Erford  Rd.,  Lemoyne  17043 


Administrative  Staff 


John  F.  Rineman,  Executive  Vice  President 

David  H.  Small,  Associate  Executive  Vice  President 

James  E.  Paxton,  Assistant  Executive  Vice  President 

Mary  M.  Barton,  Award  Program  Assistant 

Jean  Beatty,  Advertising  Manager,  Pennsylvania  Medicine 


David  C.  Blunk,  Assistant  Director,  Department  for  Specialty 
Societies 

Edward  C.  Brown  Jr.,  Manager  of  Operating  Services 
Joanne  E.  Caulfield,  Services  Administrator,  Department  for 
Specialty  Societies 
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Robert  H.  Craig  Jr.,  Director  of  Legislation 

Arnold  W.  Cushner,  Assistant  Director  of  Communications 

Karen  K.  Davis,  Assistant  Managing  Editor,  Pennsylvania  Medicine 

Maureen  E.  Griffin,  Assistant  Director  of  Communications 

L.  Riegel  Haas,  Director  of  Professional  Relations 

Kenneth  B.  Jones,  Esq.,  General  Counsel 

Robert  L.  Lamb,  Director  of  Communications 

Barbara  A.  Layne,  RN,  Executive  Director,  Pennsylvania  Medical 

Care  Foundation 

Larry  L.  Light,  Legislative  Liaison 

Donald  N.  McCoy,  Director.  Department  for  Specialty  Societies 
Elizabeth  B.  Metz,  Esq.,  Assistant  General  Counsel 
Sandra  L.  Minner,  Supervisor  of  Administrative  Services 
Richard  R.  Orlandi,  Peer  Review  Coordinator 
William  F.  S.  Orner  Jr.,  Director  of  Economic  Affairs 
Arlene  C.  Oyler,  Executive  Administrator,  Pennsylvania  Medical 
Society  Auxiliary 

Christina  L.  Reese,  Assistant  Director  of  Educational  Activities 
Jerry  L.  Rothenberger,  Assistant  Director  of  Legislation 


Sharon  R.  Ryan,  Manager  of  Marketing 

P.  Timothy  Smith,  Information  Specialist 

Matilda  A.  Stover,  RN,  Utilization  Review  Coordinator 

Frederick  A.  Stuppy  Jr.,  Director  of  Data  Processing 

Mary  L.  Uehlein,  Managing  Editor,  Pennsylvania  Medicine 

Donna  F.  Wenger,  Director  of  Educational  Activities 

Denise  E.  Zimmerman,  Director  of  Practice  Services 

PMS  Staff  Field  Contact  Representatives 

First  and  Second  Districts  - L.  Riegel  Haas 

Third  District  - Christina  L.  Reese 

Fourth  District  - Donna  F.  Wenger 

Fifth  District  - Barbara  A.  Layne,  RN 

Sixth  District  - David  C.  Blunk 

Seventh  District  - Maureen  E.  Griffin 

Eighth  District  - Larry  L.  Light 

Ninth  District  - Denise  E.  Zimmerman 

Tenth  District  - Donald  N.  McCoy 

Eleventh  District  - Jerry  L.  Rothenberger 

Twelfth  District  - Arnold  W.  Cushner 


Pennsylvania  Delegation  to  the  American  Medical  Association 


Delegates  Whose  Terms  Expire  1986 

R.  William  Alexander,  MD,  544  Elm  St.,  Reading  19601  - (215) 
374-4951 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - (814) 
695-0659 

James  B.  Donaldson,  MD,  10  Summit  Dr..  Bryn  Mawr  19010  - 
(215)  525-5420 

Raymond  C.  Grandon,  MD,  Grand  Acres,  91  Poplar  Ave.,  New 
Cumberland  17070  - (717)  234-4187 

William  J.  Kelly,  MD,  St.  Francis  Hosp.,  Ste.  B,  45th  & Penn  Sts., 
Pittsburgh  15201  - (412)  621-9094 

Michael  P.  Levis,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  931-4353 

Donald  E.  Parlee,  MD,  75  Foxcroft  Dr.,  Doylestown  18901  - (215) 
348-3249 

Irving  Williams  III,  MD,  RD  1,  Box  206,  Lewisburg  17837  - (717) 
523-1142 

Delegates  Whose  Terms  Expire  1987 

Gerald  L.  Andriole,  MD,  219  W.  Diamond  Ave.,  Hazleton  18201  - 
(717)  454-4917 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  367-1188 

Joseph  N.  Demko,  MD,  919  Drinker  St.,  Dunmore  18512  - (717) 
344-5665 

Henry  H.  Fetterman,  MD,  501  N.  17th  St.,  Allentown  18104  - (215) 
435-8562 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  - (215)  922-5252 

Matthew  Marshall  Jr.,  MD,  The  Mellon  Pavilion,  4815  Liberty  Ave., 
Pittsburgh  15224  - (412)  682-3566 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - (814) 
336-5995 

R.  Robert  Tyson,  MD,  Temple  Univ.  Hosp.,  3401  N.  Broad  St., 
Philadelphia  19140  - (215)  221-3631 


Alternate  Delegates  Whose  Terms  Expire  1986 
Charles  A.  Heisterkamp  III,  MD,  721  N.  Duke  St.,  Lancaster 
17602  - (717)  397-5104 

Robert  L.  Lasher,  MD,  316  W.  23rd  St.,  Erie  16502  - (814) 
455-9038 

Gordon  K.  MacLeod,  MD,  Univ.  of  Pgh.,  Sci.  Hlth.  Rm.  232, 
Pittsburgh  15261  - (412)  661-5887 

William  H.  Mahood,  MD,  1245  Highland  Ave.,  Abington  19001  - 
(215)  887-9690 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 

Plaza,  Philadelphia  19146  - (215)  546-7973 

John  S.  Parker,  MD,  1100  Ligonier  St.,  Latrobe  15650  - (412) 

539-3555 

Jonathan  E.  Rhoads  Jr.,  MD,  York  Hosp.,  Dept,  of  Surgery,  1001 
S.  George  St.,  York  17405  - (717)  771-2756 

Howard  A. -Richter,  MD,  City  Line  & Lancaster  Aves.,  Philadelphia 
19151  - (215)  649-4416 

Alternate  Delegates  Whose  Terms  Expire  1987 

Mary  C.  Barton,  MD,  136  E.  Caracas  Ave.,  Hershey  17033  - (717) 

533-4249 

Doris  G.  Bartuska,  MD,  3227  W.  Penn  St.,  Philadelphia  19129  - 
(215)843-7556 

Joseph  B.  Blood  Jr.,  MD,  Guthrie  Clinic,  Guthrie  Sq.,  Sayre 
18840  - (717)  888-5858 

Donald  C.  Brown,  MD,  Irwin  Prof.  Ctr.,  100  Pennsylvania  Ave., 
Irwin  15642  - (412)  864-5759 

Alan  H.  Schragger,  MD,  1317  Hamilton  St. , Allentown  18102  - 
(215)  437-5433 

Barbara  Shelton,  MD,  Independence  Place,  Apt.  1006,  6th  & 
Locust  Walk,  Philadelphia  19106  - (215)  625-0800 
Donald  H.  Smith,  MD,  2209  Lehigh  St.,  Easton  18042  - (215) 
252-2556 

William  J.  West,  MD,  850  Walnut  Bottom  Rd.,  Carlisle  17013  - 
(717)  249-2811 

Staff  Assignment  - James  E.  Paxton 


Committees 


Standing  Committees 
Board  of  Trustees 

Executive 

J.  Joseph  Danyo,  MD,  Chairman,  908  S.  George  St.,  York  17403  - 
(717)  848-4800 

R.  William  Alexander,  MD,  544  Elm  St.,  Reading  19601  - (215) 
374-4951 

Henry  H.  Fetterman,  MD,  501  N.  17th  St.,  Allentown  18104  - (215) 
435-8562 

Donald  E.  Harrop,  MD,  750  S.  Main  St. , Phoenixville  19460  - (215) 
933-3182 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - (814) 
336-5995 


Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562  Shearer  St.,  Ste. 
101-2,  Greensburg  15601  - (412)  837-4070 
James  A.  Raub,  MD,  1099  Ohio  River  Blvd.,  Sewickley  15143  - 
(412)  741-7150 

R.  Robert  Tyson,  MD,  Temple  Univ.  Hosp.,  3401  N.  Broad  St., 
Philadelphia  19140  - (215)  221-3631 

D.  Ernest  Witt,  MD,  RD  2,  Bloomsburg  17815  - (717)  784-2190 
Staff  Assignment  - John  F.  Rineman 

Finance 

Henry  H.  Fetterman,  MD,  Chairman,  501  N.  17th  St.,  Allentown 
18104  - (215)  435-8562 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - (814) 
695-0659 
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David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - (814) 
275-1122 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - (814) 
336-5995 

Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562  Shearer  St.  Ste. 
101-2,  Greensburg  15601  - (412)  837-4070 
Staff  Assignment  - John  F.  Rineman 

Publication 

Ernest  L.  Abernathy,  MD,  Chairman,  1086  N.  Main  St., 
Washington  15301  - (412)  225-4423 

J.  Mostyn  Davis,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
271-6070,  Ext.  4375 

Jeannine  R.  Hahn,  MD,  191  Lowell  Terr.,  King  of  Prussia  19406  - 
(215)  265-4489 

John  H.  Hobart,  MD,  2001  Fairview  Ave.,  Easton  18042  - (215) 
258-9131 

James  A.  Raub,  MD,  1099  Ohio  River  Blvd.,  Sewickley  15143  - 
(412)  741-7150 

Staff  Assignment  - Mary  L.  Uehlein 

Permanent  Committees 
Board  of  Trustees 

Benjamin  Rush  Awards 

Betty  L.  Cottle,  MD,  Chairman,  25  Sylvan  Dr.,  Hollidaysburg 
16648  - (814)  695-0659 

J.  Mostyn  Davis,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
271-6070,  Ext.  4375 

Walter  M.  Greissinger,  MD,  1400  Centre  Ave.,  Pittsburgh  15219  - 
(412)  562-3207 

Jonathan  E.  Rhoads  Jr.,  MD,  York  Hosp.,  Dept,  of  Surgery,  1001 
S.  George  St.,  York  17405  - (717)  771-2756 
Staff  Assignment  - Arnold  W.  Cushner 

Distinguished  Service  Award 

Michael  P.  Levis,  MD,  Chairman,  4725  McKnight  Rd.,  Pittsburgh 
15237  - (412)  931-4353 

John  Y.  Templeton  III,  MD,  111  S.  11th  St.,  Ste.  6255, 
Philadelphia  19107  - (215)  928-8830 

D.  Ernest  Witt,  MD,  RD  2,  Bloomsburg  17815  - (717)  784-2190 
Staff  Assignment  - Robert  L.  Lamb 

Impaired  Physician 

Abram  M.  Hostetter,  MD,  Chairman,  20  Briarcrest  Sq.,  Hershey 
17033  - (717)  533-4797 

Lee  C.  Dobler,  MD,  526  Perrysville  Ave.,  Pittsburgh  15229  - (412) 
931-2324 

Joshua  M.  Figlin,  DO,  673  Pike  St.,  Lemont  16851  - (814) 
234-5830 

Jean  L.  Forest,  MD,  103  N.  Highland,  Bala  Cynwyd  19004  - (215) 
647-0330 

Elizabeth  H.  Gordon,  MD,  501  Arrott  Bldg.,  4th  & Wood  Sts., 
Pittsburgh  15222  - (412)  391-3842 

J.  Preston  Hoyle,  MD,  Ziegler  Disp.,  Bucknell  Univ.,  Lewisburg 
17837  - (717)  524-1401 

Allan  J.  Kogan,  MD,  3941  Donna  Dr.,  Huntingdon  Valley  19006  - 
(215)  722-5455 

Robert  E.  Krause,  MD,  Marworth,  PO.  Box  329,  Waverly  18471  - 
(717)  563-1112 

Claude  E.  Nichols,  MD,  2645  N.  3rd  St. , Ste.  380,  Harrisburg 
17110  - (717)  238-0215 

William  C.  Ryan,  MD,  917  W.  Main  St. , Somerset  15501  - (814) 
443-3648 

Staff  Assignment  - Christina  L.  Reese 
Interspecialty  Committee 

Martin  A.  Murcek,  MD,  Chairman,  Med.  Arts  Bldg.,  562  Shearer 
St.,  Ste.  101-2,  Greensburg  15601  -(412)  837-4070  - 4111 
Edward  J.  Resnick,  MD,  Vice  Chairman,  Temple  Univ.  Hosp., 
Dept,  of  Ortho.,  3401  N.  Broad  St.,  Philadelphia  19140  - (215) 
228-0100 

(Following  each  specialty  represented,  the  member  is  listed  first, 
the  alternate  second) 

Allergy  - Charles  G.  Blumstein,  MD,  Benson  East,  Jenkintown 
19046  - (215)  884-7400  Paul  J.  Dowdell,  MD,  90  Shenango  St., 
Greenville  16125  - (412)  588-4240 


Anesthesiology  - Patrick  D.  B.  Forsythe,  MD,  802  Conodoguinet 
Dr.,  Camp  Hill  17011  - (717)  737-3007.  Kermit  R.  Tantum,  MD, 

1102  Peggy  Dr.,  Hummelstown  17036  - (717)  566-3521 
Cardiology  - Charles  A.  Laubach  Jr.,  MD,  Geisinger  Med.  Ctr., 
Danville  17822  - (717)  275-6211.  Vacancy 
Clinical  Pathology  - Anthony  Maas,  MD,  Holy  Spirit  Hosp.,  Camp 
Hill  17011  - (717)  761-2646.  John  Crispen,  MD,  Gettysburg  Hosp., 
Gettysburg  17325  - (717)  334-2121 

Colon  & Rectal  Surgery  - Paul  K.  Waltz,  MD,  890  Poplar  Church 
Rd.,  Camp  Hill  17011  - (717)  761-4141.  James  A.  Sheets,  MD, 
1275  S.  Cedar  Crest  Blvd.,  Allentown  18103  - (215)  433-7571 
Dermatology  - Ira  J.  Berman,  MD,  2375  Sutton  Rd.,  York  17403  - 
(717)  741-4666.  Hugh  Crumay,  MD,  104  Erford  Rd.,  Camp  Hill 
17011  - (717)  763-7685. 

Emergency  Medicine  - Jesse  Weigel,  MD,  Harrisburg  Hosp.,  Emer. 
Dept.,  Harrisburg  17101  - (717)  782-3120.  Vacancy 
Family  Practice  - Robert  J.  Fagioletti,  MD,  853  Jefferson  St., 
Washington  15301  - (412)  225-7865.  Howard  H.  Weaner  Jr.,  MD, 

1 1 N.  Main  St.,  Montgomery  17752  - (717)  547-2171 
Gastroenterology  - Michael  M.  Geduldig,  MD,  4969  Berkley  St., 
Harrisburg  17109  - (717)  652-5336.  George  Brodmerkel,  MD,  490 
E.  North  Ave.,  #202,  Pittsburgh  15212  - (412)  321-0808 
General  Surgery  - James  L.  Beeby,  MD,  316  W.  23rd  St.,  Erie 
16502  - (814)  455-7038.  James  R.  Warden,  MD,  316  W.  23rd  St., 
Erie  16502  - (814)  455-7038 

Infectious  Diseases  - Robert  C.  Aber,  MD,  Hershey  Med.  Ctr., 
Hershey  17033  - (717)  534-8390.  Elias  Abrutyn,  MD,  209  Rhyl  Ln., 
Bala  Cynwyd  19004  - (215)  664-7311 

Internal  Medicine  - James  R.  Regan,  MD,  3222  Green  Meadow 
Dr.,  Bethlehem  18017  - (215)  691-2282.  Norman  Makous,  MD,  829 
Spruce  St.,  Philadelphia  19107  - (215)  664-0818 
Nephrology  - Gerald  B.  Martin,  MD,  220  Wilson  St.,  #202,  Carlisle 
17013  - (717)  245-2291.  Susan  H.  Bray,  MD,  86  Bethlehem  Pike, 
Philadelphia  19118  - (215)  247-3930 

Neurosurgery  - Daniel  C.  Good,  MD,  1671  Crooked  Oak  Dr., 
Lancaster  17601  - (717)  569-5331.  James  P.  Argires,  MD,  1671 
Crooked  Oak  Dr.,  Lancaster  17601  - (717)  569-5331 
Nuclear  Medicine  - David  R.  Brill,  MD,  Geisinger  Med.  Ctr., 

Danville  17822  - (717)  275-6211.  John  E.  Devenney,  MD,  27  E. 
Willow  Grove  Ave.,  Philadelphia  19118  - (215) 
Obstetrics/Gynecology  - Leopold  Loewenberg,  MD,  2nd  FI.,  Med. 
Tower  Bldg.,  255  S.  17th  St.,  Philadelphia  19103  - (215)  545-4300. 
Jack  Fink,  MD,  902  N.  Broad  St.,  Lansdale  19446  - (215)  368-1950 
Ophthalmology  - Robert  D.  Reinecke,  MD,  318  S.  2nd  St., 
Philadelphia  19106  - (215)  928-3149.  Paul  A.  Cox,  MD,  313  S. 
Hanover  St.,  Carlisle  17013  - (717)  243-2171 
Orthopaedic  Surgery  - Thomas  H.  Malin,  MD,  99  November  Dr., 
Camp  Hill  17011  - (717)  761-8644.  James  R.  Hamsher,  MD,  1711 
N.  Front  St. , Harrisburg  17102  - (717)  233-5666 
Otolaryngology  - Eugene  B.  Rex,  MD,  36  Lankenau  Med.  Bldg., 
Philadelphia  19151  - (215)  649-5833.  James  M.  Cole,  MD, 
Geisinger  Med.  Ctr.,  Danville  17822  - (717)  275-6211 
Pediatrics  - Susan  S.  Aronson,  MD,  605  Moreno  Rd.,  Narberth 
19072  - (215)  664-3923.  Alan  E.  Kohrt,  MD,  Wallenpaupack  Med. 
Foundation,  Tafton  18464  - (717)  226-4525 
Physical  Medicine/Rehabilitation  - Rex  H.  Newton  Jr.,  MD,  1119 
Macon  Ave.,  Pittsburgh  15218  - (412)  781-5700.  Robert  W. 

Downie,  MD,  7726B  Penrose  Ave.,  Elkins  Park  19117  - (215) 
572-8145 

Plastic  & Reconstructive  Surgery  - Stephen  J.  Herceg,  MD,  2101 
N Front  St. , Harrisburg  17110  - (717)  233-4691 . Thomas  Davis, 
MD,  Hershey  Med.  Ctr.,  Hershey  17033  - (717)  534-8521 
Psychiatry  - L.  Alan  Wright,  MD,  1000  Bower  Hill  Rd.,  #201, 
Pittsburgh  15243  - (412)  362-5456.  Edward  C.  Leonard  Jr.,  MD, 
Friends  Hosp.,  Roosevelt  Blvd.  & Adams  Ave.,  Philadelphia  19124 
(215)  831-4800 

Pulmonary  Disease  - William  Figueroa,  MD,  Lankenau  Med.  Bldg., 
Philadelphia  19151  - (215)  642-3796.  Vacancy 
Radiology  - Ronald  J.  Clearfield,  MD,  Citizens  Gen.  Hosp.,  New 
Kensington  15068  - (412)  337-354T  Gene  J.  Triano,  MD, 
Harrisburg  Hosp.,  S.  Front  St.,  Harrisburg  17101  - (717)  238-6754 
Thoracic  Surgery  - Vacancy.  Wolfe  Sapirstein,  MD,  2247  N.  Front 
St.,  Harrisburg  17102  - (717)  238-8233 

Urology  - Howard  C.  Beane,  MD,  789  Poplar  Church  Rd.,  Camp 
Hill  17011  - (717)  763-7037.  Vacancy 

R.  Robert  Tyson,  MD,  Board  Representative,  Temple  Univ.  Hosp., 
3401  N.  Broad  St.,  Philadelphia  19140  - (215)  221-3631 
Staff  Assignment  - Donald  N.  McCoy 
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Leadership  Conference 

Robert  N.  Moyers,  MD,  Chairman,  764  Kennedy  St.,  Meadville 
16335  - (814)  336-5995 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - (814) 
695-0659 

David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - (814) 
275-1122 

Irving  Williams  III,  MD,  RD  1,  Box  206,  Lewisburg  17837  - (717) 
523-1142 

R.  William  Alexander,  MD,  President,  544  Elm  St.,  Reading  19601 

- (215)  374-4951 
Two  Vacancies 

Staff  Assignment  - Maureen  E.  Griffin 
Long  Range  Assessment 

Gordon  K.  MacLeod,  MD,  Chairman,  Univ.  of  Pgh.,  Rm.  A610, 
HSA  GSPH,  130  DeSoto  St.,  Pittsburgh  15261  - (412)  624-3875 
John  R.  Beljan,  MD,  159  Haines  Dr.,  Moorestown,  NJ  08057  - 
(609)  234-0464 

James  A.  Collins  Jr.,  MD,  Geisinger  Med.  C!r.,  Danville  17822  - 
(717)  271-6405 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  - (215)  922-5252 

David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - (814) 
275-1122 

Staff  Assignment  - Robert  L.  Lamb 
Management  Advisory 

John  H.  Hobart,  MD,  Chairman,  2001  Fairview  Ave.,  Easton  18042 

- (215)  258-9131 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - (814) 
336-5995 

Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562  Shearer  St.,  Ste. 
101-2,  Greensburg  15601  - (412)  837-4070 
Staff  Assignment  - John  F.  Rineman 

Nominate  Members  of  PMSLIC  Board 

Irving  Williams  III,  MD,  Chairman,  RD  1,  Box  206,  Lewisburg 

17837  - (717)  523-1142 

Ernest  L.  Abernathy,  MD,  1086  N.  Main  St.,  Washington  15301  - 
(412)  225-4423 

Victor  F.  Greco,  MD,  Greco  Med.  Arts  Bldg.,  Drums  18222  - (717) 
788-4141 

Staff  Assignment  - James  E.  Paxton 

Organization  and  Operation  of  the  Board 

R.  Robert  Tyson,  MD,  Chairman,  Temple  Univ.  Hosp.,  3401  N. 

Broad  St.,  Philadelphia  19140  - (215)  221-3631 

R.  William  Alexander,  MD,  544  Elm  St.,  Reading  19601  - (215) 

374-4951 

John  H.  Hobart,  MD,  2001  Fairview  Ave.,  Easton  18042  - (215) 
258-9131 

David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - (814) 
275-1122 

Martin  A.  Murcek,  MD,  Med.  Arts  Bldg.,  562  Shearer  St.,  Ste. 
101-2,  Greensburg  15601  - (412)  837-4070 
Staff  Assignment  - David  H.  Small 

Professional  Liability  Insurance  Appeals 

Robert  H.  Kough,  MD,  Chairman,  Geisinger  Med.  Ctr.,  Danville 

17822  - (717)  271-6413 

J.  Norris  Childs,  MD,  432  W.  Walnut  Ln.,  Philadelphia  19144  - 
(215)  848-4224 

Joseph  N.  Demko,  MD,  919  E.  Drinker  St.,  Dunmore  18512  - (717) 
344-5665 

Ferdinand  L.  Soisson  Jr.,  MD,  353  Market  St.,  Johnstown  15901  - 
(814)  535-2569 

Samuel  J.  Amuso,  MD,  2800  Green  St.,  Harrisburg,  171 10  - (717) 
234-5976 

Staff  Assignment  - William  F.  S.  Orner  Jr. 


Special  Committees 
Board  of  Trustees 

Public  Relations 

Irving  Williams  III,  MD,  Chairman,  RD  1,  Box  206,  Lewisburg 
17837  - (717)  523-1142 

Robert  J.  Carroll,  MD,  4725  McKnight  Rd.,  Pittsburgh  15237  - 
(412)  367-1188 

Victor  F.  Greco,  MD,  Greco  Med.  Arts  Bldg.,  Drums  18222  - (717) 
788-4141 

John  Helwig,  Jr.,  MD,  E.  Penn  and  Wister  Sts.,  Philadelphia 
19144  - (215)  438-4944 

Thomas  H.  Matin,  MD,  99  November  Dr.,  Camp  Hill  17011  - (717) 
761-8644 

Alan  H.  Schragger,  MD,  1317  Hamilton  St.,  Allentown  18102  - 
(215)  437-5433 

Donald  H.  Smith,  MD,  2209  Lehigh  St.,  Easton  18042  - (215) 
252-2556 

Auxiliary  Representative: 

Mrs.  William  J.  West,  613  Devonshire  Dr.,  Carlisle  17013  - (717) 
243-7303 

Staff  Assignment  - Arnold  W.  Cushner 

Ad  Hoc  Committees 
Board  of  Trustees 

Task  Force  on  Medical  Practice  Act 

Robert  E.  Reinecke,  MD,  Chairman,  318  S.  2nd  St.,  Philadelphia 
19106  - (215)  928-3149 

Robert  W.  Ford,  MD,  9104  Babcock  Blvd.,  Pittsburgh  15237  - 
(412)  366-1322 

Eugene  W.  Herron,  MD,  47  Greensburg  St.,  Delmont  15626  - (412) 
468-8010 

Staff  Assignment  - Donna  F.  Wenger 

Standing  Committees 
State  Society 

Advisory  to  the  Auxiliary 

William  G.  Ridgway,  MD,  Chairman,  115  N.  9th  St.,  Akron  17501  - 
(717)  859-1188 

Donald  E.  Harrop,  MD,  750  S.  Main  St.,  Phoenixville  19460  - (215) 
933-3182 

Howard  U.  Kremer,  MD,  1720  S.  Broad  St.,  Philadelphia  19145  - 
(215)  561-3479 

Robert  L.  Lasher,  MD,  316  W.  23rd  St.,  Erie  16502  - (814) 
455-9038 

D.  Ernest  Witt,  MD,  RD  2,  Bloomsburg  17815  - (717)  784-2190 
Staff  Assignment  - Arlene  C.  Oyler 

Advisory  on  Professionalism 

John  H.  Hobart,  MD,  Chairman,  2001  Fairview  Ave.,  Easton  18042 
- (215)  258-9131 

George  F.  Edmonston,  MD,  410  E.  Sixth  Ave.,  Tarentum  15084  - 
(412)  224-4400 

Linda  A.  Griska,  MD,  1021  Bryn  Mawr  Ave.,  Narberth  19072  - 
(215)  667-0256 

John  L.  Kelly,  MD,  502  W.  Front  St.,  Media  19063  - (215) 

565-4879 

Arlington  A.  Nagle,  MD,  RD  1,  Route  422,  Womelsdorf  19567  - 
(215)  589-2555 

Bernard  B.  Zamostien,  MD,  1335  Tabor  Rd.,  Ste.  303, 

Philadelphia  19141  - (215)  924-8181 
Staff  Assignment  - James  E.  Paxton 

Aid  to  Education 

To  be  appointed  at  PMS  Board  of  Trustees  meeting,  January  22, 
1986. 

Staff  Assignment  - Donna  F.  Wenger 
Bylaws 

William  C.  Ryan,  MD,  Chairman,  917  W.  Main  St.,  Somerset 
15501  - (814)  443-3648 

Susan  H.  Bray,  MD,  86  Bethlehem  Pike,  Philadelphia  19118  - 
(215)  247-3939 
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Ronald  J.  Clearfield,  MD,  Citizens  Gen.  Hosp.,  New  Kensington 
15068  - (412)  337-3541 

Alan  H.  Schragger,  MD,  1317  Hamilton  St.,  Allentown  18102  - 
(215)  437-5433 

Edward  V.  Twiggar  II,  MD,  Shamokin  State  Gen.  Hosp.,  Shamokin 
17872  - (717)  644-0494 
Ex  Officio: 

John  H.  Hobart,  MD,  Secretary,  2001  Fairview  Ave.,  Easton  18042 
- (215)  258-9131 

James  A.  Raub,  MD,  Speaker,  1099  Ohio  River  Blvd.,  Sewickley 
15143  - (412)  741-7150 

Jonathan  E.  Rhoads  Jr.,  MD,  Vice  Speaker,  York  Hosp.,  Dept,  of 
Surgery,  1001  S.  George  St.,  York  17405  - (717)  771-2756 

Kenneth  B.  Jones,  Esq.,  Legal  Counsel 
John  F.  Rineman,  Executive  Vice  President 

Staff  Assignment  - James  E.  Paxton 

Medical  Benevolence 

Henry  H.  Fetterman,  MD,  501  N.  17th  St.,  Allentown  18104  - (215) 
435-8562 


John  H.  Hobart,  MD,  Secretary,  2001  Fairview  Ave.,  Easton  18042 
- (215)  258-9131 

William  J.  Kelly,  MD,  St.  Francis  Hosp.,  Ste.  B,  45th  & Penn  Sts., 

Pittsburgh  15201  - (412)  621-9094 

Vacancy 

Staff  Assignment  - James  E.  Paxton 


Nominate  Delegates  and  Alternates  to  the  AMA 
Thomas  J.  Kardish,  MD,  Chairman,  5 Cherry  Blossom  Dr., 
Southampton  18966  - (215)  357-9330 

Ronald  J.  Clearfield,  MD,  Citizens  Gen.  Hosp.,  New  Kensington 
15068  - (412)  337-3541 

J.  Preston  Hoyle,  MD,  Zeigler  Disp.,  Bucknell  Univ.,  Lewisburg 
17837  - (717)  524-1401 

Richard  P.  Kennedy,  MD,  206  E.  Brown  St.,  East  Stroudsburg 
18301  - (717)  421-4000 

Brooke  Roberts,  MD,  3400  Spruce  St.,  Philadelphia  19104  - (215) 
662-2025 

Staff  Assignment  - James  E.  Paxton 


Administrative  Councils 
Council  on  Education  and  Science 


James  J.  Houser,  MD,  Chairman,  150  Prospect  Ave.,  Franklin 
16323  - (814)  437-5776 

Doris  G.  Bartuska,  MD,  Vice  Chairman,  3227  W.  Penn  St., 
Philadelphia  19129  - (215)  843-7556 

Robert  E.  Albertini,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)  271-6924 

Richard  D.  Baltz,  MD,  3028  Market  St.,  Camp  Hill  17011  - (717) 
737-7100 

Gilbert  Brenes,  MD,  513  Dorseville  Rd.,  Pittsburgh  15238  - (412) 
963-6297 

Benjamin  Calesnick,  MD,  646  W.  Springfield  Rd.,  Springfield 
19064  - (215)  543-1358 

John  J.  Dennehy,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
271-6408 

Dean  F.  Dimick,  MD,  Allentown  Hosp.  Assoc.,  17th  & Chew  Sts., 
Allentown  18102  - (215)  821-2404 

Robert  W.  Ford,  MD,  9104  Babcock  Blvd  , Pittsburgh  15237  - 
(412)  366-1322 

Daniel  H.  Gregory,  MD,  490  North  Ave.,  Pittsburgh  15212  - (412) 
321-0808 

Richard  P.  Kennedy,  MD,  206  E.  Brown  St.,  East  Stroudsburg 
18301  - (717)  421-4000 

Joseph  A.  Knepper,  MD,  11  Holly  Dr.,  Leola  17540  - (717) 
656-2331 

Thaddeus  Lekawa,  MD,  2801  N George  St. , York  17402  - (717) 
846-3355 

John  A.  Malcolm  Jr.,  MD,  RD  1,  Sunbury  17801  - (717)  523-2500 
John  S.  Parker,  MD,  1100  Ligonier  St.,  Latrobe  15650  - (412) 
539-3555 

Lewis  T.  Patterson,  MD,  Polyclinic  Med.  Ctr.,  Harrisburg  17110  - 
(717)  782-2128 

Robert  Poole,  MD,  419  N.  Franklin  St. , West  Chester  19380  - 
(215)  696-6655 

Edward  J.  Resnick,  MD,  Temple  Univ.  Hosp.,  Dept,  of  Ortho., 

3401  N.  Broad  St.,  Philadelphia  19140  - (215)  229-0100 
J.  Mostyn  Davis,  MD,  Board  Representative,  Geisinger  Med  Ctr , 
Danville  17822  - (717)  271-6070,  Ext.  4375 
Staff  Assignment  - Donna  F.  Wenger 

Commission  on  Accreditation 

Robert  E.'Albertini,  MD,  Chairman,  Geisinger  Med.  Ctr.,  Danville 
17822  - (717)  271-6924 

Fredric  D.  Burg,  MD,  Vice  Chairman,  Univ.  of  PA  School  of  Med., 
Hamilton  Walk  & Spruce  Sts.,  Ste.  100,  Philadelphia  19104  - (215) 
898-8034 

Jeanne  A.  Cooper,  MD,  Mercy  Hosp.  of  Pgh.,  Pittsburgh  15219  - 
(412)  232-7831 

Leonard  M.  Delvecchio,  MD,  E 1st  & Spruce  Sts.,  Birdsboro 
19508  - (215)  582-1561 

Albert  J.  Finestone,  MD,  3401  N Broad  St. , Philadelphia  19140  - 
(215)  225-7658 

Joseph  T.  Marconis,  MD,  413  W.  Market  St.,  Pottsville  17901  - 
(717)  622-8903 


Earl  R.  Miller,  MD,  807  Curtin  St.,  S.  Williamsport  17701  - (717) 
322-7861 

Staff  Assignment  - Donna  F.  Wenger 
Commission  on  Bioethics 

Robert  Poole,  MD,  Chairman,  419  N.  Franklin  St.,  West  Chester 
19380  - (215)  696-6655 

Mary  Jo  Bonner,  MD,  Vice  Chairman,  122  W.  Lancaster  Ave., 
Shillington  19607  - (215)  777-6516 

William  A.  Atlee,  MD,  822  Marietta  Ave.,  Lancaster  17602  - (717) 
393-9618 

William  S.  Gibson,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)  271-6429 

Kenneth  L.  Hurst,  MD,  1205  Grampian  Blvd.,  Williamsport  17701  - 
(717)  326-4118 

G.  Bruce  Miles,  DO,  1901  Fairview  Ave.,  Easton  18042  - (215) 
258-2893 

Sheila  Murphey,  MD,  1025  Walnut  St.,  Philadelphia  19107  - (215) 
928-8575 

Blairanne  H.  Revak,  MD,  Penn  & Glen  Ave.,  Bloomsburg  17815  - 
(717)  784-8101 

Frank  J.  Tornetta,  MD,  1401  Oakland  Blvd  , Norristown  19401  - 
(215)  828-8916 

Staff  Assignment  - Christina  L.  Reese 

Commission  on  Education  and  Manpower 

Richard  D.  Baltz,  MD,  Chairman,  3028  Market  St. . Camp  Hill 

17011  - (717)  737-7100 

Roger  L.  Longenderfer,  MD,  Vice  Chairman,  107  Conestoga  St. , 
Terre  Hill  17581  - (215)  445-4576 

Gerald  L.  Andriole,  MD,  219  W.  Diamond  Ave.,  Hazleton  18201  - 
(717)  454-4917 

Anne  L.  Barlow,  MD,  856  Grove  Ave.,  Flourtown  19031  - (215) 
233-4069 

Jay  B.  Berger,  MD,  1371  Armstrong  Rd..  Bethlehem  18017  - (215) 
865-3570 

Robert  W.  Downie,  MD,  507  Westview  St.,  Philadelphia  19119  - 
(215)  849-6244 

Eugene  W.  Herron,  MD,  47  Greensburg  St.,  Delmont  15626  - (412) 
468-8010 

Manuel  Olives,  MD,  2900  Derry  St.,  Harrisburg  17111  - (717) 
564-6475 

Carl  A.  Sirio,  MD,  1 15-A  E.  Oak  St.,  Palmyra  17078  - (717) 
838-6746 

Staff  Assignment  - Christina  L.  Reese 


Commission  on  Therapeutic  and  Toxic  Substances 
Benjamin  Calesnick,  MD,  Chairman,  646  W.  Springfield  Rd., 
Springfield  19064  - (215)  543-1358 

David  R.  Brill,  MD,  Vice  Chairman,  Geisinger  Med.  Ctr..  Danville 
17822  - (717)  271-6301 
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William  J.  Fiden,  MD,  1000  Dutch  Ridge  Rd.,  Beaver  15009  - 
(412)  846-8965 

Elmer  H.  Funk  Jr.,  MD,  510  Millbrook  Rd.,  Devon  19333  - (215) 
688-2003 

Lawrence  S.  Greenfield,  MD,  Geisinger  Med.  Ctr.,  Danville  17822 
- (717)  271-6164 

George  D.  Lumb,  MD,  230  N.  Broad  St.,  Philadelphia  19102  - 
(215)  923-3692 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 
Plaza,  Philadelphia  19146  - (215)  546-7973 


William  B.  Swallow,  DO,  130  S.  Front  St.,  Milton  17847  - (717) 
742-8511 

W.  J.  Russell  Taylor,  MD,  1900  JFK  Blvd.,  Philadelphia  19103  - 
(215)  947-2698 

Edward  M.  Wallerstein,  MD,  150  E.  Eighth  St.,  Erie  16501  - (814) 
455-3776 

Richard  L.  Wechsler,  MD,  220  Meyran  Ave.,  Pittsburgh  15213  - 
(412)681-3300 

Staff  Assignment  - Christina  L.  Reese 


Council  on  Legislation 


John  W.  Lawrence,  MD,  Chairman,  1078  W.  Baltimore  Pike,  Media 
19063  - (215)  566-4311 

John  B.  Wagner,  MD,  Vice  Chairman,  301  S.  7th  Ave.,  W.  Reading 
19611  - (215)  378-6198 

Guy  L.  Bellanca  Jr.,  MD,  Westmoreland  Flosp.  Assoc.,  532  W. 

Pittsburgh  St.,  Greensburg  15601  - (412)  832-4034 

John  H.  Boal  Jr.,  MD,  385  2nd  St.,  Beaver  15009  - (412)  774-5555 

Frank  R.  Bondi,  MD,  522  Walnut  St.,  McKeesport  15132  - (412) 

672-3422 

William  F.  Bouzarth,  MD,  1041  Waverly  Rd.,  Gladwyne  19035  - 
(215)  642-2424 

Robert  H.  Bradley  Jr.,  MD,  8815  Germantown  Ave.,  Philadelphia 
19118  - (215)  242-8260 

Harold  R.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - (814) 
695-0659 

Drew  E.  Courtney,  MD,  RD  3,  Myerstown  17067  - (717)  866-5755 
Dominick  A.  Cruciani  Jr.,  MD,  304  3rd  Nat’l  Bank  Bldg.,  Scranton 
18503  - (717)  344-1631 

Jack  L.  Fairweather,  MD,  129  Market  St.,  Lewisburg  17837  - (717) 
523-1210 

Donald  G.  Ferguson,  MD,  Southside  Hosp.,  Pittsburgh  15203  - 
(412)  488-5550 

Gilbert  A.  Friday,  MD,  1901  Flighgate  Rd.,  Pittsburgh  15241  - 
(412)  681-3333 


W.  Mead  Jones,  MD,  P.O.  Box  205,  Fort  Washington  19034  - (215) 
643-7085 

William  D.  Lamberton,  MD,  213  E.  41st  St.,  Erie  16504  - (814) 
864-4987 

John  D.  Lane,  MD,  919  Durham  Rd.,  Penndel  19047  - (215) 
752-5433 

Charles  A.  Laubach  Jr.,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)271-6523 

William  S.  Lovrinic,  MD,  7 N.  Five  Point  Rd.,  West  Chester  19380 
- (215)  696-8800 

Carol  N.  Maurer,  MD,  15  Stewart  Rd.,  Oil  City  16301  - (814) 
677-5102 

Robert  D.  Reinecke,  MD,  318  S.  Second  St.,  Philadelphia  19106  - 
(215)  928-3149 

Leland  F.  Patterson,  MD,  3300  Trindle  Rd..  Camp  Hill  17011  - 
(717)  763-4764 

Alan  H.  Schragger,  MD,  1317  Hamilton  St.,  Allentown  18102  - 
(215)  437-5433 

John  F.  Weldon,  MD,  125  Tower  St.,  Monongahela  15063  - (412) 
258-2729 

Victor  F.  Greco,  MD,  Board  Representative,  Greco  Med.  Arts 
Bldg.,  Drums  18222  - (717)  788-4141 
Staff  Assignment  - Robert  H.  Craig  Jr. 


Council  on  Medical  Economics 


George  R.  Fisher  III,  MD,  Chairman,  829  Spruce  St.,  Philadelphia 
19107  - (215)  922-5252 

Mary  J.  Kinosian,  MD,  Vice  Chairman,  1261  Elk  St.,  Franklin 
16323  - (814)  437-6563 

William  R.  Beltz,  MD,  1205  Grampian  Blvd.,  Williamsport  17701  - 
(717)  326-7404 

Louis  H.  Betz,  MD,  3 Hospital  Dr.,  Lewisburg  17837  - (717) 
524-4473 

Bruce  M.  Bilder,  MD,  37  Pineview  Dr.,  Lock  Haven  17745  - (717) 
748-7714 

Edward  C.  Fischer,  MD,  The  Reading  Hosp.,  Reading  19603  - 
(215)  378-6108 

E.  Lawrence  Harasym  Jr.,  MD,  Glenn  St.  & Penn  Ave., 
Bloomsburg  17815  - (717)  784-1981 

Robert  G.  Heisey,  MD,  3rd  & Willow  Sts.,  Lebanon  17042  - (717) 
273-8835 


Charles  A.  Heisterkamp  III,  MD,  721  N.  Duke  St.,  Lancaster 
17602  - (717)  397-5104 

Sidney  O.  Krasnoff,  MD,  60  E.  Township  Line,  Elkins  Park  19117 
- (215)  663-6330 

John  P.  Pagana,  MD,  316  N.  12th  St.,  Sunbury  17801  - (717) 
286-8521 

Robert  H.  Stanger,  MD,  120  Daugherty  Dr.,  Monroeville  15146  - 
(412)  372-1600 

John  P.  Whiteley,  MD,  1116  Detwiler  Dr.,  York  17404  - (717) 
771-2433 

Jerry  Zaslow,  MD,  60  E.  Township  Line,  Philadelphia  19117  - 
(215)379-4600 

Martin  A.  Murcek,  MD,  Board  Representative,  Med.  Arts  Bldg., 
562  Shearer  St.,  Ste.  101-2,  Greensburg  15601  - (412)  837-4070 
Staff  Assignment  - William  F.  S.  Orner  Jr. 


Council  on  Medical  Practice 


Daniel  H.  Brooks,  MD,  Chairman,  103  Camp  Meeting  Rd., 
Sewickley  15143  - (412)  741-8862 

Claude  E.  Nichols,  MD,  Vice  Chairman,  2645  N.  3rd  St.,  Ste.  380, 
Harrisburg  17110  - (717)  238-0215 

H.  Craig  Bell,  MD,  1335  Highland  Ave.,  Abington  19001  - (215) 
886-4000 

Frederick  G.  Brown,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - 
(717)275-1164 

John  A.  Burkholder,  MD,  490  E.  North  Ave.,  Ste.  302,  Pittsburgh 
15212  - (412)  323-0363 

Joseph  N.  Demko,  MD,  919  E.  Drinker  St.,  Dunmore  18512  - (717) 
344-5665 

Paul  J.  Dowdell,  MD,  90  Shenango  St.,  Greenville  16125  - (412) 
588-4240 

Paul  J.  Fink,  MD,  300  Melrose  Ave.,  Merion  19066  - (215) 

667-3788 

S.  Victor  King,  MD,  515  26th  St.,  Altoona  16602  - (814)  944-3579 
John  R.  Lease,  MD,  1710  E.  Broad  St.,  Hazleton  18201  - (717) 
455-1586 

Roland  A.  Loeb,  MD,  Box  1724,  Lancaster  17604  - (717)  394-7234 


John  J.  Maron,  MD,  336  Spring  St.,  Royersford  19468  - (215) 
948-4796 

Stanley  P.  Mayers  Jr.,  MD,  648  Wiltshire  Dr.,  State  College  16802 
- (814)  238-4014 

Lee  H.  McCormick,  MD,  2708  Brownsville  Rd..  Pittsburgh  15227  - 
(412)  885-6330 

Robert  W.  Meldrum,  MD,  E.  5th  & Park  Sts.,  Bloomsburg  17815  - 
(717)  784-5150 

John  W.  Mills,  MD,  590  Indian  Springs  Rd.,  Indiana  15701  - (412) 
349-1203 

Herbert  C.  Perlman,  MD,  Carlisle  Hosp.,  X-Ray.  Box  310,  Carlisle 
17013  - (717)  245-5400 

Barbara  Shelton,  MD,  Independence  Place,  Apt.  1006,  6th  & 
Locust  Walk,  Philadelphia  19106  - (215)  625-0800 
Irving  Williams  III,  MD,  Board  Representative,  RD  1,  Box  206, 
Lewisburg  17837  - (717)  523-1142 

Ann  K.  Messersmith,  Board  Representative,  1925  W.  Norwegian 
St.,  Pottsville  17901  - (717)  622-5041 
Staff  Assignment  - Denise  E.  Zimmerman 
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Council  on  Membership 


Ronald  J.  Clearfield,  MD,  Chairman,  Citizens  Gen.  Hosp.,  New 
Kensington  15068  - (412)  337-3541 

Roberta  L.  Schneider,  MD,  Vice  Chairman,  139  Fernbrook  Ave., 
Wyncote  19095  - (215)  884-3861 

Raj  P.  Chopra,  MD,  326  Market  St.,  Bloomsburg  17815  - (717) 
784-371 1 

Donald  G.  Crawford,  MD,  4918  Locust  Ln.,  Harrisburg  17109  - 
(717)  545-4201 

James  L.  Cristol,  MD,  641  Broad  Acres  Rd.,  Penn  Valley  19072  - 
(215)  664-2901 

Howard  I.  Forman,  3024  W.  Queen  Ln.,  Basement  Apt.,  Bldg. 
A,  Philadelphia  19129  - (215)  849-5212 

Joseph  F.  Hakas,  MD,  401  Bigham  St.,  Pittsburgh  15211  - (412) 
481-7200 

Thomas  H.  Malin,  MD,  99  November  Dr.,  Camp  Hill  17011  - (717) 
761-8644 


Marvin  H.  Marx,  MD,  15  W.  Wood  St.,  Norristown  19401  - (215) 
362-5633 

LouAnn  M.  McStay,  MD,  630  6th  St.,  Beaver  15009  - (412) 
775-8869 

J.  Walter  Valenteen,  MD,  1078  W.  Baltimore  Pike,  Media  19063 
(215)  566-0677 

James  F.  Welsh,  MD,  Community  Gen.  Hosp.,  Reading  19601  - 
(215)  378-8348 

William  J.  West,  MD,  850  Walnut  Bottom  Rd.,  Carlisle  17013  - 
(717)  249-2811 

John  Helwig,  Jr.,  MD,  Board  Representative,  E.  Penn  and 
Wister  Sts.,  Philadelphia  19144  - (215)  438-4944 
Staff  Assignment  - L.  Riegel  Haas 


Resident  Physician  Section  Governing  Council 


Jeannine  R.  Hahn,  MD,  Chairman,  191  Lowell  Terr.,  King  of 
Prussia  19406  - (215)  265-4489 

Mark  Bjorklund,  MD,  Vice  Chairman,  Univ.  Manor,  Apt.  153, 
Hershey  17033  - (717)  534-8384 

Jon  R.  Friedman,  MD,  Secretary,  1876  Woodland  Rd.,  Spruce  #3, 
Abington  19001  - (215)  572-1812 

Antonio  Capone  Jr.,  MD,  Member-at-Large,  120  Ruskin  Ave., 

#115,  Pittsburgh  15213  - (412)  687-2894 

Ann  Carey,  MD,  Member-at-Large,  RD  2,  Box  237A,  Hummelstown 
17036  - (717)  534-1763 

Joseph  F.  Girone,  MD,  Member-at-Large,  32  Kightswood  Dr., 
Marlton,  NJ  08053  - (609)  596-2184 


Stephanie  Jones,  MD,  Member-at-Large,  1000  Walnut  St., 
Philadelphia  19107  - (215)  925-9382 

Mark  Rutkowski,  MD,  Member-at-Large,  4524  E.  Thompson  St., 
Philadelphia  19137  - (215)  533-9208 

Carl  A.  Sirio,  MD,  Member-at-Large,  115-A  E.  Oak  St.,  Palmyra 
17078  - (717)  838-6746 

Susan  R.  Zelitch,  MD,  Member-at-Large,  1420  Locust  St.,  Apt. 
17-P,  Philadelphia  19102  - (215)  545-7940 
Staff  Assignment  - L.  Riegel  Haas 


Medical  Student  Section  Governing  Council 


Debbie  Fishbein-Schiller,  Chairman,  (Univ.  of  PA),  2400  Chestnut 

St.,  #2901,  Philadelphia  19103  - (215)  665-0428 

Eric  D.  Peterson,  Vice  Chairman,  (Univ.  of  Pittsburgh),  745 

Millvale  #4,  Pittsburgh  15213  - (412)  682-3564 

Robert  H.  Quinn,  Secretary/Treasurer,  (Hahnemann  Univ.).,  1806 

Green  St.,  Apt.  301,  Philadelphia  19130  - (215)  988-9290 

Maureen  Kling,  Past  Chairman,  (Med  College  of  PA),  3331  Indian 

Queen  Ln.,  Philadelphia  19129  - (215)  848-7946 

Peter  D.  Cummings,  (Jefferson  Med.  College),  956  Walnut  St., 

Philadelphia  19107  - (215)  925-9056 


Howard  Forman,  (Med.  College  of  PA),  2809  W.  Queen  Ln.,  Apt. 
210,  Philadelphia  19129  - (215)  849-5212 
Ruth  Regionella,  (Hershey  Med.  Ctr.),  Univ.  Manor,  Apt.  199, 
Hershey  17033  - (717)  534-8382 

Nancy  Rosenblatt,  (Temple  Univ.)  3120  W.  Schoolhouse  Ln.,  Apt. 

JB-11,  Philadelphia  19144  - (215)  842-9023 

Vacancy,  (Philadelphia  College  of  Osteopathic  Medicine) 

Staff  Assignment  - Christina  L.  Reese 


Hospital  Medical  Staff  Section  Governing  Council 


Lee  H.  McCormick,  MD,  Chairman,  (South  Hills  Health  System  - 
Jefferson  Ctr.),  2708  Brownsville  Rd.,  Pittsburgh  15227  - (412) 
885-6330 

Michael  J.  Prendergast,  MD,  Vice  Chairman,  (York  Hosp  ),  930 
Upland  Rd.,  York  17403  - (717)  845-2743 

J.  Walter  Valenteen,  MD,  Secretary,  (Taylor  Hosp.  - Ridley  Park), 
2835  N.  Providence  Rd..  Media  19063  - (215)  566-0677 
Edward  H.  Dench  Jr.,  MD,  Delegate,  (Centre  Community  Hosp  ), 
945  Outer  Dr.,  State  College  16801  - (814)  238-4351 


Francis  S.  Kleckner,  MD,  Alternate  Delegate,  (Lehigh  Valley  Hosp 
Ctr  ),  1275  S.  Cedar  Crest  Blvd.,  Allentown  18103  - (215)  439-8595 
John  S.  Parker,  MD,  Member-at-Large,  (Latrobe  Area  Hosp.),  RD 
6,  Box  510,  Latrobe  15650  - (412)  539-3555 
William  H.  Mahood,  MD,  Member-at-Large,  (Abington  Mem. 
Hosp.),  1245  Highland  Ave.,  Abington  19001  - (215)  887-9690 
Staff  Assignment  - Denise  E.  Zimmerman 


Medical  School  Section 


Harry  Prystowsky,  MD,  Dean,  Hershey  Med.  Ctr.,  500  University 
Dr.,  Hershey  17033  - (717)  534-8323 

Joseph  S.  Gonnella,  MD,  Dean,  Jefferson  Med.  College,  1025 

Walnut  St.,  Philadelphia  19107  - (215)  928-6980 

Sol  Sherry,  MD,  Dean,  Temple  Univ.  Sch.  of  Medicine,  3400  N. 

Broad  St.,  Philadelphia  19140  - (215)  221-4046 

Thomas  Detre,  MD,  Dean,  Univ.  of  Pgh.  Sch.  of  Medicine,  Scaife 

Hall,  Pittsburgh  15213  - (412)  624-2933 

Edward  J.  Stemmier,  MD,  Dean,  Univ.  of  PA  Sch.  of  Medicine, 
36th  & Pine  Sts.,  Philadelphia  19104  - (215)  898-5181 
Alton  I.  Sutnick,  MD,  Dean,  Med.  College  of  PA,  3300  Henry  Ave., 
Philadelphia  19129  - (215)  842-6000 

Israel  Zwerling,  MD,  PhD,  Dean,  Hahnemann  Med.  College,  245 
N.  15th  St.,  Philadelphia  19102  - (215)  448-7604 


Robert  E.  Lee,  MD,  Chairman,  Univ.  of  Pittsburgh  Sch.  of 
Medicine,  Scaife  Hall,  Pittsburgh  15261 

Thomas  J.  Rohner  Jr.,  MD,  Vice  Chairman,  Hershey  Med.  Ctr., 
500  Univ.  Dr.,  Hershey  17033 

Klaus  M.  Bron,  MD,  Secretary/Treasurer,  Presby.  Univ.  Hosp., 
DeSoto  at  O'Hara  Sts.,  Pittsburgh  15213 
Athole  G.  McNeil  Jacobi,  MD,  Delegate,  Med.  College  of  PA, 
3300  Henry  Ave.,  Philadelphia  19129 

Patrick  B.  Storey,  MD,  Alternate  Delegate,  Univ.  of  PA  Sch.  of 
Medicine,  36th  & Pine  Sts.,  Philadelphia  19104 
Staff  Assignment  - Donna  F.  Wenger 
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Pennsylvania  Medical  Political  Action  Committee 


Board  of  Directors 

First  District  - Robert  H.  Bradley  Jr.,  MD,  8815  Germantown  Ave., 
Philadelphia  1 91 1 8 - (21 5)  242-8260 

Second  District  - Thomas  J.  Kardish,  MD,  5 Cherry  Blossom  Dr., 

Southampton  18966  - (215)  357-9330 

Third  District  - Wilfred  E.  Vogler  Jr.,  MD,  2431  Easton  Ave., 

Bethlehem  18017  - (215)  691-8538  (215)  866-5111 

Fourth  District  - William  C.  Wright,  MD,  Penn  St.  & Glenn  Ave., 

Bloomsburg  17815  - (717)  784-1981 

Fifth  District  - Roland  A.  Loeb,  MD,  P.O.  Box  1708,  Lancaster 
17603  - (717)  394-7234 

Sixth  District  - Harold  R.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg 
16648  - (814)  695-0659 

Seventh  District  - Jack  L.  Fairweather,  MD,  129  Market  St., 
Lewisburg  17837  - (717)  523-1210 

Eighth  District  - Joseph  R.  McClellan,  MD,  224  W.  26th  St. , Erie 
16508  - (814)  453-7767 

Ninth  District  - Carol  N.  Maurer,  MD,  15  Stewart  Rd.,  Oil  City 
16301  - (814)  677-5102 

Tenth  District  - Eugene  W.  Herron,  MD,  47  Greensburg  St. , 
Delmont  15626  - (412)  468-8010 


Eleventh  District  - Jon  Adler,  MD,  124  Evans  Dr.,  McMurray  15317 
- (412)  222-7240 

Twelfth  District  - Victor  F.  Greco,  MD,  Greco  Med.  Arts  Bldg., 
Drums  1 8222  - (71 7)  788-4141 

Board  Members-At-Large 

Donald  G.  Ferguson,  MD,  South  Side  Hosp.,  Pittsburgh  15203  - 
(412)  488-5550 

John  W.  Lawrence,  MD,  1078  W.  Baltimore  Pike,  Media  19063  - 
(215)  566-4311 

Timothy  J.  Michals,  MD,  Pepper  Pavilion,  Ste.  1003,  1 Graduate 
Plaza,  Philadel-  phia  19146  - (215)  546-7973 

Mrs.  Stanley  C.  Ushinski,  Eastern  Region,  RD  5,  Sutton  Rd., 
Shavertown  18708  - (717)  696-2134 

Mrs.  Spencer  J.  Servoss,  Central  Region,  17  Round  Hill  Rd., 
Williamsport  17701  - (717)  323-0649 

Mrs.  Joseph  H.  Carter,  Western  Region,  816  Hilltop  Rd.,  Erie 

16509  - (814)  866-6732 

Executive  Director  - Jerry  L.  Rothenberger 

Note:  Board  subject  to  change  at  PMS  Board  of  Trustees  meeting, 
January  22,  1986. 


Pennsylvania  Medical  Society 

Officers 

David  S.  Masland,  MD,  Chairman  of  the  Board/Chief  Executive 
Officer 

Donald  E.  Harrop,  MD,  Vice  Chairman  of  the  Board 

A.  John  Smither,  President/Chief  Operating  Officer 

Ronald  M.  Bachman,  Senior  Vice  President/Director  of  Marketing 

Russell  W.  Krasley  II,  Vice  President  - Claims 

Sarah  H.  Lawhorne,  Esq.,  Secretary/General  Counsel 

Karl  L.  Detweiler,  Vice  President  - Underwriting 

Lawrence  E.  Smarr,  Vice  President  - Data  Processing/Research 

Judith  R.  Brown,  RN,  JD,  Vice  President/Director  of  Risk 

Management/Loss  Prevention 

Anna  Lavertue,  Assistant  Vice  President/Director  of  Professional 
Affairs 

Frank  Piscioneri,  Assistant  Vice  President/Director  of 
Administrative  Services 

Gregory  L.  Richards,  Assistant  Vice  President/Data  Processing 
Manager 

Rocco  A.  Piscioneri,  Treasurer 
Board  of  Directors 

William  F.  Bouzarth,  MD,  1041  Waverly  Rd.,  Gladwyne  19035  - 
(215)  426-5050 

Betty  L.  Cottle,  MD,  25  Sylvan  Dr.,  Hollidaysburg  16648  - (814) 
695-0659 

Sylvan  H.  Eisman,  MD,  3400  Spruce  St.,  Philadelphia  19104  - 
(215)  386-1414 


Liability  Insurance  Company 

Henry  H.  Fetterman,  MD,  501  N.  17th  St.,  Allentown  18104  - (215) 
435-8562 

Norman  A.  Goldstein,  MD,  206  Gay  St.,  Phoenixville  19460  - 
(215)  323-1550 

Donald  E.  Harrop,  MD,  750  S.  Main  St.,  Phoenixville  19460  - (215) 
933-3182 

John  H.  Hobart,  MD,  2001  Fairview  Ave.,  Easton  18042  - (215) 
258-9131 

William  J.  Kelly,  MD,  St.  Francis  Hosp.,  Ste.  B,  Pittsburgh  15201  - 
(412)  621-9094 

Robert  L.  Lasher,  MD,  316  W.  23rd  St.,  Erie  16502  - (814) 
455-9038 

Francis  A.  Lovecchio,  MD,  200  E.  Brown  St. , East  Stroudsburg 
18301  - (215)  424-5180 

Matthew  Marshall  Jr.,  MD,  The  Mellon  Pavilion,  4815  Liberty  Ave., 
Pittsburgh  15224  - (412)  682-3566 

David  S.  Masland,  MD,  Med.  Arts  Bldg.,  220  Wilson  St.,  Carlisle 
17013  - (717)  249-1929 

James  A.  Raub,  MD,  1099  Ohio  River  Blvd.,  Sewickley  15143  - 
(412)  741-7150 

John  F.  Rineman,  20  Erford  Rd.,  Lemoyne  17043  - (717) 
763-7151 

Brooke  Roberts,  MD,  Univ.  of  Penna.,  3400  Spruce  St., 
Philadelphia  19104  - (215)  662-2025 

A.  John  Smither,  P.O.  Box  303,  Lemoyne  17043  - (717)  763-4750 


Pennsylvania  Medical  Care  Foundation 


Ms.  Margaret  C.  Albert,  Pub.  Rel.  Dept.,  Urban  League  of  Pitts., 

200  Ross  Ave.,  Pittsburgh  15219  - (412)  261-1130 

Mr.  Robert  W.  Becker,  Dir.,  Corp.  Employee  Benefits,  American 

Sterilizer  Co.,  2222  W.  Grandview  Blvd.,  Erie  16512  - (814) 

452-3100 

Mr.  Leonard  Davis,  Sr.  Dir.,  Quality  Assur.  & Hlth.  Care  Planning, 
Blue  Cross  of  Greater  Phila. , 1333  Chestnut  St.,  Philadelphia 
19107  - (215)  448-5000 

Robert  E.  Davis,  MD,  Med.  Dir.,  Allegheny  Ludlum  Steel  Corp., 
Alabama  & Pacific  Aves.,  Brackenridge  15014  - (412)  226-2000, 

Ext.  6384 

Robert  B.  Edmiston,  MD,  Sr.  Vice  Pres.,  Prof.  Aff . , PA  Blue 
Shield,  Camp  Hill  17011  - (717)  763-3312 
Leonard  H.  Finklestein,  DO,  4150  City  Line  Ave.,  Philadelphia 
19131  - (215)  667-3020 

George  R.  Fisher  III,  MD,  829  Spruce  St.,  Ste.  308,  Philadelphia 
19107  - (215)  922-5252 

Mr.  Joseph  W.  Fitzgerald,  Pres.,  Muhlenberg  Hosp.  Ctr., 
Schoenersville  Rd.,  Bethlehem  18015  - (215)  861-2200 
Joseph  A.  Girone,  MD,  Lawn  Ave.  Prof.  Bldg.,  Sellersville  18960  - 
(215)257-2727 


Mr.  Gerald  A.  Gleeson,  Vice  Pres.,  Hlth.  Aff.,  Phila.  Chamber  of 
Commerce,  1346  Chestnut  St.,  Ste.  800,  Philadelphia  19107  - (215) 
545-1234 

Victor  F.  Greco.  MD,  Greco  Med.  Arts  Bldg.,  Drums  18222  - (717) 
788-4141 

Walter  M.  Greissinger,  MD,  President,  1400  Centre  Ave., 

Pittsburgh  15219  - (412)  562-3207  (412)  935-5077 

Daniel  A.  Hall,  MD,  8202  Stenton  Ave.,  Philadelphia  19118  - (215) 

647-6333 

Paul  F.  Kase,  MD,  1009  Rolleston  St.,  Harrisburg  17104  - (717) 
238-4300 

Robert  M.  Kemp,  MD,  208  Willow  Valley  Sq.,  Lancaster  17602  - 
(717)  464-3338 

Robert  H.  Kough,  MD,  Geisinger  Med.  Ctr.,  Danville  17822  - (717) 
275-6413 

Edward  C.  Leonard  Jr.,  MD,  Roosevelt  & Adams  Ave., 

Philadelphia  19124  - (215)  831-4800 

John  D.  Lubahn,  MD,  406  Peach  St.,  Erie  16507  - (814)  456-2921 
H.  Arnold  Muller,  MD,  Sec.,  PA  Dept,  of  Health,  802  Health  & 
Welfare  Bldg.,  Harrisburg  17120  - (717)  787-6436 
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Mr.  Albert  Noren,  Secretary,  Adm.,  Eastern  PA  Region  ILGWU 
Health  Ctr. , Inc.,  35  S.  4th  St.,  Philadelphia  19106  - (215)  351-0750 
Edward  J.  Notari,  MD,  201  Smallacombe  Dr.,  Scranton  18508  - 
(717)  961-0171 

John  S.  Parker,  MD,  HOO  Ligomer  St. , Latrobe  15650  - (412) 
539-3555 

Mr.  Harold  M.  Petersen,  Pres.,  Blue  Cross  of  Lehigh  Valley,  1221 

Hamilton  St.,  Allentown  18102  - (215)  820-2700 

Mr.  Gerald  F.  Radke,  Deputy  Sec.  for  MA,  PA  Dept,  of  Public 

Welfare,  515  Health  & Welfare  Bldg.,  Harrisburg  17120  - (717) 

787-1870 

Howard  A.  Richter,  MD,  Vice  President,  City  Line  & Lancaster 
Aves.,  Philadelphia  19151  - (215)  649-4416 

Nicholas  D.  Saccone,  DDS,  1001  Pittston  Ave.,  Scranton  18505  - 
(717)  343-6047 


Ms.  Rhea  Singsen,  Vice  Pres.,  Penn  Group  Health  Plan,  Inc.,  214 

Senate  Ave.,  Camp  Hill  17011  -(717)  763-9313 

Joseph  W.  Stella,  DO,  1736  Hamilton  St.,  Allentown  18104  - (215) 

439-4000 

David  A.  Tilly,  MD,  1259  S.  Cedar  Crest  Blvd.,  Allentown  18103  - 
(215)  433-3143 

Mr.  Thomas  White,  Pres.,  Jameson  Mem.  Hosp.,  W.  Leasure  Ave., 

New  Castle  16105  - (412)  658-9001 

Bernard  B.  Zamostien,  MD,  1335  Tabor  Rd.,  Ste.  303, 

Philadelphia  19141  - (215)  924-8181 

Executive  Director  - Barbara  A.  Layne,  RN 

Note:  Board  subject  to  change  at  Foundation  meeting  in  December 
1985 


The  Educational  and  Scientific  Trust 


James  A.  Collins  Jr.,  MD,  Chairman,  Geisinger  Med.  Ctr.,  Danville 
17822  - (717)  271-6405 

Doris  G.  Bartuska,  MD,  3227  W.  Penn  St.,  Philadelphia  19129  - 
(215)  842-6952 

Abram  M.  Hostetter,  MD,  20  Briarcrest  Sq.,  Hershey  17033  - (717) 
533-4797 

David  L.  Miller,  MD,  237  Broad  St.,  New  Bethlehem  16242  - (814) 
275-1122 


Administrative  Staff 

LeRoy  C.  Erickson,  Executive  Director 

Shelley  Dodson,  Administrative  Secretary 

Kristi  Jordan,  Manager,  Development  and  Marketing 

Carol  Scarborough,  Manager,  Finance 

Amy  Jo  Wolford,  Manager,  Projects  and  Programs 


Keystone  Peer  Review  Organization 


Board  of  Directors 

Robert  J.  Carroll,  MD,  Vice  President,  4725  McKnight  Rd., 
Pittsburgh  15237  - (412)  367-1188 

Henry  H.  Fetterman,  MD,  Secretary,  501  N.  17th  St. , Allentown 
18104  - (215)  435-8562 

Donald  E.  Harrop,  MD,  President,  750  S.  Main  St.,  Phoenixville 
19460  - (215)  933-3182 

Robert  N.  Moyers,  MD,  764  Kennedy  St.,  Meadville  16335  - (814) 
336-5995 

Martin  A.  Murcek,  MD,  Treasurer,  Med.  Arts  Bldg.,  562  Shearer 
St.,  Ste.  101-2,  Greensburg  15601  - (412)  837-4070 


Donald  H.  Smith,  MD,  2209  Lehigh  St. , Easton  18042  - (215) 
252-2556 

William  J.  West,  MD,  850  Walnut  Bottom  Rd.,  Carlisle  17013 

(717)  249-2811 

Administrative  Staff 

Robert  R.  Weiser,  Executive  Director 

Carmine  J.  Striano,  Director  of  Professional  Relations 

Edward  E.  Longabaugh,  MD,  Medical  Director 

Beth  Hackman,  Assistant  Executive  Director  for  Review 

Operations 


Pennsylvania  Medical  Society  Auxiliary 


Officers 

Mrs.  Robert  L.  Snyder,  President,  101  E.  Center  St.,  Nazareth 
18064  - (215)  759-4828 

Mrs.  Robert  L.  Lasher,  President-Elect,  217  Indiana  Dr.,  Erie 
16505  - (814)  455-5114 

Mrs.  Oliver  E.  Mattas,  First  Vice-President,  RD  4,  Box  190, 

Juniata  Gap,  Altoona  16601  - (814)  942-1987 

Mrs.  Michael  P.  Brignola,  Eastern  Regional  Vice-President,  377 

Trevor  Ln.,  Bala  Cynwyd  19004  - (215)  668-8789 

Mrs.  Michael  J.  Prendergast,  Central  Regional  Vice  President, 

930  Upland  Rd.,  York  17403  - (717)  843-8378 

Mrs.  Lawrence  C.  Marcella,  Western  Regional  Vice-President,  108 

Valhalla  Dr.,  New  Castle  16105  (412)  658-8662 

Mrs.  Guy  L.  Bellanca,  Treasurer,  28  S.  Eighth  St.,  Youngwood 

15697  - (412)  925-7836 

Mrs.  W.  Daniel  Foster,  Recording  Secretary,  433  Ridge  Rd  , 
Greensburg  15601  - (412)  834-0650 

Mrs.  Stephen  J.  Herceg,  Financial  Secretary,  674  St  Johns  Dr., 
Camp  Hill  1 701 1 - (71 7)  737-2362 

Mrs.  John  V.  Blady,  Speaker,  House  of  Delegates,  2009  Stone 

Ridge  Ln..  Villanova  19085  - (215)  525-0532 

Mrs.  James  R.  Smolko,  Vice  Speaker,  House  of  Delegates,  545 

Gatehouse  Ln.,  York  17402  - (717)  755-0552 

Mrs.  Harry  G.  Light,  Corresponding  Secretary,  RD  5,  Bethlehem 

18015  - (215)  866-6551 

Mrs.  William  G.  Ridgway,  Parliamentarian,  102  S.  9th  St.,  Akron 
17501  - (717)  859-1877 

Mrs.  William  J.  West,  Immediate  Past  President,  613  Devonshire 
Dr.,  Carlisle  17013  - (717)  243-7303 

Arlene  C.  (Mrs.  Robert  D.)  Oyler,  Executive  Administrator,  20 
Erford  Rd.,  Lemoyne  17043  - (717)  763-7151 


District  Councilors 

First  District  - Mrs.  Robert  S.  Pressman,  2401  Pennsylvania  Blvd., 
Apt.  2-C-44,  Philadelphia  19130  - (215)  232-9798 
Second  District  - Mrs.  James  A.  Sheets,  2455  Riverbend  Rd., 
Allentown  18103  - (215)  967-6644 

Third  District  - Mrs.  Donald  H.  Smith,  90  Sutton  Place,  Easton 
18042  - (215)  252-0451.  Councilor-Elect.  Mrs.  Theodore  Uroskie, 
200  Yale  Blvd.,  Clarks  Green  18411  -(717)  586-9193 
Fourth  District  - Mrs.  John  Modarress,  1915  Mahantongo  St., 
Pottsville  17901  - (717)  622-0182 

Fifth  District  - Mrs.  Paul  F.  Kase,  6411  Devonshire  Heights  Rd., 
Harrisburg  17111  - (717)  545-0400  Councilor-Elect,  Mrs.  David  B. 
Evans,  716  Yorkshire  Dr.,  Carlisle  17013  - (717)  243-5501 
Sixth  District  - Mrs.  James  M.  O'Leary,  126  Clover  Dr., 
Hollidaysburg  16648  - (814)  696-3444 

Seventh  District  - Mrs.  Charles  L.  Wasilewski,  1304  Colonial  Ct. , 
RD  3.  Montoursville  17754  - (717)  326-1206.  Councilor-Elect,  Mrs. 
William  R.  Adams,  210  Ben  Ave.,  Mill  Hall  17751  -(717)  726-3711 
Eighth  District  - Mrs.  John  J.  DeMarco,  1840  S.  Shore  Dr.,  Erie 
16505  - (814)  459-8150 

Ninth  District  - Mrs.  William  S.  Ferrucci,  RD  1,  Box  48, 
Punxsutawney  15767  - (814)  938-2137.  Councilor-Elect,  Mrs. 
Anthony  M.  Pirrello,  Woodridge  Rd.,  Butler  16001  - (412) 
287-2590 

Tenth  District  - Mrs.  Ronald  W.  Chludzinski,  124  Penn  Lear  Dr., 
Monroeville  15146  - (412)  372-0230 

Eleventh  District  - Mrs.  Roldan  G.  Medina,  154  Brandywine  Rd., 
Umontown  15401  - (412)  437-6143.  Councilor-Elect,  Mrs.  Kun 
Hyung  Kim,  69  Woodside  Dr.,  Washington  15301  - (412)  228-7989 
Twelfth  District  - Mrs.  Victor  F.  Greco,  RD  1,  Drums  18222  - (717) 
788-3225 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


tifwn to gj P ;<cr e w m i* iv r>! 


Lester  R.  Wilson,  Jr. , Joseph  Pulcini,  Jr. , Suite  125,  Commerce  Plaza  Sidney  B.  Elston,  Jr. 

5100  Tilghman  Street,  Allentown.  PA  18104,  (215)  395-8888  1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-9900 

Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr.  Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic 

Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800  Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


new  members 


ADAMS  COUNTY 

Dwight  A Kauffman,  MD,  Family  Practice,  10  West  King 
Street,  Littlestown  17340 

ALLEGHENY  COUNTY 

Diane  C,  L.  Ichikawa,  MD,  Obstetrics/Gynecology,  Magee 
Women's  Hospital,  Forbes  & Halkef  Streets,  Pittsburgh 
15213 

Richard  R Stout,  MD,  Ophthalmology,  239  Fourth  Avenue, 
Pittsburgh  15222 

ARMSTRONG  COUNTY 

Roderick  B,  Groomes,  MD,  Internal  Medicine,  125  Glade 
Park  East,  Kittanning  16201 

BEAVER  COUNTY 

Mary  C.  Shipman,  MD,  Family  Practice,  Family  Practice 
Center,  918  Third  Avenue,  Beaver  Falls  15010 

Simmon  L Wilcox,  MD,  Family  Practice,  1100  Brodhead 
Road,  Monaca  15061 

BERKS  COUNTY 

Robert  L.  Gattuso,  MD,  355  Lackawanna  Street,  Apartment 
11,  Building  2,  Reading  19604 

Matilde  R Sotomayor,  MD,  Family  Practice, 523  Carsoma  Av- 
enue, Reading  19606 

BLAIR  COUNTY 

Jacquelyn  W Delerme-Morillo,  MD,  804  Peachview  Lane, 
Duncansville  16635 

BRADFORD  COUNTY 

Stephen  J.  Annest,  MD,  Cardiovascular  Surgery,  Guthrie 
Clinic  Ltd  , Sayre  18840 

BUCKS  COUNTY 

Henry  H Bernstein,  DO,  Pediatrics,  Box  112  Lawn  Avenue, 
Sellerville  18960 

Randy  Brister,  MD,  Pediatrics,  The  Atrium,  Ste,  17.  Four 
Terry  Drive,  Newtown  18940 

Kyle  L Forsyth,  MD,  Family  Practice,  855  Old  Lancaster 
Road,  Apartment  A-1,  Bryn  Mawr  19010 

Lewis  M Gill,  MD,  General  Surgery,  920  Lawn  Avenue,  Sel- 
lerville 18960 

Bernard  M Harrison,  MD,  Family  Practice,  755  York  Road, 
Warminster  18974 

Richard  R Kosierowski,  MD,  Internal  Medicine,  712  Lawn 
Avenue,  Sellersv ille  18960 

Brian  J Munley,  MD,  Cardiovascular  Diseases,  14-B  Memo- 
rial Drive,  Doylestown  18907 

William  F O'Connell,  MD,  Pediatrics,  1723  Woodbourne 
Road,  Levittown  19057 

Ann  Rudden.  MD,  Internal  Medicine,  80  North  Main  Street, 
Sellersville  18960 

Harmon  C Stein,  MD,  Ophthalmology,  103  Windham  Court, 
Newtown  18940 

Brian  D Wilson,  MD,  Family  Practice,  855  Old  Lancaster 
Road,  Apartment  4-B,  Bryn  Mawr  19010 

BUTLER  COUNTY 

Santhanam  R Chakravarthy,  MD,  Internal  Medicine,  131 
East  Cunningham  Street,  Butler  16001 

CENTRE  COUNTY 

David  D.  Garrison,  MD,  Family  Practice,  679  Devonshire 
Drive,  State  College  16803 

CLEARFIELD  COUNTY 

Michael  Feigen,  MD,  Radiology,  809  Turnpike  Avenue, 
Clearfield  16830 

CUMBERLAND  COUNTY 

Theodore  F Berk,  MD,  Gastroenterology,  719  Sherwood 
Drive,  Carlisle  17013 


DAUPHIN  COUNTY 

Ralph  E Dahle,  DO.  Psychiatry,  4315  Londonderry  Road, 
Harrisburg  17105 

Robert  F.  Siguenza,  MD,  Family  Practice,  245  North  26th 
Street,  Camp  Hill  17011 

Richard  J Simons,  MD,  Internal  Medicine,  712  Cambridge 
Court,  Palmyra  17078 

DELAWARE  COUNTY 

V,  Paul  Addonizio,  MD,  Thoracic  Surgery.  3400  Spruce 
Street,  Philadelphia  19104 

Jeffrey  C Brandon,  MD,  Diagnostic  Radiology,  160  East 
Kenilworth,  Newton  Square  19073 

John  M Colombo,  MD,  Internal  Medicine,  325  North  Lans- 
downe  Avenue,  Lansdowne  19050 

Frank  P Giammattei,  MD,  Orthopaedic  Surgery,  415  East 
22nd  Street,  Chester  19081 

Harold  M Gordon,  MD,  Pediatrics,  418  East  Lancaster  Ave- 
nue. Wayne  19087 

Michael  A Keshishian,  MD,  Internal  Medicine,  157  Melrose 
Avenue,  East  Lansdowne  19050 

Linda  F Klinow,  MD,  Pediatrics,  3030  Garrett  Road,  Drexel 
Hill  19026 

Arthur  N.  Leibowitz,  MD,  Pediatrics,  3030  Garrett  Road, 
Drexel  Hill  19026 

Jeromy  O Lichtman,  MD,  Pediatrics,  420  Township  Line 
Road,  Havertown  19083 

Anthony  J.  Piraino,  MD,  Clinical  Pharmacology,  624  Maple- 
wood Avenue,  Springfield  19064 

Theresa  C,  Power,  DO,  Radiology,  222  Lewis  Avenue,  East 
Lansdowne  19050 

Donna  M Sammaritano,  MD,  Pediatrics,  3030  Garrett  Road, 
Drexel  Hill  19076 

Richard  N,  Taxin,  MD,  Diagnostic  Radiology,  5 Hill  Top 
Road,  Wallingford  19086 

Vahe  Yetimyan,  MD,  Pathology,  State  Road  & Hazel  Avenue, 
Penzel  Apartments  #C-33,  Upper  Darby  19082 

Marc  Young,  MD,  Ophthalmology,  130  North  Eagle  Road, 
Havertown  19083 

Garabet  M Zakeosian,  MD,  Anesthesiology,  3909  Gradyville 
Road,  Newtown  Square  19073 

Doina  Zuba,  MD,  Otolaryngology,  776  Providence  Road 
#314,  Aldan  19018 


FAYETTE  COUNTY 

Anthony  S lannamorelli,  MD,  Internal  Medicine,  197  B 
Morgantown  Street,  Uniontown  15401 

LACKAWANNA  COUNTY 

John  M Moxen,  MD,  Radiology,  746  Jefferson  Avenue, 
Scranton  18501 

Perin  F Parabia,  MD,  Anesthesiology,  306  Morgan  Manor 
Apartments,  Scranton  18508 

Mary  F Sewatsky,  MD,  Internal  Medicine,  121  Vine  Street, 
Pittston  18640 

Edward  A Sherwin,  MD,  Internal  Medicine,  722  Connell 
Building,  Scranton  18503 

Joanne  S Zenker,  MD,  Dermatology,  Wyoming  & Spruce 
Streets,  Banktower  Building,  Scranton  18503 

LANCASTER  COUNTY 

Stephen  J,  Pandolph,  MD,  Family  Practice,  County  Line 
Medical  Center,  RD  1,  Box  13,  Gap  17527 

LAWRENCE  COUNTY 

James  B Medlock,  MD,  General  Surgery,  2400  Wilmington 
Road,  New  Castle  16105 

LEBANON  COUNTY 

Benson  Harvey  Jr,  MD,  Cardiovascular  Surgery.  229  South 
Front  Street,  Lebanon  17042 

Helen  T Rovinski,  MD,  Psychiatry,  PO  Box  4354,  Schaef- 
ferstown  17088 


LUZERNE  COUNTY 

John  H Ellis  IV,  MD,  Cardiovascular  Diseases,  225  South 
River  Street,  Plains  18705 

Amnon  Fein,  MD,  Obstetrics/Gynecology,  Nesbitt  Medical 
Arts  Bldg  , 534  Wyoming  Avenue,  Kingston  18704 

Russell  R Houk,  MD,  Pathology,  Pine  Lane,  Glen  Summit, 
Mountain  Top  18707 

James  M Jiunta,  DO,  General  Practice,  340  Carey  Avenue 
Wilkes  Barre  18702 

John  M Kish,  DO,  Family  Practice,  City  Heights  Shp  Ctr., 
North  Meade  Street,  Wilkes-Barre  18702 

Larry  A Litscher,  MD,  Ophthalmology,  601-605  Wyoming  Av- 
enue, Eye  Clinic,  Kingston  18704 

David  R Mariner,  MD,  General  Surgery,  63  East  Walnut 
Street,  Kingston  18704 

Murthappa  N Prakash,  MD,  Cardiovascular  Diseases.  1730 
East  Broad  Street,  Hazleton  18201 

Patricia  V Rossi,  MD,  Pediatrics.  RD  1,  Wilkes-Barre  18702 

Kenneth  A Son,  MD,  Urological  Surgery,  777  Wyoming  Ave- 
nue, Kingston  18704 

Robert  Sparto,  MD,  Pediatrics,  Gateway  Manor,  Apt  510c, 
Kingston  18704 

MIFFLIN- JUNIATA  COUNTY 

R Thomas  Barowsky,  MD,  Ophthalmology,  c/o  Geisinger 
Medical  Group,  Third  Street  & Highland  Avenue.  Lewis- 
town  17044 

John  J Fuoco,  MD,  Family  Practice,  401  Eighth  Avenue, 
Burnham  17009 

John  W Gehman,  MD.  Family  Practice,  RD  1,  Box  84,  Mc- 
Alisterville  17049 

Gerald  Zel,  MD,  Urological  Surgery,  Geisinger  Medical 
Group,  Third  Street  & Highland  Ave  , Lewistown  17044 

MONROE  COUNTY 

Cary  A Davidson,  MD,  Family  Practice,  Bartonsville  Profes- 
sional Bldg  Route  611,  Bartonsville  18321 


MONTGOMERY  COUNTY 

Ronald  P Andrews,  MD.  Rheumatology.  1003  Easton  Road 
Suite  104.  Willow  Grove  19090 

Willard  G Andrews,  III.  MD,  Oncology.  1245  Highland  Ave- 
nue, Abington  19001 

Mary  L Coady,  MD,  Pediatrics,  455  South  Roberts  Road, 
Bryn  Mawr  19010 

Terrence  P Flannery,  MD,  Family  Practice,  1400  Old  York 
Road,  Abington  19001 

J Arch  McNamara,  MD,  Ophthalmology,  910  East  Willow 
Grove  Avenue.  Philadelphia  19118 

John  F Parker,  MD,  Psychiatry,  1200  Mount  Pleasant  Road. 
Villanova  19085 

Elaine  G Pendrak,  DO,  Family  Practice,  104  Prospect  Ave- 
nue, Norristown  19403 

Adnan  B Zawawi,  MD,  Psychiatry,  Building  48,  Norristown 
State  Hospital,  Norristown  19401 


MONTOUR  COUNTY 

Mary  T Abell,  MD  Physical  Medicine/Rehabilitation.  619 
Bloom  Road,  Danville  17821 

Ronald  F Fierro,  MD,  Internal  Medicine,  123  East  Market 
Street,  Danville  17821 

Steven  A Lillmars.  DO,  Orthopaedic  Surgery.  Geisinger 
Medical  Center,  Danville  17822 

Jeffrey  S Lobel,  MD,  Pediatrics,  Geisinger  Medical  Center, 
Danville  17822 

Daniel  L Zeidner,  MD,  Pediatric  Endocrinology,  Geisinger 
Medical  College,  Danville  17822 

NORTHUMBERLAND  COUNTY 

Patrick  D Pugliese,  MD,  Emergency  Medicine.  13  Hemlock 
Lane,  Ellyburge  17824 
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PERRY  COUNTY 

Jonathan  E.  Keough,  MD,  Pathology,  P.O.  Box  1928,  Harris- 
burg 17105 


PHILADELPHIA  COUNTY 

Gary  J.  Anderson,  MD,  Cardiovascular  Diseases,  Hahne- 
mann Univ.  Sch,  of  Med.,  Broad  and  Vine  Streets,  Phila- 
delphia 19102 

John  J.  Borruso,  MD,  General  Surgery,  3530  Oakmont 
Street,  Philadelphia  19136 

Denis  A,  Boyle  Jr..  MD,  Physical  Medicine/Rehabilitation, 
Millbrook  Lane,  Haverford  19041 
Richard  M.  Chesnick.  MD,  Radiology,  8201  Henry  Avenue, 
#M-1 1 , Philadelphia  19128 

Kenneth  R.  Cohen,  MD,  Internal  Medicine,  1320  Race 
Street,  Philadelphia  19107 

Richard  J.  Fruncillo,  MD,  Internal  Medicine,  1900  South 
Newkirk  Street,  Philadelphia  19145 
Nadezhda  Glikman,  MD,  General  Practice,  7938  Langdon 
Street,  Second  Floor,  Philadelphia  19111 
William  T.  Grizos,  MD,  Internal  Medicine,  301  Race  Street, 
Philadelphia  19106 

William  D.  Ju,  MD,  Dermatology,  1420  Locust,  Academy 
House,  Apt.  30-0,  Philadelphia  19102 
Paul  J.  Macchi,  MD,  Radiology,  11-15  North  Second  Street, 
Unit  506,  Philadelphia  19106 

Thomas  J Martin,  MD,  Pediatrics,  1900  JFK  Blvd  . #1912, 
Philadelphia  19103 

Sam  C.  Masarachia,  MD,  Family  Practice,  26  Woodale  Ave- 
nue, Philadelphia  19118 

Judith  E Melick,  MD,  Ophthalmology,  604  Washington 
Square  South,  #1112,  Philadelphia  19106 
Mary  K Menard,  MD,  Obstetrics/Gynecology,  800  North 
Newkirk  Street,  Philadelphia  19130 
S.  Jay  Mirmanesh,  MD,  601  Park  Street.  Apt.  6-0,  Borden- 
town,  New  Jersey  08505 

Mark  M.  Mishkin,  MD,  Radiology,  Thomas  Jefferson  Univ. 
Hosp  , Philadelphia  19107 

Jayalakshmi  Pannathpur,  MD,  Nutrition,  6366  Sherwood 
Road,  Philadelphia  19151 

Owen  R Rahman,  MD,  Anesthesiology,  5501  Wayne  Avenue 
#301,  Philadelphia  19144 

Karen  A Rizzo.  MD,  8875  Ridge  Avenue  #43.  Philadelphia 
19128 

Gene  Z.  Salkind,  MD,  Neurological  Surgery,  1601  Walnut 
Street,  Philadelphia  19103 

Agnes  S.  Salvador,  MD,  Pediatrics,  Albert  Einstein  Medical 
Ctr . Northern  Division  Dept,  of  Ped  , Philadelphia  19141 
Debra  A.  Schilling,  MD,  Physical  Medicine/Rehabilitation, 
380  South  Lenola  Road,  Moorestown,  New  Jersey  08057 


VENANGO  COUNTY 

Gary  T.  Cannon,  MD,  Family  Practice,  1 Dale  Avenue,  Frank- 
lin 16323 

WESTMORELAND  COUNTY 

Katherine  K,  Welty,  MD,  Family  Practice,  110  West  Second 
Avenue,  Latrobe  15650 


YORK  COUNTY 

David  K Nace,  MD,  Family  Practice,  2340  Carlisle  Road, 
York  17404 

Henry  K.  Sagel,  DO,  Obstetrics/Gynecology,  Memorial  Medi- 
cal Center,  1783  Fourth  Avenue,  York  17403 


STUDENTS 

Roy  A Gill,  5621  Woodbine  Avenue,  Philadelphia  19131 

Joan  A Lit,  109  Haws  Lane,  Philadelphia  19118 

Fay  D Wright,  3557  Indian  Queen  Lane,  Philadelphia  19129 


Geared  for  Success: 

The  HPL’s  Program  for  Ultimate  Fitness. 


The  doctor  told  you  to  exercise,  lose  weight, 
cut  down  on  stress— but  where  do  you  begin? 
What's  safe  for  you?  What's  right  and  how 
much?  You  need  a total  and  personal  program— 
a unique  preventive  and  rehabilitative  cardio- 
vascular program  developed  by  the  Human 
Performance  Laboratory  (HPL)  at  Holy  Redeemer 
Hospital  and  Medical  Center.  At  the  HPL,  you 
get  the  latest  equipment  and  medical  tech- 
niques. A personal  prescription  for  medically 
monitored  exercises.  Physician  counselling 
in  nutrition,  weight  loss  and  lifestyle.  Everything 
to  help  you  function  at  your  peak  at  work  and 
at  home. 


It’s  no  wonder  that  our  9-year  record  of  safety 
is  unparalleled,  and  why  over  700  doctors 
have  referred  their  patients  to  the  HPL's  pro- 
grams. Now  that  you  know,  shouldn't  you  look 
into  it  too? 

For  more  information  and  a tour  of  the  HPL  facilities 
on  the  campus  of  Holy  Redeemer  Hospital  and 
Medical  Center,  call  947-5971 


HOLY  REDEEMER 

Hospital  and  Medical  Center 

1648  Huntingdon  Pike,  Meadowbrook,  PA  19046 


Quality  • Compassion  • Excellence 
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obituaries 


• Denotes  PMS  membership  at  death. 


* John  Valentine  Blady,  Villanova;  Duke 
University  School  of  Medicine,  1932;  age  79, 
died  November  24,  1985.  Dr.  Blady,  a past 
president  of  the  Pennsylvania  Medical  Soci- 
ety, was  a specialist  in  cancer  treatment  and 
research.  He  was  professor  emeritus  at  Tem- 
ple University  School  of  Medicine,  where  he 
directed  the  Blady  Tumor  Clinic  for  30  years. 

‘Frederick  T.  Cope,  Red  Lion;  Hahnemann 
University  School  of  Medicine,  1938;  age  74, 
died  September  23,  1985.  Dr.  Cope  was  a 
family  practitioner  in  Red  Lion  for  37  years. 

*Rocco  de  Prophetis,  Media;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1931;  age  78,  died  November  12,  1985. 
Dr.  de  Prophetis  was  a past  president  of  the 
Delaware  County  Medical  Society  and 
served  as  editor  of  the  society's  bulletin  for 
25  years. 

‘Chalmers  D.  Ensminger,  York;  Johns 
Hopkins  University  School  of  Medicine, 
1934;  age  76,  died  November  3,  1985.  Dr. 
Ensminger  was  a general  practitioner. 

‘Thomas  S.  Fannin  Jr.,  Bristol;  Hahne- 
mann University  School  of  Medicine,  1932; 
age  78,  died  October  12,  1985.  Dr.  Fannin 
was  a general  practitioner. 

‘Kenneth  I.  Fetterhof,  Gibsonia;  Univer- 
sity of  Pittsburgh  School  of  Medicine,  1931; 
age  80,  died  November  9,  1985.  Dr.  Fetterhof 
was  former  medical  director  of  Marcy  State 
Hospital  in  East  Liberty. 

‘Jesse  W.  Gordner  Jr.,  Danville;  University 
of  Maryland  School  of  Medicine,  1936;  age 
74,  died  November  2,  1985.  Dr.  Gordner,  a 
general  practitioner,  was  Montour  County's 
first  elected  coroner. 

‘Carlton  I.  Halle,  Baltimore,  Maryland; 
University  of  Maryland  School  of  Medicine, 
1959;  age  52,  died  November  7,  1985.  Dr. 
Halle  was  an  allergist  in  the  York  area  for 
seven  years. 

‘John  Gregg  Hand,  Springfield;  Rush 
Medical  College  of  Rush  University,  1930; 
age  81,  died  September  14,  1985.  Dr.  Hand 
practiced  medicine  for  53  years. 

‘Richard  K.  Harkcom,  Washington;  Uni- 
versity of  Pittsburgh  School  of  Medicine, 
1953;  age  59,  died  October  28,  1985.  Dr. 
Harkcom  was  surgeon  on  the  staff  of  Wash- 
ington Hospital. 


‘Eli  J.  Keller,  Reading;  Jefferson  Medical 
College  of  Thomas  Jefferson  University, 
1931;  age  78,  died  November  15,  1985.  Dr. 
Keller  was  a general  practitioner  in  Reading 
for  more  than  50  years. 

‘Julian  S.  Long,  Wilkes-Barre;  University 
of  Pennsylvania  School  of  Medicine,  1925; 
age  85,  died  September  27,  1985.  Dr.  Long 
specialized  in  internal  medicine. 

‘Michael  Margolies,  Coatesville;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1911;  age  97,  died  October  17,  1985.  Dr. 
Margolies  served  as  a general  practitioner  in 
the  Coatesville  area  for  nearly  70  years. 

‘Bertrand  J.  Marlier  Jr.,  O’Hara;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1963;  age  47,  died  October  24,  1985.  Dr. 
Marlier  was  chief  of  neurosurgery  at  St.  Mar- 
garet Hospital,  Pittsburgh. 

‘Francis  J.  Murphy,  Drexel  Hill;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1945;  age  65,  died  September  23,  1985. 
Dr.  Murphy  was  a general  practitioner. 

‘Warren  Snyder  Reese,  Haverford;  Jeffer- 
son Medical  College  of  Thomas  Jefferson 
University,  1915;  age  93,  died  September  19, 
1985.  Dr.  Reese  was  a pioneer  in  the  field  of 
ophthalmology. 

‘Benjamin  L.  Schulman,  Pittsburgh;  Uni- 
versity of  Louisville  School  of  Medicine, 
1937;  age  74,  died  September  6,  1985.  Dr. 
Schulman  was  an  internist. 

‘Joseph  Fritz  Straus,  Jenkintown;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1935;  age  75,  died  September  3,  1985.  Dr. 
Straus  practiced  family  medicine  for  50 
years. 

‘Charles  S.  Sutliff,  Montoursville;  Temple 
University  School  of  Medicine,  1950;  age  61, 
died  July  19,  1985.  Dr.  Sutliff  specialized  in 
physical  medicine  and  rehabilitation. 

‘Harry  Joseph  Thompson,  Kittanning; 
University  of  Pittsburgh  School  of  Medicine, 
1945;  age  64,  died  October  16,  1985.  Dr. 

Those  wishing  to  make  a memorial  contribu- 
tion to  assist  in  the  work  of  the  Educational 
and  Scientific  Trust  of  the  Society  may  do  so 
my  sending  it  to  the  Trust  at  20  Erford  Road, 
Lemoyne,  Pennsylvania  17043.  All  such  gifts 
will  be  acknowledged  to  the  families,  and  are, 
of  course,  tax  deductible. 


Thompson  was  a family  practitioner  in  the 
Ford  City  and  Kittanning  areas. 

‘Peter  A.  Theodos,  Wynnewood;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1935;  age  76,  died  October  21,  1985.  Dr. 
Theodos  was  chief  of  the  pulmonary  depart- 
ment at  Roxborough  Memorial  Hospital. 

‘Dale  L.  Trostle,  Philadelphia,  Hahne- 
mann University  School  of  Medicine,  1983; 
age  27,  died  October  19,  1985.  Dr.  Trostle 
was  a resident  physician  at  Jefferson  Hospi- 
tal, Philadelphia. 

‘Frederick  W.  Ward,  Bethlehem  Township; 
University  of  Cincinnati  College  of  Medicine, 
1939;  age  87,  died  September  21,  1985.  Dr. 
Ward  was  an  internist  in  the  Easton  area  for 
45  years  before  retiring  in  1984. 

‘Walter  W.  Werley,  Wyomissing;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1918;  age  90,  died  November  13,  1985. 
Dr.  Werley  was  former  chief  of  radiology  at 
St.  Joseph  Hospital,  Reading. 

‘Walter  Wilson,  Wilkins;  University  of 
Pittsburgh  School  of  Medicine,  1957;  age  57, 
died  November  10,  1985.  Dr.  Wilson  was  a 
gynecologist. 

‘Matthew  J.  Zakreski,  Wyndmoor;  Jeffer- 
son Medical  College  of  Thomas  Jefferson 
University,  1933;  age  79,  died  November  19, 
1985.  Dr.  Zakreski  specialized  in  obstetrics 
and  gynecology. 

‘David  Zimring,  Atlantic  City,  New  Jer- 
sey; Temple  University  School  of  Medicine, 
1927;  age  81,  died  October  16,  1985.  Dr. 
Zimring  was  a founding  fellow  of  the  Ameri- 
can College  of  Obstetrics  and  Gynecology, 
and  was  on  the  medical  staff  of  Albert  Ein- 
stein Medical  Center's  Northern  Division  for 
over  50  years. 

Russell  A.  Anthony,  Paoli;  University  of 
Texas  Medical  School,  1938;  age  71,  died  Au- 
gust 23,  1985.  Dr.  Anthony  was  a psychia- 
trist. 

Anthony  S.  Ciminera,  Upper  Providence; 
Philadelphia  College  of  Osteopathic  Medi- 
cine, 1957;  age  55,  died  September  6,  1985. 
Dr.  Ciminera  was  a general  practitioner. 

Dorn  S.  Hower,  Port  Royal;  University  of 
Pennsylvania  School  of  Medicine,  1934;  age 
78,  died  October  25,  1985.  Dr.  Hower  was  a 
general  practitioner. 
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Strong  on  results.  Simple  to  late 


In  recurrent  urinary  tract  infections 


Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 

Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows; 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTR  ATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin 
PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function. 

Drwg  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently. be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RI  A).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion Trimethoprim  demonstrated  to  be  nonmutagemc  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  onlv  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogemc  Effects:  See  CONTRAINDICATIONS 


Nursing  Mothers:  See  CONTRAINDICATIONS  section 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections) 

ADVERSE  REACTIONS.  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia, 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary  Renal  failure,  interstitial  nephritis,  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogcns,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  mvalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN, AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or. four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  tor  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
mm,  give  usual  dosage.  15-30  ml/min,  give  one-halt  the  usual  regimen;  below  15  ml/min,  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethop  rim  and  800  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500;  Tel-E-Dose*  packages  of  1(10;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp. )— bottles  of  100  ml  and  1ft  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp. )— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-8ft°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT 

STORE  SUSPENSIONS  AT  15°-30oC  (59°-8ft°F)  PROTECTED  FROM  LIGHT. 
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Effective  and  versatile  b.i.d.  therapy 
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A million  and 
of  experience... 


Give  or  take  a billion 

You've  had  more  experience  with  Dalmane 
(flurazepam  HCI/ Roche)  than  with  any  other 
benzodiazepine  hypnotic. . . 15  years'  worth. 

You  know  you  can  count  on  it  for  sleep  that 
satisfies  patients -they  fall  asleep  quickly  and 
sleep  through  the  night.18  And  the  wi<fe  margin 
of  safety  with  Dalmane7  9 satisfies  you.  As 
always,  caution  patients  about  drivinjg  or 
drinking  alcohol. 

ROCHE^ 
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DALMANE 

flurazepam  HCI/Roche  (£ 


sleep  that  satisfies 

15-mg/30-mg  capsules 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  oil  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awaken 
ings  and/or  early  morning  awakening,  in  patients  with 
recurring  insomnia  or  poor  sleeping  habits,  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  data  have  shown  effectiveness  tor  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended  Repeated  ther- 
apy should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI,  pregnancy  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest on  increosed  risk  of  congemtol  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester 
Warn  patients  of  the  potential  risks  to  the  fetus  should  the 
possibility  of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant  Consider  the  possibility  of  pregnancy 
prior  to  instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  additive 
effect  may  occur  if  alcohol  is  consumed  the  day  following 
use  for  nighttime  sedation  This  potential  may  exist  for  sev- 
eral days  following  discontinuation  Caution  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving)  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow- 
ing ingestion  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  o 
prolonged  period  of  time  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk 
of  oversedation,  dizziness,  confusion  and/or  ataxia  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded 
ness,  staggering,  ataxia  and  falling  hove  occurred,  particu- 
larly in  elderly  or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported  Also 
reported  headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  pi  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints  There  have  also  been  rare  occurrences  of 
leukopenia,  granulocytopenia,  sweating,  (lushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restless- 
ness, hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  paradoxi- 
cal reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage.  15  mg  may  suffice  in  some 
patients  Elderly  ot  debilitated  patients  15  mg  recom- 
mended initially  until  response  is  determined 
Supplied:  Capsules  containing  1 5 mg  or  30  mg  fluraze- 
pam HCI 
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ARMY  PHYSICIANS  PRACTICE 
MEDICINE,  NOT  LAW. 

The  Army  Medical  Department  believes  in  excellence 
in  the  practice  of  medicine.  That  means  allowing  our 
physicians  to  work  at  perfecting  their  medical  skills,  and 
not  being  burdened  with  endless  insurance  forms, 
malpractice  premiums,  cash  flow  worries.  And  they  need 
not  concern  themselves  with  the  ability  of  the  patient  to 
pay. 

Part  of  Army  medical  excellence  is  prescribing  the 
best  possible  care — not  the  least  care,  nor  most  defensive 
care.  If  you  believe  in  this  kind  of  comprehensive  health 
care,  you  may  wish  to  explore  the  many  exciting 
possibilities  Army  Medicine  has  for  you.  We  invite  your 
call:  (313)668-2190  (collect). 


ARMY  MEDICINE. 
BE  ALL  YOU  CAN  BE. 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  'm  A 'A 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer.  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer. 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing.  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home. 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214 
Monroeville  824-6730 


‘Medicare 


‘Philadelphia  6f  3-0700 
‘Pittsburgh  683-^227 
‘Reading  372- 


Certified  Home  Health  Agency 


BILLING 


Take  two  aspirins,  and  call  ABC  in  the  morning. 


Advanced  Billing  Concepts  offers  complete 
relief for  billing  headaches  for  all  medical 
specialties — anesthesia,  radiology, 
pathology,  emergency  room  medicine,  and 
general  medicine  specialties. 

ABC's  senior  management  team  has 
more  than  35  years  of  combined  hands-on 
experience  in  medical  group  practice  bill- 
ing, so  we  understand  your  business  and 
we  talk  your  language.  Just  tell  us  how 
you  want  things  handled  and  we  do  the 


rest,  working  as  an  extension  of  your  staff 
We  even  provide  management  reports  to 
help  your  practice  prosper. 

ABC  has  earned  a solid  reputation 
among  physiciansffor  its  professionalism. 
But  you  don't  have  to  take  our  word  for  it. 
We'll  put  you  in  touch  with  any  of  our 
clients,  and  they'll  tell  you  we're  accurate, 
thorough,  and  effective. 

Why  wait  until  morning?  Call  ABC 
right  now. 


ADVANCED 
BILLING 
CONCEPTS,  INC. 


250  Mt.  Lebanon  Boulevard  — Suite  310 
Pittsburgh.  PA  15234 
Telephone:  412/57 1 3750 
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PMS  BOARD  SETS 
1986  PRIORITIES 


SOCIETY’S  TORT  REFORM  BILL 
READIED  FOR  INTRODUCTION 


INSURORS  FILE  REQUESTS 
FOR  PREMIUM  INCREASES 


NEW  MEDICAID  PROGRAM 
BEGINS  ENROLLMENT 


STATE  SUPREME  COURT 
UPHOLDS  RESTRICTIONS 
ON  ABORTIONS 


HEALTH  DEPARTMENT 
STUDIES  RABIES 
VACCINE  REACTIONS 


At  its  first  meeting  of  1986,  the  Society’s  Board  of  Trustees  approved 
an  Executive  Committee  recommendation  that  the  Society’s  priorities 
for  1986  be  limited  to  four:  1.  liability  tort  reform;  2.  actions, 
services,  and  programs  in  response  to  cost  containment  initiatives; 

3.  the  emergence  of  alternative  delivery  systems;  and  4. 
implementation  of  a plan  to  increase  the  effectiveness  of  the 
legislative  program. 

The  PMS  Board  of  Trustees  on  January  22  approved  a legislative 
package  for  introduction  into  the  Pennsylvania  General  Assembly, 
and  authorized  its  legislative  implementation  committee  to  proceed 
with  such  action.  The  Board  also  approved  a proposal  of  J.  Joseph 
Danyo,  MD,  chairman,  to  establish  an  Oversight  Committee  to 
implement  the  Society’s  1986  professional  liability  reform  campaign. 

The  Pennsylvania  Medical  Society  Liability  Insurance  Co.  (PMSLIC) 
and  the  Joint  Underwriting  Association  (JUA)  have  filed  for 
premium  increases  for  professional  liability  insurance  coverage.  On 
December  20,  1985,  PMSLIC,  a subsidiary  of  PMS,  filed  for  a 24.5 
percent  increase.  If  granted  it  will  become  effective  April  1.  The 
JUA’s  filing,  published  in  the  January  4,  1986  Pennsylvania 
Bulletin,  is  for  a 51  percent  increase  in  premiums  and  for 
permission  to  adopt  PMSLIC’s  new  class  differentials,  which  were 
approved  by  the  Insurance  Department  last  November. 

Penn  Health  Corporation  began  the  enrollment  of  Medicaid  recipients 
in  south  and  west  Philadelphia  in  HealthPASS  on  January  21. 
HealthPASS  is  a prepaid  comprehensive  health  care  plan,  contracted 
for  by  the  Department  of  Public  Welfare,  which  expects  to  enroll  up 
to  100,000  patients  in  the  geographic  area  over  a period  of  six 
months.  Delivery  of  health  care  services  under  the  plan  will  begin 
March  1.  To  date  441  primary  care  physicians  in  139  locations  have 
agreed  to  participate  in  the  program  which  promises  comprehensive 
health  care  services  to  enrollees  and  cost  savings  to  the 
Commonwealth.  An  extensive  education  campaign  is  in  progress  to 
familiarize  those  eligible  with  the  plan.  All  Medicaid  patients  living 
in  the  geographic  area  must  enroll  in  HealthPASS.  Penn  Health 
Corporation  is  a division  of  Health  America,  a nationwide,  for  profit 
health  care  corporation. 

The  Pennsylvania  Supreme  Court  ruled  in  December  that  certain 
state  restrictions  on  the  funding  of  abortions  by  Medical  Assistance 
are  constitutional.  The  ruling  prohibits  the  state  from  paying  for  an 
abortion  unless  the  life  of  the  woman  is  in  danger,  or  in  certain 
cases  involving  rape  or  incest.  The  Court  said  the  state  has  no 
obligation  to  subsidize  the  individual  exercise  of  a constitutionally 
protected  right.  The  Department  of  Public  Welfare  said  the  state  paid 
for  11,800  abortions  in  1983. 

The  Pennsylvania  Department  of  Health  requests  that  physicians 
provide  information  on  any  adverse  reaction  following  the 
administration  of  rabies  immune  globulin  and  a primary  course  of 
five  doses  of  human  diploid  cell  rabies  vaccine.  Also  of  interest  are 
reactions  of  individuals  who  have  previously  received  both  pre-  and 
post-exposure  prophylaxis.  Reactions  usually  have  an  onset  of  2-21 
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days  after  administration  of  the  vaccine  presenting  a generalized 
urticaria,  and  may  also  include  arthralgia,  arthritis,  angioedema, 
nausea,  vomiting,  fever,  and  malaise.  The  immune  complex-like 
illness  may  occur  in  up  to  6 percent  of  persons  receiving  booster 
doses  and  much  less  frequently  in  those  receiving  primary 
immunization.  All  physicians  are  requested  to  report  such  reactions 
observed  in  patients  since  July  1,  1985  and  to  June  30,  1986  to 
Dr.  Ernest  J.  Witte,  director  of  the  Division  of  Acute  Infectious 
Disease  Epidemiology,  Pennsylvania  Department  of  Health,  P.0.  Box 
90,  Harrisburg,  PA  17108.  Telephone  (717)  787-3350 

STATE  PHYSICIANS  IN  The  Cancer  Control  Section  of  the  Pennsylvania  Department  of  Health 

SURVEY  ON  BREAST  CANCER  is  surveying  physicians  concerning  current  breast  cancer  screening 

practices  in  the  state.  A sample  of  physicians  in  Allegheny  County 
and  in  central  Pennsylvania  will  receive  a brief  questionnaire  this 
month.  The  survey  results  will  be  used  in  planning,  and  will  be 
made  available  at  a later  date. 


SOCIETY  MEMBERSHIP  The  membership  of  the  State  Society  at  the  end  of  1985  was  17,544, 

CONTINUES  TO  GROW  an  increase  of  491  over  December  31,  1984.  Of  the  total,  1,610  were 

new  members.  Greatest  increases  were  among  full  actives  members, 
medical  students,  and  resident  physicians. 


PHYSICIANS  PEACE  GROUP  Physicians  for  Social  Responsibility  will  hold  its  25th  anniversary 

MEETS  IN  PHILADELPHIA  meeting  March  14-15,  1985  at  Hershey  Hotel,  Philadelphia.  The 

meeting  also  will  celebrate  the  bestowing  of  the  Nobel  Peace  Prize  on 
the  International  Physicians  for  the  Prevention  of  Nuclear  War, 
which  PSR  represents  in  the  United  States.  Arnold  Reiman,  MD, 
editor  in  chief  of  the  New  England  Journal  of  Medicine,  and  Bernard 
Lown,  MD,  of  Harvard  Medical  School,  president  of  the  Nobel 
Laureate  organization,  will  speak. 
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• File  Security  - no  lost  or 
misplaced  files,  bills  or  records— 
a modern  efficient  office. 

• Reports  - a variety  of  reports 
can  be  generated  to  your 
specifications— excellent  medical 
practice  management 

• An  extensive  assortment  of 
software  packages,  including  word 
processing,  accounting,  spread 
sheet,  etc.,  are  ready  to  meet  your 
every  need. 


Medical  Computer  Systems 


IBM  PC  AT 


Neilson,  Inc.,  Features: 

• One  Year  Money  Back 
Guarantee 

• 350  Current  Medical  Clients 


Service: 

24  Hours  Per  Day 
7 Days/Week 
"Neilson  means...  Service" 

Complete  Delivery,  Installation 
and  Training 

Largest  Medical  Computer 
Dealer  on  The  East  Coast! 

Call  Today: 
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In  DE:  654-5270 

Neilson,  Inc. 
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ONLY  THE  PRICE 
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If  you’re  a person  with  an  eye  for  beauty, 
one  look  at  the  striking  lines  of  the  Alfa  Romeo 
Quadrifoglio  could  give  you  reason  enough  to 
buy  it. 

You’ll  find  additional  ones  inside.  Supple 
Italian  glove  leather  seats,  air  conditioning,  power 
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backed  by  a 3-year /36,000-mile  warranty* 

The  Alfa  Romeo  Quadrifoglio  is  now  available 
for  under  $19,600**  A price  that  lets  you  breathe  a 
sigh  of  relief. 


ENGINEERED  WITH  A PASSION. 


J.  H.  Bennett,  Inc. 

2300  Hanover  Avenue 
Allentown,  PA  18103 
(215)  437-6711 
Y/B/H  Porsche/Audi 
Route  3 (West  Chester  Pike) 
Edgemont,  PA  19028 
(215)  356-9000 
DeFinizio  Imports,  Inc. 

W'anamaker  and  Industrial  Highway 
Essington,  PA  19029 
(215)  521-9200 


Burdumy  Motors,  Inc. 

2711  Philmont  Avenue 
Huntingdon  Valley,  PA  19006 
(215)  947-6363 
MPA,  Inc. 

6515  Carlisle  Pike 
Mechanicsburg,  PA  17055 
(717)  766-0275 

Algar  Enterprises,  Inc. 

1100  W.  Swedesford  Road 
Paoli,  PA  19301 
(215)  647-6660 


Auto  Palace,  Inc. 

4627  Baum  Boulevard 
Pittsburgh,  PA  15213 
(412)  687-4000 

Cherry  Hill  Alfa 

1100  Haddonfield  Road 
Cherry  Hill,  NJ  08034 
(609)  663-2800 

Alfa  Northeast,  Inc. 

1125  N.  Washington  Avenue 
Scranton,  PA  18509 
(717)  346-7691 


* Limited  warranty  applies  only  to  U.S.  spec,  automobiles  purchased  from  authorized  Alfa  Romeo  dealers. 

**Mfr.’s  suggested  retail  price  at  P.O.E.  excluding  removable  hardtop.  Actual  prices  may  vary.  Destn.  chrgs., 
taxes,  dealer  prep.,  if  any,  opt.  equip,  and  license  fees  are  extra.  Hardtop  not  available  with  initial  production. 


editorial 


Hoo-ray  for  the  AMA 


It  should  be  so  easy.  The  evidence  is  over- 
whelming. There  is  a large  and  growing 
grassroots  movement.  The  scientific  commu- 
nity has  produced  some  solid  research.  Not  to 
mention  the  costs,  first  in  government  subsi- 
dies to  the  industry  and,  second,  in  long  term 
health  care  expenditures.  And  yet,  in  the  face 
of  all  this,  not  very  much  progress  has  been 
made. 

Cigarette  smoking  is  the  number  one  preven- 
table cause  of  sickness,  suffering,  and  death.  It 
is  addictive,  carcinogenic,  foul  smelling,  and 
dirty.  Cigarette  smoking  has  been  shown  to 
cause  or  be  associated  with  heart  and  vessel 
disease;  emphysema;  bronchitis;  cancer  of  the 
mouth,  larynx,  pharynx,  esophagus,  lungs,  uri- 
nary bladder;  and  stomach  ulcers.  Smoking  in- 
creases the  risk  of  pregnancy  complications 
and  adversely  affects  fetal  growth.  Millions  of 
Americans  suffer  from  the  chronic  diseases 
that  result  from  smoking  while  gobbling  up 
thousands  of  dollars  in  health  care  resources  to 
relieve  their  suffering.  And  the  amazing  thing 
is  that  Americans  voluntarily  pay  for  the  dubi- 
ous privilege  of  smoking. 

On  Tuesday,  December  10,  1985,  the  Ameri- 
can Medical  Association’s  Interim  Meeting  of 
the  House  of  Delegates  in  Washington,  DC 
voted  to  ban  all  advertising  and  promotion  of 
cigarettes  and  smokeless  tobacco.  In  addition, 
the  House  reiterated  its  support  of  the  goal  of 
achieving  a smoke-free  society  by  the  year 
2000.  With  the  endorsement  of  this  position, 
the  AMA  has  acknowledged  publicly  the  im- 
portance of  smoking  as  a causative  factor  in 
malignancy  and  cardiopulmonary  disability, 
and  given  support  to  the  contention  that  pre- 
vention is  a sounder  economic  approach  to  ill- 
ness and  disease  than  is  treatment. 

The  multi-million  dollar  tobacco  industry 
cannot  be  expected  to  accede  without  protest. 
The  industry’s  response  followed  the  same 
lines  as  those  voiced  over  the  past  decade. 
Their  position  is  that  such  a ban  is  a violation 
of  freedom  of  speech.  “Commercial  speech,”  i.e. 
advertising,  they  say,  is  protected  by  the  con- 
stitution. Further,  tobacco  spokesmen  main- 
tain that  advertising  cigarettes  does  not  create 
smokers  but  rather  promotes  and  influences 
brand  selection  among  those  who  do  smoke. 


The  industry  takes  no  position  on  the  health 
effects  of  smoking. 

To  rebut  the  tobacco  industry’s  position, 
there  are  many  products  that  are  legally  ap- 
proved for  sale  but  are  not  advertised.  One  that 
readily  comes  to  mind  are  narcotic  analgesics, 
or  even  more  generally,  prescription  drugs. 
While  the  emotionally  charged  issue  of  consti- 
tutionality of  advertising  is  debated,  we  lose 
sight  of  the  primary  motive  for  initiation  of  the 
action— the  adverse  health  effects  of  smoking 
and  other  forms  of  tobacco  use.  Finland,  Nor- 
way, Italy,  Iceland,  and  Sweden  have  prohib- 
ited the  advertising  of  tobacco  products.  In 
Norway,  a decline  in  smoking  rates  for  both 
sexes  was  noted  five  years  after  the  ban  be- 
came effective. 

The  contention  that  cigarette  advertising 
does  not  create  smokers  is  pure  whitewash.  If 
this  were  so,  the  tobacco  industry  would  surely 
be  unique,  spending  millions  of  dollars  on  pro- 
motion with  no  expected  increase  in  revenue. 
One  only  needs  to  review  the  types  of  adver- 
tisements to  realize  that  specific  markets  are 
often  targeted.  For  example,  some  advertise- 
ments trade  on  the  popular  women’s  rights 
movement.  Others  project  the  “macho”  Ameri- 
can image,  cowboys  or  race  car  drivers.  Over- 
all, the  advertisements  depict  young  people, 
some  involved  in  sport,  but  all  very  healthy 
and  active.  Advertisement  quality  is  usually 
excellent— colorful,  well  laid  out,  and  on  good 
paper  stock.  Only  the  most  guileless  reader 
would  believe  that  an  increase  in  sales  dollars 
from  a newly  recruited  market  is  not  intended. 

Into  this  distorted,  emotionally  charged 
arena  the  medical  profession  has  taken  its 
stand.  We  have  incontrovertible  proof  that  cig- 
arette smoking  is  detrimental  to  health  and 
well-being.  It  is  important  that  we  take  our 
campaign  to  the  public  in  the  form  of  counter- 
advertising and  education.  Our  patients  expect 
us  to  apprise  them  of  the  risks  and  conse- 
quences of  poor  health  habits.  Our  patients  ex- 
pect us  to  urge  them  to  give  up  smoking.  We 
cannot  betray  the  trust  our  patients  have  in  us 
by  remaining  silent  on  this  issue  any  longer. 

David  A.  Smith,  MD 

Medical  Editor 
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During  January,  you  may  have  seen  the  ad  below  in  major  newspapers 
across  the  state.  It's  the  first  in  a series  from  the  Pennsylvania  Medical 
Society's  new  Public  Education  Program.  Your  new  statewide,  multimedia 
campaign  demonstrates  the  concern 
physicians  have  for  their  patients  and 
clears  up  misconceptions  about  our 
changing  health  care  system. 

In  February,  watch  for  the  PMS 
ads  in  the  Allentown,  Altoona,  Erie, 

Harrisburg,  Johnstown,  Lancaster, 

Philadelphia,  Pittsburgh,  Reading, 

Scranton,  Wilkes-Barre,  and  York 
newspapers. 

Also  hear  PMS  radio  spots  on 
commercial  stations  in  these  mar- 
kets: Allentown;  Altoona  and 
Johnstown;  Erie;  Harrisburg, 

Lancaster  and  York;  Philadel- 
phia; Pittsburgh;  Reading;  and 
Wilkes-Barre. 

The  PMS  Public  Education 
Program  is  one  of  your  best  in- 
vestments in  the  future. 


newsfronts 


Leadership  Conference  focuses  on  excellence 


Former  Philadelphia  news  analyst 
Donald  Barnhouse,  Princeton  Univer- 
sity economist  Uwe  Reinhardt,  and 
Tufts  University  professor  and  author 
William  Schwartz,  MD,  are  featured 
speakers  at  the  1986  PMS  Leadership 
Conference,  April  16  and  17,  at  the 
Hershey  Lodge.  The  conference  opens 
Wednesday  at  1 p.m.,  and  closes  Thurs- 
day at  noon. 

This  year’s  program  focuses  on  medi- 
cal excellence  and  the  forces  challeng- 
ing it.  Health  care  cost  containment,  ra- 
tioning, and  health  care  for  an  aging 
society  will  be  major  topics  discussed. 
Advance  registration  for  all  seminars 
and  workshops  is  required.  The  dead- 
line is  March  14. 

Gerald  McManis,  president  and 
founder  of  the  Washington,  DC  man- 
agement consulting  firm,  McManis  As- 
sociates, will  open  the  conference  on 
Wednesday  afternoon.  He  will  give  an 
overview  of  trends  in  medicine  that  are 
placing  medicine’s  standards  of  excel- 
lence at  risk.  A panel  discussion  on 
health  care  cost  containment  will  fol- 
low. Representatives  from  business,  la- 
bor, and  the  state  legislature  will  talk 
about  efforts  in  Pennsylvania  to  curb 

Trust  installs  new  officers 

James  A.  Collins  Jr.,  MD,  Danville, 
was  elected  chairman  of  the  board  of 
trustees  of  the  Educational  and  Scien- 
tific Trust  during  a recent  meeting  at 
Society  headquarters  in  Lemoyne. 

Abram  M.  Hostetter,  MD,  Hershey, 
was  elected  vice  chairman,  and  David 
L.  Miller,  MD,  New  Bethlehem,  will 
serve  as  treasurer.  Also,  Doris  G.  Bar- 
tuska,  MD,  Philadelphia,  was  installed 
as  a new  member  of  the  board. 

LeRoy  C.  Erickson,  Mechanicsburg 
was  reappointed  secretary  and  execu- 
tive director  of  the  Trust,  and  William 
E.  Miller  Jr.,  Esq.,  Harrisburg,  was  re- 
appointed legal  counsel. 

Appointments  to  the  board  of  the 
Trust  are  made  each  year  by  the  Socie- 
ty’s Board  of  Trustees  after  the  Annual 
Meeting  of  the  House  of  Delegates. 


escalating  health  costs.  Wednesday’s 
program  also  features  AM  A Trustee 
Lonnie  Bristow,  MD,  who  will  update 
members  on  AM  A projects  and  activi- 
ties. 

At  Wednesday  evening's  dinner,  Uwe 
Reinhardt,  PhD,  will  be  the  keynote 
speaker.  The  Princeton  University  pro- 


William  B.  Schwartz,  MD 


Donald  Barnhouse 


fessor  will  take  a lighthearted  look  at 
health  care  economics.  Recently,  he  has 
appeared  at  conferences  sponsored  by 
the  AM  A and  the  Hospital  Association 
of  Pennsylvania. 

On  Thursday,  the  conference  opens 
with  a breakfast  seminar  featuring 
former  WCAU-TV  news  analyst 
Donald  Barnhouse.  Now  pastor  at 
Bridgeport  Presbyterian  Church,  Dr. 
Barnhouse  will  speak  on  “Facing  Tough 
Decisions.’’ 

William  Schwartz,  MD,  a professor  at 
Tufts  University  School  of  Medicine 
and  author  of  the  book,  “The  Painful 
Prescription:  Rationing  Hospital  Care,” 
will  speak  at  Thursday’s  general  ses- 
sion. He  will  discuss  health  care  deliv- 
ery trends  predicted  for  the  coming  de- 
cade. Following  Dr.  Schwartz,  Senator 
H.  John  Heinz  III  has  been  invited  to 
address  the  conference  on  "Health  Care 
for  an  Aging  Society.”  Former  Pennsyl- 
vania Secretary  of  Aging  Gorham 
Black  Jr.  will  talk  about  “Critical  Is- 
sues for  Older  Americans.” 

The  conference  closes  with  a discus- 
sion on  physician  stress.  John-Henry 
Pffifferling,  PhD,  director  and  cofound- 
er of  the  Center  for  Professional  Well- 
Being  in  Durham,  NC,  will  examine 
ways  members  can  cope  with  the  many 
economic,  legal,  and  ethical  challenges 
facing  them  as  practicing  physicians  to- 
day. 

Two  seminars  will  be  offered  preced- 
ing the  conference  on  April  16.  Thomas 
Pheasant,  MD,  of  the  Pennsylvania  Di- 
abetes Academy,  will  present  a one-hour 
program  on  visual  impairment  and  dia- 
betes mellitus.  Also,  the  PMS  Council 
on  Medical  Practice  will  sponsor  a 
workshop  entitled,  “Contract  Negotia- 
tion. . .Tips  for  the  Practicing  Physi- 
cian." 

Robert  N.  Moyers,  MD,  Meadville,  is 
chairman  of  the  leadership  Conference 
Committee.  Members  include:  Betty  L. 
Cottle,  MD,  Hollidaysburg;  David  L. 
Miller,  MD,  New  Bethlehem;  Irving 
Williams  III,  MD,  Lewisburg;  and  R. 
William  Alexander,  MD,  PMS  presi- 
dent. 
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Magee  Rehabilitation  Hospital 
is  the  establishment  in  the  field 
of  Brain  Injury  Rehabilitation. 
We  are  the  first  rehab  hospital 
in  the  country  whose  B.I.R.U. 
has  been  fully  accredited  by 
CARR  the  Commission  on 
Accreditation  of  Rehabilitation 
Facilities.  Our  program  sets  the 
standard  by  providing  complete 
on-going  care  for  those  who  can 
benefit  most  from  it. 

If  you  are  a person  who  helps 
decide  the  ultimate  welfare  for 
seriously  brain  injured  persons, 
you  should  know  about  the 
CARF  accredited  program  at 
Magee.  Our  goal  is  to  help  brain 
injured  persons  achieve  their 
maximum  level  of  independence 
and  to  cope  with  any  remaining 
difficulties. 


“The  next  stage  in  my  recovery 
was  not  as  I had  hoped,  going  home. 
I was  depressed  when  my  surgeons 
recommended  further  treatment 
at  a rehabilitation  unit. . .there  was  a 
terrifying  possibility  of  permanent 
brain  damage.  For  my  wife. . .other 
injuries  seemed  minor  compared 
to  the  fear  that  I might  be  a 
39-year-old  vegetable. 

“I  had  severe  aphasia.  I knew 
what  I wanted  to  say  but  often  I 
couldn't  call  up  the  right  word. 
Whole  chunks  of  memory  were 
gone.  The  stay  at  the  Magee 
Rehabilitation  Center  was  going  to 
help  me  regain  my  memory. 

"Therapy  sessions  began  after 
breakfast.  The  subjects  discussed 
were  absurdly  simple.  What  was 
the  date?  Where  were  we?  What 
were  the  names  of  the  other 


Magee  care  is  cost  efficient. 

We  seek  to  restore  the  patients 
to  the  highest  level  of  their 
independence  and  to  return  them 
to  family  and  community  life 
as  soon  as  possible. 

Magee  care  is  comprehensive. 

We  focus  on  all  the  problems 
the  brain  injured  person  may 
encounter:  behavioral,  cognitive 
and  physical. 


MMCE 


Rehabilitation  Hospital 


Six  Franklin  Plaza, 
Philadelphia,  PA  19102 
(215)  665-5094 

IF  AND  WHEN  YOU  NEED  US, 
WE'RE  HERE. 


Magee  care  is  supportive. 

We  help  our  patients  cope  first 
with  the  denial  and  then  the 
recognition  of  their  newly 
created  disability.  We  also  work 
with  the  family  and  friends, 
because  we  know  accepting  a 
disability  is  more  than  just  the 
patient’s  problem. 

Magee  care  is  continuing. 

We  provide  lifetime  follow-up 
care  for  all  our  patients.  Regularly 
scheduled  comprehensive  evalu- 
ations are  conducted  by  the 
doctor,  nurse  and  social  worker 
on  an  out-patient  basis. 

When  you  recommend  Magee 
for  initial  treatment  you  are  also 
recommending  Magee  for  lasting 
care  of  your  patient.  Consider 
this  case  in  point: 


patients?. . .What  the  hell  was  a 
Princeton  graduate  doing  with 
these  morons. 

“It  wasn’t  long  before  I learned 
the  answer.  The  speech  therapist 
asked  me  to  name  all  the  animals  I 
could  in  one  minute..  .It  began  to 
dawn  on  me  that  there  had  been 
brain  damage. 

"There  was  also  physical  therapy. 
Trust,  I discovered,  was  crucial  for 
recovery.  My  next  appointment 
was  occupational  therapy. . . 

"Six  months  after  my  accident  I 
came  home.  As  the  summer  wore 
on,  my  psychological  dependence 
on  return  trips  to  the  hospital 
lessened  and  I started  to  reach  out. 
By  fall  I began  to  work  again." 

John  TV  H.  Simpson 
Princeton,  N.J. 


AND  LASTING 


newsfronts 


Dr.  Levine  leads  ACMS  in  1986 


Philip  R.  Levine,  MD,  took  office  as 
the  121st  president  of  the  Allegheny 
County  Medical  Society  (ACMS)  on 
January  29,  1986,  at  the  Sheraton  Ho- 
tel at  Station  Square,  Pittsburgh.  Sev- 
eral other  physicians  and  a hospital  vol- 
unteer were  honored  at  the  inaugural 
reception. 

Dr.  Levine  is  Board  certified  in  inter- 
nal medicine  and  specializes  in  the 
treatment  of  hypertension.  A member 
of  ACMS  since  1963,  Dr.  Levine  has 
served  on  the  Executive  Committee 
since  1984.  He  has  also  served  on  the 
county  society’s  Grievance  and  By- 


Laws  committees  and  on  the  Peer  Re- 
view Review  Board.  He  has  been  a dele- 
gate to  the  Pennsylvania  Medical 
Society. 

Dr.  Levine  is  a fellow  of  the  American 
College  of  Physicians,  and  a member  of 
the  Pennsylvania  Society  of  Internal 
Medicine,  the  Flying  Physicians  Associ- 
ation, and  the  Civil  Aviation  Medical 
Association.  He  is  a member  of  the  Con- 
vening Board  of  Directors  of  the  Physi- 
cians Health  Plan  of  Pennsylvania. 

Affiliated  with  the  Presbyterian  Uni- 
versity and  Western  Pennsylvania  hos- 
pitals, Dr.  Levine  is  clinical  associate 


State  finishes  year  with  450  rabies  cases 


Pennsylvania  finished  the  year  with 
450  confirmed  animal  rabies  cases,  the 
most  recorded  in  the  state  since  1946. 
Officials  at  the  state  Health  Depart- 
ment said  31  of  the  Commonwealth’s  67 
counties  confirmed  cases  last  year. 

Cumberland  County  led  the  state 
with  105  cases.  Adams  County  re- 
corded 84  cases,  York  County  66,  and 
Perry  County  50.  Centre  County  was 
fifth  with  28  cases. 

Raccoons  accounted  for  286  cases, 
skunks  82,  and  bats  45.  A total  of  13 
species  were  involved  in  the  continuing 
outbreak. 

Dr.  Ernest  Witte,  director  of  epidemi- 
ology for  the  health  department,  said 
the  450  cases  placed  the  state  fourth  in 
the  country  for  total  cases.  Through  De- 
cember 14,  Maryland  recorded  643 
cases,  Texas  573,  and  California  543. 

Dr.  Witte  said  there  are  indications 
that  the  center  of  the  outbreak  may  be 
moving  to  the  east  and  north.  “For  in- 
stance, Adams  County— which  led  the 
state  in  cases  for  much  of  the  year- 
recorded  only  five  cases  in  November 
and  none  in  December.  On  the  other 
hand,  York  County  recorded  16  Decem- 


ber cases,  Cumberland  County  13,  and 
Perry  County  nine,”  he  said. 

Considering  the  northerly  migration 
pattern  of  many  wildlife  species.  Dr. 
Witte  said  the  high  numbers  in  Mary- 
land indicate  that  Pennsylvania  may 
have  a high  incidence  of  rabies  cases 
again  next  year. 

There  were  no  human  deaths  from  ra- 
bies last  year.  In  1984,  a Lycoming 
County  male  became  the  state’s  first 
human  rabies  death  since  1952. 

PMS  Trust  starts 
Alzheimer's  study 

The  Pennsylvania  Department  of  Ag- 
ing has  awarded  a $48,160  contract  to 
the  Society’s  Educational  and  Scientific 
Trust  to  identify  educational  tools  that 
will  help  health  professionals  diagnose 
and  treat  Alzheimer’s  disease.  This  six 
months’  study  of  education  methods 
will  be  completed  June  30,  1986. 

A spokesman  for  the  Trust  said  that 
of  the  state’s  1.5  million  people  over  age 
65,  six  percent  are  victims  of  Alz- 
heimer’s disease. 


professor  of  medicine  at  the  University 
of  Pittsburgh  School  of  Medicine. 

Also  at  the  January  29  event,  George 
T.  Noden,  MD,  a family  practitioner,  re- 
ceived the  society’s  Nathaniel  Bedford 
Award  for  long-term  commitment  to  his 
patient’s  physical  and  psychological 
care.  Dr.  Noden  has  practiced  in  Law- 
renceville  for  52  years,  and  has  deliv- 
ered three  generations  of  babies  in  some 
Pittsburgh  families. 

Harold  E.  Swensen,  MD,  received  the 
Frederick  M.  Jacob  Award  for  out- 
standing service  to  Allegheny  County 
Medical  Society.  Besides  serving  as 
president  in  1980,  Dr.  Swensen  has  been 
on  the  board  of  directors  since  1976, 
and  has  participated  on  the  Executive, 
Medical-Legal,  Long-Range  Planning, 
and  Public  Relations  committees,  as 
well  as  on  the  Advisory  Committee  to 
the  Medical  Assistants.  He  has  served 
as  a delegate  to  PMS. 

The  society’s  Benjamin  Rush  Individ- 
ual Award  was  presented  to  Viola  Whit- 
ney in  recognition  of  outstanding  com- 
munity service  by  a lay  person.  After 
retiring  from  a 25  year  nursing  career, 
Whitney  performed  volunteer  duties  for 
the  Swissvale  Presbyterian  Church,  the 
Swissvale  Rotary,  and  Braddock  Gen- 
eral Hospital.  Since  1982,  she  has  given 
1,900  hours  of  volunteer  service  to  the 
chemotherapy  department  at  the  hospi- 
tal. 

A Benjamin  Rush  Organizational 
Award  was  given  to  the  Vocational  Re- 
habilitation Center  of  Allegheny 
County  for  contributing  to  the  health 
and  well  being  of  Allegheny  County 
residents.  Since  1927,  the  center  has 
helped  disabled  people  find  jobs  and 
learn  developmental  skills. 

Other  new  officers  of  ACMS  are:  Gil- 
bert A.  Friday,  MD,  president  elect; 
Richard  E.  Deitrick,  MD,  vice  presi- 
dent; Daniel  H.  Gregory,  MD,  treasurer; 
and  George  F.  Buerger  Jr.,  MD,  secre- 
tary. 


The  authors  inadvertently  omitted  making 
reference  to  an  unpublished  manuscript  by 
Doctors  Goltz,  Gonzalez , Eaton,  Olin,  Car- 
denas, Lodha,  Jones-Gordon,  and  Berg  that 
was  reviewed  in  the  preparation  of  their  arti- 
cle entitled,  “ Myelolipomas : Is  Surgery  In- 
dicated? A Case  Report  and  Literature 
Review,"  published  in  Pennsylvania  Medi- 
cine, December  1985,  Volume  88,  Number  12. 


Nuclear  medicine  society  meets 


The  Pittsburgh  chapter  of  the  Society 
of  Nuclear  Medicine  will  meet  April  19- 
20,  1985,  at  the  Sheraton-Station 
Square  Hotel  in  Pittsburgh. 

Eight  hours  of  AMA  Category  1 
credit  are  offered  for  the  clinical  pro- 
gram at  this  meeting,  which  will  focus 
on  nuclear  medicine  and  the  central  ner- 
vous system.  Faculty  for  the  meeting 
will  include  chapter  members  Thomas 
Hill,  MD;  Jamshid  Naddahi,  MD;  and 


E.  Gordon  DePuey,  MD. 

Registration  fees  are  as  follows:  $40 
for  physicians  and  $10  for  technologists 
who  are  members;  $60  for  physicians 
and  $20  for  technologists  who  are  not 
members.  For  more  information,  con- 
tact Jeffrey  A.  Levy,  MD,  Department 
of  Radiology,  Conemaugh  Valley  Memo- 
rial Hospital,  1086  Franklin  Street, 
Johnstown,  PA  15905;  telephone  (814) 
536-6671. 
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In  Pennsylvania,  Theo-Dur  is 
the  only  oral  theophylline 
that  delivers  an  essential 
equal  dose  every  hour. 

But  only  if  you  say  so. 


The  only  zero-order  oral  theophylline. 


THEO-DUR 


(theophylline  anhydrous)  B 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


newsfronts 


Dr.  Patterson  president  of  Dauphin  CMS 


THEO-DUR 

(theophylline  anhydrous)  £“ 

Today’s  most  widely 
prescribed  bronchodilator. 

Description:  THEO-DUR  sustained  action  tablets  contain  anhydrous 
theophylline,  a bronchodilator,  in  a sustained  release  formulation 
(with  no  color  additives)  which  allows  a 12-hour  dosing  interval  for 
a maiority  of  patients  and  a 24-hour  dosing  interval  for  selected 
patients. 

Clinical  Pharmacology:  Theophylline  directly  relaxes  the  smooth 
muscle  of  the  bronchial  airways  and  pulmonary  blood  vessels,  thus 
acting  mainly  as  a bronchodilator  and  smooth  muscle  relaxant.  The 
drug  also  produces  other  actions  typical  of  the  xanthine  derivatives: 
coronary  vasodilator,  cardiac  stimulant,  diuretic,  cerebral  stimulant 
and  skeletal  muscle  stimulant.  The  actions  of  theophylline  may  be 
mediated  through  inhibition  of  phosphodiesterase  and  a resultant 
increase  in  intracellular  cyclic  AMP  Apparently,  no  development  of 
tolerance  occurs  with  chronic  use  of  theophylline 
Indications:  THEO-DUR  is  indicated  for  relief  and/or  prevention  of 
symptoms  of  bronchial  asthma  and  for  reversible  bronchospasm 
associated  with  chronic  bronchitis  and  emphysema. 
Contraindications:  THEO-DUR  is  contraindicated  in  individuals  who 
have  shown  hypersensitivity  to  theophylline  or  any  of  the  tablet 
components 

Warnings:  Excessive  theophylline  doses  may  be  associated  with 
toxicity;  serum  theophylline  levels  should  be  monitored  to  insure 
maximum  benefit  with  minimum  risk.  Incidence  of  toxicity  increases 
at  serum  levels  greater  than  20  mcg/ml  High  blood  levels  of 
theophylline  resulting  from  conventional  doses  are  correlated  with 
clinical  manifestation  of  toxicity  in:  patients  with  lowered  body  plasma 
clearances,  patients  with  liver  dysfunction  or  chronic  obstructive  lung 
disease,  and  patients  who  are  older  than  55  years  of  age,  particularly 
males  There  are  often  no  early  signs  of  less  serious  theophylline 
toxicity  such  as  nausea  and  restlessness,  which  may  occur  in  up  to 
50%  of  patients  prior  to  onset  of  convulsions  Ventricular  arrhythmias 
or  seizures  may  be  the  first  signs  of  toxicity  Many  patients  who  have 
higher  theophylline  levels  exhibit  tachycardia  Theophylline  products 
may  worsen  pre-existing  arrhythmias. 

Precautions:  THEO-DUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR 
CRUSHED.  Theophylline  should  not  be  administered  concurrently 
with  other  xanthine  medications.  Use  with  caution  in  patients  with 
severe  cardiac  disease,  severe  hypoxemia,  hypertension, 
hyperthyroidism,  acute  myocardial  injury,  cor  pulmonale, 
congestive  heart  failure,  liver  disease,  in  the  elderly  (especially 
males)  and  in  neonates  In  particular,  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure 
Frequently,  such  patients  have  markedly  prolonged  theophylline 
serum  levels  with  theophylline  persisting  in  serum  for  long  periods 
following  discontinuation  of  the  drug  Use  theophylline  cautiously  in 
patients  with  history  of  peptic  ulcer  Theophylline  may  occasionally 
act  as  a local  irritant  to  the  G I tract  although  gastrointestinal 
symptoms  are  more  commonly  centrally  mediated  and  associated 
with  serum  drug  concentrations  over  20  mcg/ml. 

Individuals  who  are  rapid  metabolizers  of  theophylline,  such  as  the 
young,  smokers,  and  some  non-smoking  adults,  may  not  be 
suitable  candidates  for  once-daily  dosing  These  individuals  will 
generally  need  to  be  dosed  at  12  hourly  or  sometimes  8 hourly 
intervals.  Such  patients  may  exhibit  symptoms  of  bronchospasm 
near  the  end  of  a dosing  interval,  or  may  have  wider  peak-to-trough 
differences  than  desired. 

Usage  in  Pregnancy:  Animal  reproduction  studies  have  not  been 
conducted  with  theophylline.  It  is  not  known  whether  theophylline 
can  cause  fetal  harm  when  administered  to  a pregnant  woman  or 
can  affect  reproduction  capacity.  Xanthines  should  be  given  to  a 
pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  If  has  been  reported  that  theophylline  distributes 
readily  into  breast  milk  and  may  cause  adverse  effects  in  the  infant. 
Caution  must  be  used  if  prescribing  xanthines  to  a mother  who  is 
nursing,  taking  into  account  the  risk-benefit  of  this  therapy 
Pediatric  Use:  Safety  and  effectiveness  of  THEO-DUR  administered 
every  24  hours  in  children  under  12  years  of  age.  and  every  12 
hours  in  children  under  6 years  of  age,  have  not  been  established. 
Adverse  Reactions:  The  most  consistent  adverse  reactions  are 
usually  due  to  overdose  and  are: 

Gastrointestinal:  nausea,  vomiting,  epigastric  pain,  hemafemesis 
diarrhea. 

Central  nervous  system:  headaches,  irritability,  restlessness, 
insomnia,  reflex  hyperexcitability,  muscle  twitching,  clonic  and 
tonic  generalized  convulsions. 

Cardiovascular:  palpitation,  tachycardia,  extrasystoles,  flushing, 
hypotension,  circulatory  failure,  ventricular  arrhythmias. 

Respiratory:  tachypnea 

Renal:  albuminuria,  increased  excretion  of  renal  tubular  and  red 
blood  cells,  potentiation  of  diuresis 
Others:  rash,  hyperglycemia  and  inappropriate  ADH  syndrome 
How  Supplied:  THEO-DUR  100  mg.  200  mg  and  300  mg  sustained 
action  tablets  are  available  in  bottles  of  100,  500, 1000  and  5000, 
and  in  unit  dose  packages  of  100. 

Caution:  Federal  law  prohibits  dispensing  without  prescription 
For  full  prescribing  information,  see  package  insert. 

Revised  12/83 

Key  Pharmaceuticals,  Inc. 
Miami,  Florida  33137 
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Leland  F.  Patterson,  MD,  Hummels- 
town,  recently  was  installed  as  presi- 
dent of  Dauphin  County  Medical  Soci- 
ety for  1986.  Dr.  Patterson  is  clinical 
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Leland  F.  Patterson,  MD 

To  French  military  planners,  the  Ma- 
ginot  Line  was  conceived  as  the  ulti- 
mate military  defense.  Mindful  of  a pos- 
sible German  invasion  of  their  country 
after  World  War  I,  the  French  planned 
for  a wall  of  bunkers  in  which  they 
would  hunker  down  and  defend  their 
country— an  impregnable  line. 

As  history  taught  us,  the  Maginot 
Line  became  for  Hitler  only  an  obstacle 
to  be  circumvented.  While  the  French 
army  sat  in  their  defensive  positions 
challenging  the  battle  to  come  to  them 
from  the  direction  they  had  planned, 
the  German  army  swept  around,  iso- 
lated, and  divided  these  bunkers,  and 
eventually  defeated  them. 

As  physicians  today,  we  know  we 
must  give  time,  knowledge,  and  a por- 
tion of  our  emotions  to  defense.  The 
public  sometimes  questions  our  mo- 
tives. Third  parties  sometimes  under- 
mine our  relationships  with  patients  by 
claiming  our  work  was  unnecessary. 

AHA  selects  new  president 

Carol  McCarthy,  PhD,  who  served  as 
president  of  the  Delaware  Valley  Hospi- 
tal Council  from  1978  to  1985,  has  been 
appointed  president  of  the  American 
Hospital  Association  (AHA). 

Dr.  McCarthy  will  replace  Alex  Mc- 
Mahon as  AHA  president  in  mid-1986. 


professor  of  medicine  at  the  Pennsylva- 
nia State  University  College  of  Medi- 
cine, Hershey,  and  he  directs  the  neurol- 
ogy clinic  at  Harrisburg  Hospital. 

After  earning  his  medical  degree  from 
the  Ohio  State  University  School  of 
Medicine,  Dr.  Patterson  served  an  in- 
ternship at  Harrisburg  Hospital.  He 
completed  residencies  in  neurology  at 
Chelsea  Naval  Hospital,  and  in  pediat- 
ric neurology  at  Children’s  Hospital  of 
the  District  of  Columbia.  He  is  Board 
certified  in  neurology  and  psychiatry. 

Other  new  officers  for  the  county 
medical  society  are:  Rosario  Maniglia, 
MD,  president  elect;  F.  Jane  Barton, 
MD,  first  vice  president;  Joseph  Traut- 
lein,  MD,  second  vice  president;  and 
Bradford  Strock,  MD,  secretary- 
treasurer.  Richard  D.  Baltz,  MD,  is  im- 
mediate past  president. 


Leaders  in  industry  accuse  us  of  not 
contributing  to  charity  while  their  or- 
ganizations donate  to  build  our  citadels. 
However,  many  of  us  have  adopted  the 
Maginot  Line  philosophy.  After  experi- 
encing a fear  of  attack,  we  have  built 
ourselves  bunkers.  We  dare  “the  en- 
emy” to  attack  us  in  lines  of  defense 
that  we  have  predetermined. 

What  we  need  instead  is  to  pay  more 
attention  to  the  world  that  exists 
around  us.  We  are  still  regarded  as  intel- 
ligent people  who  have  achieved  our 
status  because  of  dedication  and  work. 
But  how  many  physicians  have  gone  be- 
yond this  and  become  involved  by 
spending  time  and  money  in  organiza- 
tions such  as  the  United  Way,  the  Kid- 
ney Foundation,  or  the  Multiple  Sclero- 
sis Society.  How  many  of  us  have  been 
involved  in  the  political  system  as  mem- 
bers in  the  House  of  Representatives  or 
the  Senate,  either  state  or  federal?  Indi- 
ana, a state  whose  model  for  malprac- 
tice reform  has  survived  court  tests  had 
a physician  as  governor. 

Much  must  be  done.  First,  we  must 
come  out  from  our  bunkers,  leave  our 
Maginot  Line,  and  help. 


These  thoughts  were  exerpted  from  Dr.  Pat- 
terson's inaugural  address  to  members  of 
Dauphin  County  Medical  Society. 


Physicians  must  come  out  from  bunkers 
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The  Educational 
1 Scientific  Trust 


of  the  PENNSYLVANIA  MEDICAL  SOCIETY 
20  Erford  Road.  Lemoyne.  PA.  17043-1195  USA 
(717)  763  7151 


“Research  to 
Build  the 
Future . . . 
Education  to 
Protect  it.” 


HO  RESPONDS  TO 
THE  CHANGING  NEEDS 
OF  PHYSICIANS  AND 
THEIR  PATIENTS? 


Everyone,  from  government  to  the 
general  public,  expects  organized 
medicine  to  be  responsive  to  the 
changing  needs  of  physicians  and 
their  patients.  In  the  last  two 
decades,  the  government  was 
heavily  involved  in  trying  to  meet 
these  needs.  In  recent  years,  the 
government  has  limited  its 
involvement  and  has  encouraged 
everyone  to  work  together  to 
improve  our  health  care  system.  The 
Educational  and  Scientific  Trust  is 
one  of  the  medical  organizations 
responding. 

Throughout  my  three  decades  in 
organized  medicine,  I have  tried  to 
emphasize  programs  for  better 
health  for  the  American  people, 
preventive  medicine,  and  health 
education.  The  Educational  and 
Scientific  Trust  has  a unique 
opportunity  to  do  good  things  for 
the  people  of  Pennsylvania  and  to 


help  the  medical  profession.  It  is 
growing  and  bringing  about 
improvements  in  public  and 
preventive  medicine. 


HAT  IS  THE  TRUST? 


The  Educational  and  Scientific  Trust 
is  a separate  501(c)(3)  subsidiary  of 
the  Pennsylvania  Medical  Society. 
Performing  important  educational 
and  communications  functions,  the 
Trust  is  an  active  and  progressive 
project  for  the  Society. 

Let  me  review  the  situation,  as 
I finish  one  of  my  most  prized 
appointments  in  Pennsylvania.  In 
1982,  the  Society  installed  a new 
management  team  with  instructions 
to  make  the  Trust  self-supporting 
and  more  effective. 

The  Trustees  took  a series  of 
steps.  First,  we  streamlined  and 
computerized  the  student  loan 
program.  This  increased  repayments 
and  decreased  the  high  default  rate, 
immediately.  Second,  we  hired  a 
professor  of  marketing  as  a 
consultant.  With  the  consultant,  we 
audited  our  current  activities  to 
identify  strengths  and  resources. 
Then  we  wrote  a strategic  marketing 
plan. 

Two  additional  marketing  studies 
were  undertaken.  The  first  recorded 
PMS  members’  perceptions  of  the 
Trust’s  image,  how  they  would  react 
to  various  fund  appeals,  and  how 
they  felt  about  supporting  student 
health  careers.  The  second 
identified  fund-raising  priorities. 

The  research,  once  completed, 
shaped  the  fund-raising  marketing 
strategy. 

With  its  broad  charter  and 
favorable  tax  status,  the  Trust  has 
great  freedom  and  can  do  almost 
anything  in  medicine,  existing 
relatively  independently  of  the 
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Medical  Society  with  Trustees  who 
are  eager  to  seek  new  solutions. 

Reorganization  gave  us  new  life, 
and  the  Trust  embarked  upon 
new  ventures.  We  adopted  an 
entrepreneurial  spirit.  (Nonprofit 
organizations  are  not  barred  from 
earning  a profit;  it’s  how  their 
income  is  distributed  that  must  be 
of  concern.)  New  funds  from 
contracts  and  fund-raising  and  a 
review  of  existing  funds  allowed  us 
to  expand  our  staff.  The  new  staff 
includes  a manager  of  development 
and  marketing,  a manager  of 
finance,  a manager  of  projects  and 
programs,  and  an  administrative 
secretary.  Two  years  of  change  is 
now  paying  off. 


HAT  DID  THE  TRUST 
DO  IN  1985? 


We  completed  a contract — 
developing  educational  strategies  for 
physicians  to  improve  management 
of  patients  with  arthritis — for  the 
Pennsylvania  Department  of  Health. 

We  held  four  conferences.  Our 


SUMMARY  OF 
SIGNIFICANT 
FINANCIAL  DATA 


LOANS  GRANTED 
BY  YEAR 


AVERAGE  AMOUNT 
OF  A MEDICAL 


12th  Annual  Financial  Aid  Officers 
Workshop— where  we  work  closely 
with  the  eight  Pennsylvania  medical 
schools  and  the  Pennsylvania 
Higher  Education  Assistance 
Agency  to  assure  that  students 
receive  maximum  loan  benefits — 
was  again  successful. 

We  brought  our  marketing 
expertise  to  the  medical  profession. 
Representatives  of  the  state 
Departments  of  Health,  Public 
Welfare,  and  Aging  and 
representatives  from  major  voluntary 
health  agencies  with  state  offices  in 
Harrisburg  attended  our  second 
marketing  seminar,  entitled 
“Marketing  a Public  Health 
Agency.” 

Education  costs  are  higher  than 
they’ve  ever  been,  and  parents  and 
foundations  like  the  Trust  are  being 
called  upon  to  provide  more 
support.  Two  of  our  1985 
conferences  addressed  the  financial 
problems  facing  medical  students. 

A special  meeting  with  medical 
leaders  asked  the  question,  “Why 
does  medical  school  cost  so  much?” 
Following  up  on  recommendations 
of  that  meeting  we  called  together 
corporate  financial  personnel  to 
identify  and  discuss  strategies  of 
support. 

In  1985,  we  directed  our  major 
fund-raising  effort  toward  previous 
borrowers  who  have  repaid  their 
loans.  We  asked  them  to  become 
charter  donors,  contributing  $250 
to  the  Trust’s  loan  and  research 
activities.  Our  effort  to  raise  funds 
with  the  use  of  emblematic  clothing 
has  been  successful  in  two  ways:  we 
have  enhanced  the  image  of  the 
Pennsylvania  Medical  Society  and 
we  have  recovered  our  costs. 

The  PMS  House  of  Delegates 


The  trustees  met  in  the  summer  of 

1984  and  established  five  goals 

and  a mission  statement  for  the 

Trust. 

1 . To  provide  research  and 
educational  services  to  PMS 
members;  Pennsylvania  and 
other  physicians;  allied  health 
personnel;  and  the  public. 

2.  To  strengthen  the  relationship 
between  the  Trust  and  the 
Pennsylvania  Medical  Society 
for  the  mutual  benefit  of  both 
organizations. 

3.  To  increase  income  to  support 
all  activities  of  the  Trust. 

4.  To  research  public  health  and 
preventive  medicine  issues  to 
bring  about  a change  in  the 
behavior  and  capabilities  of 
professionals. 

5.  To  develop  support  plans  and 
adopt  administrative  and 
management  services  to  meet 
new  needs  for  shaping  the 
physician's  role  in  the 
changing  health  care  system. 


recommended  that  all  PMS 
members  be  encouraged  to  make 
a voluntary  tax-deductible 
contribution  to  the  student  loan 
program.  The  Trust  is  using  a 
direct-mail  approach  to  ask  for 
support. 

Current  loans  receivable  amount 
to  over  $3.4  million,  representing 
1,260  loans.  In  tire  1985-86  year, 
$487,350  was  available  for  302 
student  loans. 

We  are  pleased  to  report  that  the 
borrower’s  delinquency  rate  has 


dropped  to  3.6  percent — a dramatic 
decrease  since  we  turned  problem 
accounts  over  to  a collection  agency 
for  a more  aggressive  collection 
approach.  We  continue  to  protect 
our  hinds’  principal  through  a 
loan  stabilization  account,  a self- 
insurance  program. 


HAT’S  AHEAD? 


I’m  retiring  as  a trustee  of  The 
Educational  and  Scientific  Trust  at 
the  end  of  this  1984-85  year.  I shall 
miss  this  very  interesting  and  active 
assignment.  As  I reach  “four  score” 
in  March,  1986,  it  is  time  that  I step 
aside  for  younger  and  more  vigorous 
members. 

I’d  like  to  thank  the  many  people 
who  contributed  to  the  Trust.  These 
are  the  people  who  make  what  we 
do  possible.  Our  benefactors  are 
recognized  on  page  4. 

We  believe  that  our  growth  this 
past  year  demonstrates  our 
uniqueness  in  the  field  of  medicine 
and  professional  educational 
activities.  We  are  building  the  future 
on  what  we  did  in  1985.  Our  goals 
and  mission  are  more  succinctly 
defined.  Our  fund-raising  efforts  are 
on  target  and  producing  meaningful 
results.  The  loan  program  an 
indispensable  contribution  toward 
medical  education  in  Pennsylvania, 
and  our  first  ventures  into  contracts 
have  been  successful,  providing  a 
new  meaning  to  Trust  activities  and 
capabilities.  We  are  marketing  six 
publications — which  we  worked  on 
with  tire  PMS  Council  on  Education 
and  Science — to  others  across  the 
country.  Who  will  respond  to  the 
changing  needs  of  Pennsylvania 
physicians  and  their  patients  in 


AVERAGE  AMOUNT 
OF  ALLIED  STUDENT 
LOANS 


TOTAL  ASSETS 
OF  TRUST 


STUDENT 

LOANS 

OUTSTANDING 


We  have  refined  our  statement  of 
purpose  to  keep  up  with  our 
changing  role  in  organized 
medicine. 

The  Educational  and  Scientific 
Trust  of  the  Pennsylvania  Medical 
Society  is  a nonprofit,  tax-exempt 
public  enterprise  whose  mission 
is: 

• Research  to  Build  the  Future; 

• Education  to  Protect  it. 

Established  in  1954,  the  Trust 
provides  research  on  professional 
and  public  health  issues, 
educational  programs  for  health 
professionals,  and  loans  for 
medical  and  allied  health  students. 

Our  unique  relationship  with 
practicing  physicians,  medical 
schools,  and  medical  and  allied 
health  students  allows  the  Trust  to 
see  changes  in  the  health  care 
environment  from  many  different 
perspectives. 

As  specialists  in  educational 
communications,  the  Trust 
responds  to  these  changes  with 
strategies  that  can  be  developed 
into  education  programs  to  meet 
the  needs  of  health  professionals. 


1985?  For  one,  The  Educational  and 
Scientific  Trust. 


Dr.  Farrar  was  President  of  PMS  in  1969 
and  has  been  Trustee  for  12  years.  He  was 
Medical  Director  of  Wyeth  Laboratories.  A 
resident  of  Newtown,  Dr.  Farrar  is  editor  of 
"Clinical  Therapeutics"  and  consultant  to  a 
Dutch  publishing  firm.  He  has  been  a 
reviewer  for  the  JCAH  and  the  AMA. 


STATEMENT  OF 
REVENUES  AND 
EXPENSES 

For  the  Year  Ending  December  31,  1984 


REVENUES 

Contributions 

Fund-Raising  Projects 

Investment  Income 

Gains  on  Investments 

Student  Loan  Interest 

Contract  Administration 

Income 

Miscellaneous  Revenue 

CURRENT  YEAR 

$239,865.03* 
10,876.05 
78,635.85 
17,519.74 
61,307.18  — 

54,541.82 

492.58 

PRIOR  YEAR 

$379,197.69* 

17,745.00 

77,689.50 

122.23 

62,636.81- 

2,838.72 

33.76 

TOTAL  REVENUES 

$463,238.25 

$540,263.71 

EXPENSES 

Salaries,  Wages  & Benefits 

$140,686.81 

$72,741.83 

Travel  & Meetings 

3,591.22 

2,090.40 

Project  Development  & 

Administration 

4,197.10 

11,070.16 

Consulting  Fees 

24,300.11 

10,896.60 

Legal  Fees 

7,602.65 

12,182.01 

EDP  Equipment  & Consulting  . . . 

15,648.80 

28,270.53 

Collection  Expense 

5,727.21 

1,489.15 

Losses  on  Investments 

2,828.01 

— 

Administrative  Expense 

61,925. 72A 

15.790.01A 

Scholarships  & Grants 

100.00 

170.00 

Uncollectable  Loans 

25,581.05** 

7,277.35** 

TOTAL  EXPENSE 

$292,188.68 

$161,978.04 

EXCESS  OF  REVENUE 

OVER  EXPENSES 

$171,049.57 

$378,284.96 

Notes: 

* Contributions  in  1983  included  $114,000  from  settlement  of  Phoebe  West 
Estate.  Only  $6,300  was  received  from  this  source  in  1984. 

— Student  Loan  Interest  decreased  in  1984  because  of  a decrease  in  the  higher 
interest  Pfahler  loans  outstanding. 

A Administrative  Expense  in  1984  includes  $29,827  for  the  purchase  of  new 
office  furniture  and  equipment. 

**  Action  was  taken  by  the  Trustees  to  write  off  many  loans.  Individual  loan 
funds  are  protected  by  a loan  stabilization  fund,  which  reimburses  the  loan 
funds  for  loans  written  off. 


ENEFACTORS 

These  generous  people  have 
supported  the  Trust  with  a 
contribution  of  $250  or  more: 

John  David  Albert,  II,  MD 

Victor  T.  Ambruso,  MD 

Thomas  L.  Antkowiak,  MD 

John  W.  Barrett,  MD 

Doris  G.  Bartuska,  MD 

John  A.  Beilis,  MD 

Manual  A.  Bergnes,  MD 

William  A.  Black,  Jr.,  MD 

Lawrence  I.  Bonchek,  MD 

Michael  Z.  Boris,  MD 

Richard  A.  Borrison,  MD 

Beng-Hong  Cheah.  MD 

David  W.  Clare.  MD 

James  M.  Cole,  MD 

James  A.  Collins,  Jr.,  MD 

James  G.P.  Collins,  MD 

Raymond  R.  Curanzy,  MD 

Daniel  A.  Dansak,  MD 

Ralph  J.  DeHoratius,  MD 

Enrico  J.  DiRienzo,  MD 

Robert  P.  Durning,  MD 

LeRoy  C.  Erickson 

Robert  A.  Ersek,  MD 

Jack  P.  Failla,  MD 

George  E.  Farrar,  Jr.,  MD 

Richard  E.  Fulton,  MD 

Frederick  A.  Furia,  MD 

Thomas  B.  Gain,  MD 

Dwight  G.  Geha,  MD 

LeRoy  A.  Gehris,  MD 

Dr.  and  Mrs.  Raymond  C.  Grandon 

Jeffrey  M.  Greene,  MD 

Dr.  Joseph  P.  and  Sally  Guaraldo 

Angie  Stiles  Hamilton,  MD 

Louis  J.  Hampton,  MD 

Oliver  Handelsman.  MD 

Kenneth  P.  Heaps,  MD 

James  E.  Hertzog,  MD 

Jeffrey  M.  Hoffman,  MD 

Dr.  & Mrs.  Dean  S.  Hoover 

Abram  M.  Hostetter,  MD 

James  A.  Huntzinger,  MD 

John  W.  Hurst,  MD 

William  G.  Jackson,  MD 

Edward  W.  Jew.  Jr.,  MD 

Joan  A.  Kedziora.  MD 

Janet  P.  Kramer,  MD 

Larry  E.  Magargal,  MD 

Eugene  H.  Mateer,  MD 

Sandra  B.  McCann,  MD 

McClure/Prendergast.  MD,  PC 

Miles  J,  McCue.  MD 

James  1.  McMillen,  MD 

Paul  H,  Menzel,  MD 

Dr.  and  Mrs.  David  L.  Miller 

William  E.  Miller,  Jr.  Esq. 

Richard  M.  Monihan,  MD 
Montgomery  County  Medical 
Society 

Dennis  L.  Moyer,  MD 
Walter  J.  Myslewski,  MD 
Dr.  and  Mrs.  Frederick  S.  Neuer 
Amy  L.  Papalia-Early,  MD 
James  A.  Pepicello,  MD 
John  F.  Perry,  MD 
Wesley  H.  Peterson,  MD 
James  R.  Regan,  MD 
John  S.  Reidell,  MD 
Ronald  M.  Repice,  MD 
Lindsay  Ann  Richards,  MD 
Dr.  and  Mrs.  Paul  M.  Rike 
Dolores  E.  Rodriquez.  MD 
Bernard  J.  Ronis,  MD 
Harold  Rosen,  MD 
James  T.  Rothermel,  MD 
Robert  Ruggiero,  MD 
David  N.  Schaffer,  MD 
Leonard  F.  Schickling,  MD 
Earl  S.  Scott.  MD 
John  P.  Scullin,  MD 
Drs.  Larry  and  Carolyn  Shaffer 
Ann  Ml  Showan.  MD 
W.  John  Siar,  MD 
John  R.  Siberski,  MD 
William  D.  Slemenda,  MD 
Max  A.  Stoner,  MD 
Joan  M.  Sulewski,  MD 
Frank  J.  Szarko,  MD 
Dr.  and  Mrs.  Morgan  F.  Taylor 
L.  Martha  Ann  Thomas,  MD 
Three  Rivers  Cardiac  Institute 
Seth  Bekoe,  MD 
Ross  F.  DiMarco,  Jr.,  MD 
Kathleen  J.  Grant,  MD 
Ronald  V.  Pellegrini,  MD 
Connell  J.  Trimber,  MD 
Edward  R.  Villella,  MD 


George  J.  Vukmer,  MD 
Sigmund  A.  Weitzman,  MD 
David  W.  Whitson,  MD 
Stephen  G.  Wiener,  MD 
Willis  W.  Willard,  MD 
Michael  R.  Wilson,  MD 
George  F.  Wright,  MD 
Edward  J.  Zobian.  MD 

These  people  and  organizations 
have  supported  the  activities  of  the 
Trust: 

Ernest  Abernathy,  MD 
Donna  M.  Acosta 
Theresa  M.  Adams 
James  Alderfer,  MD 
R.  Wm.  Alexander,  MD 
Robert  W.  Allen.  MD 
John  Andrews 

Armstrong  County  Medical  Society 

Edwin  D.  Arsht,  MD 

William  A.  Atlee,  MD 

Thomas  E.  Baker,  MD 

William  A.  Baldino,  MD 

James  D.  Banmiller,  MD 

Clayton  C.  Barclay.  MD 

Neil  B.  Baum,  MD 

Beaver  County  Medical  Society 

R.  F.  Beckley,  MD 

Mirza  M.  A.  Beg,  MD 

George  Bent,  III,  MD 

Ira  J.  Berman,  MD 

Muriel  A.  Bernes 

Joseph  A.  Besecker,  MD 

Louis  H,  Betz,  MD 

Mrs.  John  V.  Blady 

Mrs.  Ralph  Blasiole 

John  J.  Bobin,  MD 

Dr.  and  Mrs.  David  R.  Brill 

Bucks  County  Medical  Society 

Walter  H.  Burgin,  MD 

William  C.  Burry,  MD 

William  P Camp,  MD 

Laura  Foster  Campbell 

Milton  L.  Caplan,  MD 

Terrence  S.  Carden,  Ltd.,  MD 

Kim  L.  Carpenter,  MD 

Dawn  M.  Carson 

Betty  D.  Carter 

William  T.  Chain.  MD 

Sukumar  M.  Chapa,  MD 

Prayun  Chayapruks 

Raj  P.  Chopra,  MD 

Mary  E.  Christenson,  MD 

Thomas  J.  Ciotola,  MD 

Barbara  A.  Citeroni 

Robert  W,  Clevenger,  MD 

James  A.  Collins,  Jr.,  MD 

Judith  Corcino 

Kenneth  D.  Cohen,  MD 

Drs.  Harold  R.  and  Betty  L.  Cottle 

Julia  Cox 

Joan  Cracco,  MD 

Dr.  and  Mrs.  Paul  P.  Craig 

Yvonne  A.  Cronkey 

Samuel  Cross,  Jr.,  MD 

Trinidad  Cruz.  MD 

Mrs.  H.  Thompson  Dale,  Jr. 

J.  Joseph  Danyo,  MD 

Eleanor  L.  Davis 

J.  Mostyn  Davis,  MD 

Robert  E.  Davis,  MD 

George  A.  Deitrick,  III,  MD 

Robert  L.  Dejoseph.  MD 

Sofronio  B.  DelaVega,  MD 

Gerald  A.  DelGrippo,  MD 

Leonard  M.  DelVecchio,  MD 

Edward  H.  Dench.  Jr.,  MD 

Stephen  Dodd,  MD 

Beverly  J.  Doddy 

Frederick  A.  Dodge,  MD 

Shelley  J.  Dodson 

Philip  E.  Donahue,  MD 

Dennis  W.  Donnelly,  MD 

Paul  J.  Dowdell,  MD 

Frederick  J.  Dudenhoefer,  MD 

Scott  S.  Duffy.  MD 

Norman  L.  Ekberg,  MD 

Steve  Ellwing 

Kenneth  D.  Emkey,  MD 

Jack  E.  English.  MD 

LeRoy  C.  Erickson 

Erie  County  Medical  Society 

Mrs.  David  Evans 

Mrs.  Geza  T.  Fabinyi 

Robert  J.  Fagioletti,  MD 

George  E.  Farrar,  Jr.,  MD 

M.  Peter  J.  Favini,  MD 

Dr.  and  Mrs.  Henry  H.  Fetterman 

Robert  and  Margaret  Filipovits 

Jerald  C.  Fingerut,  MD 

Wilbur  E.  Flannery,  MD 

Rose  A.  Fleming 

Robert  W.  Ford,  MD 

Carlyn  Foster 


Marian  Foster 

Rodney  B.  Fritchley,  MD 

Jay  L.  Funkhouser.  MD 

Daniel  R.  Gandy,  DO 

Beth  Gawronski 

Judith  P Geduldig 

LeRoy  A.  Gehris,  MD 

Louis  Gerstley,  III.  MD 

Samuel  R.  Giamber.  MD 

David  F.  Gillum.  MD 

Dr.  and  Mrs.  Raymond  C.  Grandon 

Victor  Greco,  MD 

Mayer  A.  Green  Allergy  Foundation 

Mrs.  Caroline  B.  Grieco 

Maureen  Griffin 

Richard  J.  Gross,  MD 

Joseph  P.  Guaraldo,  MD 

Oren  W.  Gunnet,  MD 

Jeannine  R.  Hahn,  MD 

Meyer  A.  Halperin,  MD 

Terry  L Hand,  MD 

Mrs.  W.  Benson  Harer 

James  L.  Harrison,  MD 

Kenneth  P.  Heaps,  MD 

Charles  Heisterkamp.  111.  MD 

Sheldon  P.  Herman.  MD 

Earl  S.  Herr,  MD 

James  H.  Hinton,  III,  MD 

George  G.  Hohberger,  MD 

Mrs,  Hugh  H.  Hoke,  Jr. 

Dr.  and  Mrs.  Abram  M.  Hostetter 
James  Houser,  MD 
Gwen  W.  Huffer,  MD 
Timothy  Janeway,  MD 
Paul  John 

Craig  H.  Johnson,  MD 
Susan  L.  Johnston 
Kristi  L.  Jordan 
Mrs.  Herbert  Jordan 
Alexander  Kalenak,  MD 
Thomas  J.  Kardish,  MD 
Dr.  and  Mrs.  Peter  A.  Keblish 
Robert  M.  Kemp,  MD 
Mary  Jane  F.  Kinosian,  MD 
Joseph  A.  Knepper,  MD 
Patrick  G.  Laing,  MD 
Robert  L.  Lamb 

La  Plata  Manor  Residents  Council 
Ronald  A.  Landay,  MD 
Jeffrey  Lander,  MD 
Fred  and  Betty  Larimer 
Mrs.  Robert  L.  Lasher 
Lawrence  County  Medical  Society 
Lehigh  County  Medical  Society 
Dr.  and  Mrs.  Kermit  L.  Leitner 
Thaddeus  Lekawa,  MD 
Donald  F.  Leon,  MD 
Harvey  Lerner,  MD 
Mrs.  Herbert  J.  Levin 
Kenneth  Levin,  MD 
Ms.  Ula  E.  Levin 
Michael  P.  Levis,  MD 
Larry  Light 
George  W.  Lilley,  MD 
Janet  L.  Loch 
Edward  A.  Lottick,  MD 
Luzerne  County  Medical  Society 
Luzerne  County  Medical 
Society/Hazleton  Branch 
Jay  W.  MacMoran,  MD 
Alan  L.  Magner.  MD 
William  H.  Mahood.  MD 
Richard  L.  Malen,  MD 
Betsy  Malin 
Thomas  H.  Malin,  MD 
Richard  P.  Malone,  MD 
Russell  G.  Manning,  MD 
Matthew  Marshall,  Jr.,  MD 
Joye  A.  Martin,  MD 
Thomas  J.  Martin,  MD 
Davis  S.  Masland,  MD 
Stanley  P.  Mayers,  Jr.,  MD 
Robert  E.  McAfee,  MD 
William  D.  McCann,  MD 
Christine  L.  McClure 
Morgan  M.  McCoy,  II,  MD 
Wallace  G.  McCune,  MD 
Edward  J,  McGinn 
Roderick  R.  McLeod,  MD 
Athole  G.  McNeil-Jacobi,  MD 
Albert  A.  Merlin,  MD 
Michael  L.  Merrin,  MD 
Michael  J.  Mesaros,  MD 
MarvAnn  Michelis,  MD 
James  D.  Mickle,  Jr. , MD 
Dr.  and  Mrs.  David  L.  Miller 
Ernest  E.  Moore.  MD 
H.  David  Moore,  Jr.,  MD 
Florias  A.  Morfesis,  MD 
John  Motley.  MD 
Nancy  P.  Moyer 
Drs.  Denise  and  David  Moylan 
Martin  A.  Murcek,  MD 
John  H.  Newsom.  MD 
Dr.  and  Mrs.  Rex  H.  Newton 


Emil  W.  Olson,  MD 
Edward  J.  Owens.  DO 
Nelson  M.  Oyesiku,  MD 
Joseph  E.  Palascak.  MD 
Pandelis  K.  Pandelidis.  MD 
Dr.  and  Mrs.  Albert  Pantalone 
Mrs.  John  S.  Parker 
Donald  E.  Parlee,  MD 
Lewis  T.  Patterson,  MD 
James  Paxton 

Pennsylvania  Medical  Care 
Foundation 

Pennsylvania  Medical  Society 
Pennsylvania  Medical  Society 
Auxiliary 

Pennsylvania  Medical  Society 
Auxiliary  Gavel  Club 
Pennsylvania  National  Arts  and 
Crafts  Show 
Ellen  N.  Penterman 
Alfred  A.  Perfett,  MD 
Pfahler  Foundation 
Robert  M.  Pilewski,  MD 
Mary'  Ann  Pirrello 
Edward  J.  Pisko.  MD 
E.  Raymond  Place.  MD 
Plastic  Surgical  Associates 
Barbara  Prendergast 
Reba  Pressman 
Robert  S.  Pressman.  MD 
John  S.  Rabada.  MD 
Sidney  C.  Rabin,  MD 
Helen  Redding 
Robert  D.  Reinecke.  MD 
Edward  J.  Resnick,  MD 
Kenneth  R.  Rettig,  MD 
Blairanne  H.  Revak.  MD 
Gregory  L.  Richards 
Yale  Richmond.  MD 
Mr.  and  Mrs.  John  F.  Rineman 
Andrew  Roberts.  MD 
Bill  Roberts 

Leslie  S.  Robinson.  MD 
Nicholas  Rorick,  MD 
Gerald  W.  Rothacker,  Jr.,  MD 
Jerry  Rothenberger 
Karl  F.  Rugart,  MD 
Robert  A.  Ruggiero,  MD 
Gregory  J.  Salko,  MD 
Nancy  M.  Satur.  MD 
Carol  S.  Scarborough 
Barbara  Schepps,  MD 
Mary  D.  Schlager 
John  P.  Scott,  MD 
Raymond  V.  Seniow.  MD 
Michael  D.  Serene.  MD 
Anne  L.  Sheets 
James  A.  Sheets,  MD 
Joseph  S.  Silverman,  MD 
Randal  L.  Shroyer 
Harry  Shubin.  MD 
Mrs.  Ruth  A.  Shuster 
Donald  H.  Smith.  MD 
J.  Stanley  Smith.  Jr..  MD 
John  Smither 
Robert  L.  Snyder.  MD 
Arthur  C.  Sprenkle,  MD 
Mr.  and  Mrs.  Alex  Stewart 
George  B.  Stoltzfus,  MD 
Max  A.  Stoner,  MD 
Frederick  A.  Stuppy,  Jr. 
William  B.  Swallow,  MD 
James  D.  Taggart.  MD 
Dr.  and  Mrs.  Morgan  F.  Taylor 
W.  J.  Russell  Taylor.  MD 
John  Trevi 
Mary  Uehlein 
John  W.  Valenteen.  MD 
Dorothy  P.  Valimont 
John  B.  Wagner,  MD 
Robert  E.  Wagner.  MD 
James  A.  Walsh.  MD 
William  H.  Walters,  MD 
Paul  K.  Waltz,  MD 
Mrs.  Robert  Washko 
Lucy  Waskell.  MD 
Allen  S.  Weed,  MD 
Nathan  Wei,  MD 
Thomas  J.  Weida.  MD 
Robert  R.  Weiser 
James  F.  Welsh,  MD 
Donna  Wenger 
William  B.  West,  MD 
Mrs.  William  J.  West 
David  A.  White,  MD 
David  W.  Whitson.  MD 
Louis  H.  Winkler.  Jr..  MD 
Amy  Jo  Wolford 
Paul  R.  Woolslaver.  MD 
David  L.  Wright,  MD 
Robert  E.  Wright,  MD 
Beverly  Wynert 
G.  Winfield  Yarnall,  MD 
Jerold  J.  Yecies,  MD 
Jane  E.  Young 


Leonard  B Zadecky,  MD 
Bernard  Zamostien,  MD 

These  people  have  been 
memorialized  through  contributions 
to  the  Trust: 

Mr.  Glenn  Arey 

Gerald  S.  Backenstoe.  MD 

Ms.  Agnes  Barr 

Mrs.  William  B.  Barr 

Mrs.  Rebecca  M.  Barrett 

John  H Bisbing,  MD 

John  V.  Blady.  MD 

C.  Henry  Bloom,  MD 

Mrs.  Edith  Boal 

George  C.  Brong.  MD 

Alfred  Brunacci.  MD 

J.  Guy  Butters,  MD 

Harry  L.  Cunin.  MD 

Frank  H.  DiLeo.  MD 

Mrs.  Mary  L.  DiLeo 

Miriam  U.  Egolf 

Ms.  Clara  Elsaesser 

Mrs.  Jane  Eves 

Toshio  Ezaki.  MD 

Howard  T.  Fiedler.  MD 

Herman  A.  Fischer.  MD 

Mrs.  Margaret  Fischer 

Mrs.  Charles  B.  Forcey 

Mrs.  Elsie  S.  Gardner 

Harold  B.  Gardner,  MD 

Ms.  Jane  Gressly 

Mr.  Clyde  Harer 

Charles  S.  Hendricks.  MD 

Edgar  Highberger.  MD 

Mrs.  Drury  D.  Hinton 

Mr.  Samuel  Hoke 

Eugene  C.  Ingoldsby,  MD 

Mrs.  Robert  M.  Jaeger 

Son  of  Dr.  & Mrs.  Robert  Jaeger 

Mrs.  Sybil  E.  Jeager 

Mr.  Thomas  Joy 

Helen  Kocher 

Clark  P'.  Kopycinski,  MD 

Mrs.  Mary  Eva  Kucharczuk 

Herbert  J.  Levin.  MD 

Ms.  Pauline  C.  Levin 

Mrs.  Eleanor  Linn 

Julian  Long,  MD 

Remigid  R.  Marasigan,  MD 

Mrs.  Frank  Masland 

George  McCloskey,  MD 

Mr.  Michael  S.  McConnel 

Edgar  Meisner,  MD 

Mrs.  Alicia  M.  Mercado 

Mrs.  Elaine  Miller 

Mrs.  Malcolm  W.  Miller 

Mrs.  Nancy  P.  Moyer 

Mr.  Robert  C.  Moyer 

Mother  of  John  Neidel 

Mrs.  Minnie  Ortenzio 

Mr.  Chester  Parris 

Mrs.  E.  L.  Perri 

Ms.  Martha  Phythyon 

Mr.  John  H.  Place 

George  H.  Pogorzelski.  MD 

Mrs.  Ruth  Pond 

Mrs.  Mary  E.  Pugliese 

Mother  of  James  A.  Raub.  MD 

Mr.  Samuel  Rosenthal 

Ms.  Arthur  Rowen 

Mrs.  Robert  I.  Schaeffer 

Ralph  K.  Shields,  MD 

Mrs.  Nancy  Shroads 

Dr.  F.  F.  Smith 

Mrs.  Lita  Stephens 

Mr.  Aldie  Stiffler 

Elwood  W.  Stitzel,  MD 

Jack  Strassman.  MD 

Ms.  Charlotte  Thomas 

Harry  J.  Thompson.  MD 

Mrs.  Basile  Tolis 

Mrs.  Jeanne  Walker 

Harold  P.  Weaver.  MD 

Ms.  Eva  Zeaman 

Gerald  Zieve,  MD 

Trustees: 

Doris  G.  Bartuska,  MD 
Philadelphia 
Abram  M.  Hostetter,  MD 
Hershey 

David  L.  Miller,  MD 
New  Bethlehem 
James  A.  Collins  Jr..  MD 
Danville.  Chairman 

LeRoy  C.  Erickson. 

Executive  Director 

Retired  as  of  October  27.  1985: 

Gerald  L.  Andriole.  MD 
Hazleton 

G.  Winfield  Yarnall.  MD 
Camp  Hill 

George  E.  Farrar  Jr..  MD 
Newtown.  Past  Chairman 
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Another  Man’s  Poison 


If  you  accept  that  each  person  is  unique— even  if  that  per- 
son has  a drinking  or  drug  problem— then  it’s  easy  to  see  why  a 
treatment  program  must  be  individualized.  One  man’s  successful 
treatment  is  another  man’s  failure. 

At  Sheppard  Pratt,  we  don’t  shoehorn  people  into  a program, 
sacrificing  individualization.  Instead  we  adapt  the  program  to  the 
individual. 

There  are  givens,  of  course.  We’re  abstinence-oriented,  and 
work  according  to  the  principles  of  Alcoholics  Anonymous  and 
Narcotics  Anonymous.  We  provide  a warm,  home-like  environ- 
ment. We  start  with  a thorough  evaluation  of  the  patient,  the 
problem  and  its  effects.  Then,  using  a multidisciplinary  team  of 
professionals,  we  move  each  patient  through  individual  and  group 
counseling  designed  to  get  results  as  quickly  as  possible,  including 
outpatient  follow-through. 

For  some,  this  means  intense  confrontation.  For  others,  gentle 
guidance.  Our  sensitivity,  experience  and  flexibility  enable  us  to 
determine  the  best  approach. 

If  you  are  sometimes  in  a position  to  refer  alcoholics  or  drug 
abusers  to  suitable  treatment  centers,  learn  more  about  the  indi- 
vidualized approach  at  Sheppard  Pratt. 

To  get  general  information  about  the  Shep- 
pard Pratt  Substance  Abuse  Program,  or  to  dis- 
cuss an  individual  case,  contact:  Dr.  David  Waltos, 

Admissions  Officer,  Sheppard  and  Enoch  Pratt 
Hospital,  PO.  Box  6815,  Baltimore,  Maryland 
21204.  (301)  823-8200. 

FOR  TREATMENT, 
EDUCATION  AND  RESEARCH 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
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New  leaders  assume  posts  in  Philadelphia 


The  Philadelphia  County  Medical  So- 
ciety (PCMS)  installed  new  officers  on 
January  15,  1986,  at  the  Union  League, 
Philadelphia.  Edward  J.  Resnick,  MD, 
an  orthopedic  surgeon  from  Penn  Val- 
ley, became  the  society's  125th  presi- 
dent. 

After  receiving  his  medical  degree 
from  Temple  University  School  of  Medi- 
cine, Dr.  Resnick  completed  an  intern- 


ship at  Philadelphia  General  Hospital. 
He  served  residencies  in  orthopedic  sur- 
gery at  Temple  University  Hospital, 
Shriner’s  Hospital  for  Crippled  Chil- 
dren, and  Philadelphia  General  Hospi- 
tal. Certified  by  the  American  Board  of 
Orthopaedic  Surgery,  he  is  a fellow  of 
the  American  Academy  of  Orthopaedic 
Surgeons,  and  a member  of  the  Penn- 
sylvania Orthopaedic  Society,  the  Phila- 


delphia Orthopaedic  Society,  and  the 
College  of  Physicians  of  Philadelphia. 
He  has  been  a corporate  member  of 
Pennsylvania  Blue  Shield  since  1974, 
and  has  served  on  its  board  of  directors. 

Dr.  Resnick  is  professor  of  orthopedic 
surgery  at  Temple  University  School  of 
Medicine  and  directs  the  Pain  Control 
Center  there.  He  is  affiliated  with  Tem- 
ple University  Hospital,  St.  Chris- 
topher's Hospital  for  Children,  Albert 
Einstein  Medical  Center,  Moss  Rehabil- 
itation Center,  Episcopal  Hospital,  and 
Shriner’s  Hospital  for  Crippled  Chil- 
dren. 

Dr.  Resnick  has  served  on  the  Board 
of  Directors  of  PCMS,  and  on  the  Long 
Range  Planning,  and  the  Budget  and 
Finance  committees.  He  was  secretary 
of  the  county  society  from  1974  to  1978, 
and  became  vice  president  in  1979. 
Also,  he  was  a delegate  to  the  Pennsyl- 
vania Medical  Society. 

Other  officers  are:  Wallace  G.  Mc- 
Cune,  MD,  president  elect:  Milton  A. 
Wohl,  MD,  vice  president;  Timothy  J. 
Michals,  MD,  secretary;  and  Richard 
M.  Gash,  MD,  treasurer.  Howard  U. 
Kremer,  MD  is  immediate  past  presi- 
dent. 


Missing:  Christine  Jane  Kennedy 
Born:  7/24/76 

Disappeared:  3/20/81  (Parental  Abduction) 
From:  Ulster  County,  New  York 
Blue  eyes,  blonde  hair 
Case  # 1584  p 

If  you  see  this  child  or  have  information  con- 
cerning this  child  please  call  toll  fee  1-800- 
l-AM-LOST. 


State  releases  report  on  hospitals 


The  report  “Health  Care  Resources  in 
Pennsylvania:  Hospitals,  1980-1984" 
has  been  released  by  the  Pennsylvania 
Department  of  Health’s  Data  Center. 
This  publication  is  a 5-year  study  of 
hospitals  in  Pennsylvania  and  shows  a 
number  of  trends.  These  include  an  in- 
crease in  outpatient  surgery,  shorter 
lengths  of  hospital  stay,  and  decreases 
in  the  number  of  available  beds  in  psy- 
chiatric hospitals. 

Nancy  Briette,  statistical  supervisor 
for  the  health  department’s  State 
Health  Data  Center,  said  the  study  is 
based  on  annual  hospital  surveys  con- 
ducted from  1980  to  1984.  For  the  pur- 
poses of  the  study,  hospitals  are  divided 
into  three  groups:  general,  psychiatric, 
and  other  specialty  institutions. 

Briette  said  the  general  classification 
includes  those  which  offer  general  medi- 
cal and  surgical  services  and  are  oper- 
ated by  state  or  local  government  or  the 
private  sector.  The  psychiatric  category 
includes  those  that  specialize  in  psychi- 
atric services,  but  excludes  federal  psy- 
chiatric hospitals  because  their  service 
is  limited  to  a specific  group— veterans 
and  their  families.  The  class  for  other 
specialty  hospitals  includes  all  federally 
run  hospitals,  children's  hospitals,  ma- 
ternity hospitals,  rehabilitation  hospi- 
tals, dental  hospitals,  and  a few  other 
specialties. 

“Looking  at  the  226  general  hospi- 
tals, we  see  a recent  trend  toward 
shorter  lengths  of  stay.  The  average 
length  of  stay  had  remained  constant 
around  8.1  days  from  1980  to  1983,  but 
dropped  to  7.8  days  in  1984,"  Briette 
said. 

“Psychiatric  hospitals  showed  the 
largest  decrease  in  average  length  of 
stay,  ranging  from  about  211  days  in 
1980  to  125  days  in  1984,  a decrease  of 
about  41  percent.  Other  specialty  hospi- 
tals fluctuated  in  this  regard  during  the 


five  year  survey  period.  The  highest  av- 
erage stay  was  15.6  days  in  1980,  de- 
creasing to  12.6  days  in  1983  and  rising 
to  15.5  days  in  1984,”  she  said. 

Briette  said  that  the  estimated  total 
number  of  operations  being  performed 
in  general  hospitals  has  increased  stead- 
ily, from  97.2  per  1,000  population  in 
1980  to  105.1  per  1,000  in  1984. 

“The  greatest  increase  is  in  outpa- 
tient surgery.  In  1980,  inpatient  sur- 
gery accounted  for  83  percent  of  the  to- 
tal, with  outpatient  surgery  making  up 
the  other  17  percent.  In  1984,  only  68 
percent  of  surgery  was  on  an  inpatient 
basis  with  outpatient  rising  to  32  per- 
cent. When  you  factor  in  the  increase  in 
surgery  in  general,  this  means  that  out- 
patient surgery  has  more  than  doubled 
in  a five-year  period,”  she  said. 

Although  the  number  of  general  hos- 
pitals in  Penns3dvania  decreased  from 
231  to  226  during  the  five-year  period, 
the  total  number  of  beds  set  up  and 
staffed  (excluding  long  term  care  beds) 
showed  an  increase  from  52,349  in  1980 
to  52,488  in  1984. 

“Specialty  hospitals  have  shown  the 
most  growth  between  1980  and  1984. 
There  were  40  in  1980  with  7,088  beds 
available.  In  1984,  the  figure  increased 
about  9 percent  to  44  hospitals  with 
7,719  total  beds,  excluding  long  term 
care  units,”  Briette  said. 

The  percentage  of  hospitals  that  re- 
sponded to  the  surveys  ranged  from 
98.7  in  1980  to  100  in  1984.  The  five- 
year  study  also  contains  various  data 
tables,  graphs,  charts,  and  maps  on  hos- 
pital utilization,  services,  personnel, 
medical  staffing,  and  finances.  Health 
service  area  and  county  level  tables  are 
included  for  most  recent  year  of  data. 
Copies  may  be  obtained  by  contacting 
the  State  Health  Data  Center,  Pennsyl- 
vania Department  of  Health,  PO.  Box 
90,  Harrisburg,  Pennsylvania  17108. 
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Elcomp...fhe  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


^ r Data  General 


ELSEfflF  systems,  ins. 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
In  Pennsylvania— (412)  562-9477 
In  Central  Pennsylvania— (717)  743-4441 


newsfronts 


Plastic  surgeon 

Karen  K.  Davis 

“I  have  felt  that  a good  medical  edu- 
cation should  include  some  fundamen- 
tal knowledge  of  the  principles  of  art, 
and  I am  convinced  people  will  be  better 
doctors  if  we  can  teach  them  how  to  see 
and  not  just  look  at  something,”  said 
sculptor  and  plastic  surgeon  Alma  Dea 
Morani,  MD.  “The  medical  student  can 
open  up  a new  window  in  his  life  and 
begin  to  understand  things  he  never 
perceived  before.  I think  art  is  a neces- 
sary part  of  a broad  education.” 

Dr.  Morani  turned  these  beliefs  into 
action  by  organizing  lectures  on  art  his- 
tory and  techniques  and  offering  them 
to  students  at  the  Medical  College  of 
Pennsylvania  (MCP).  The  lecture  series, 
launched  October  7 with  Dr.  Morani 's 
discussion  on  the  history  of  the  fine 
arts,  will  run  through  April  in  conjunc- 
tion with  the  college’s  humanities  pro- 
gram. MCP  is  one  of  the  first  institu- 
tions in  the  country  to  establish  such  a 
course  in  the  arts. 

Dr.  Morani,  a graduate  of  the  Medical 
College  of  Pennsylvania  (then  Woman’s 
Medical  College),  has  enjoyed  sculpture 
as  an  avocation  throughout  her  life. 
First  trained  by  her  father,  Salvatore 
Morani,  who  made  his  living  as  a sculp- 
tor of  religious  pieces,  she  later  studied 
with  several  well  known  Philadelphia 
artists.  During  most  of  her  medical  ca- 
reer, she  served  on  the  faculty  of  MCP, 
first  as  an  instructor  in  general  surgery 
and  later  as  a professor  of  plastic  sur- 
gery. She  retired  in  1983. 

“But  now  I am  back  on  the  faculty 
because  of  the  new  art  program,”  Dr. 
Morani  said,  adding  that  she  had  been 
thinking  for  more  than  ten  years  about 
trying  to  implement  a program  like  this 
one.  “I  wrote  four  papers  on  why  art  is 
important  to  the  plastic  surgeon,”  she 
said,  "and  I participated  in  a segment 
called  ‘new  frontiers  in  plastic  surgery’ 
for  the  television  show  Nova."  Her  the- 
sis was  that  a knowledge  of  art,  “while 
it  doesn't  make  the  plastic  surgeon  an 
artist,  gives  him  information  that  is 
useful  in  his  work  as  a surgeon.  Learn- 
ing about  sculpturing  and  the  measure- 
ments of  the  face,  nose,  and  ears  helps 
the  surgeon  gauge  size  and  distance 
while  he  is  operating,”  she  said. 

“Then  I began  to  think,  ‘why  only 


promotes  art-medicine  link 


plastic  surgeons?  Wouldn’t  this  be  good 
for  everybody?’  ” she  continued.  “I  am 
convinced  that  art  is  a necessity  for 
anyone  who  wants  to  express  himself. 
So  I had  the  idea  to  try  to  get  a course 
on  art  into  the  medical  school  curricu- 
lum. If  we  can  teach  medical  students 
about  art  and  the  importance  of  self- 
expression,  we  offer  them  a way  to  re- 
lease their  emotions.  This  is  something 
the  ordinary  student  is  not  exposed  to 
in  medical  school." 

Dr.  Morani  said  she  was  pleased  with 
the  turnout  at  the  first  lecture.  Those 
attending  were  not  all  students— “I 
counted  at  least  seven  faculty  members 
who  signed  up  for  this  course,"  she  said. 
“It’s  fascinating  to  see  how  an  interest 
will  develop  in  a group  and  get  stronger, 
and  suddenly  everybody  wants  to  be- 
come an  artist,  to  enjoy  art,  and  go  to 
museums  and  galleries  instead  of  just 
walking  in  a park.  This  is  what  I am  try- 
ing to  encourage- 

A second  lecture,  on  the  importance 


Dr.  Morani  poses  with 
two  of  her  works.  On 
the  right  is  a portrait 
of  a young  man,  a 
seminarian,  done  in 
plaster  with  a bronze 
patina.  On  the  left  is  a 
portrait  of  Sister  Andre, 
a nurse  who  dedicated 
much  time  and  work  to 
the  children’s  burn 
center  at  St.  Mary’s 
Hospital,  Philadelphia. 
“She  carried  her 
clipboard  everywhere,” 
Dr.  Morani  said,  “so 
when  I sculpted  her,  I 
put  it  in.’’  This  work  is 
in  plaster,  with  a navy 
blue  patina. 

of  anatomy  in  drawing  and  sculpture, 
was  given  in  December  by  Walter  Erle- 
bacher,  a professor  at  the  Philadelphia 
College  of  Art.  Philadelphia  sculptor 
Zenos  Frudakis  spoke  on  the  history  of 
drawing  and  sculpture  at  the  third  lec- 
ture. The  fourth  and  final  session,  in 
April,  will  focus  on  painting.  Martha 
Erlebacher,  who  holds  a master’s  degree 
in  fine  arts,  will  demonstrate  painting 
techniques. 

Interest  in  medicine 
Throughout  her  life,  Dr.  Morani  has 
maintained  a balance  between  art  and 
medicine.  Her  father  encouraged  her  to 
follow  in  the  family  profession.  “For 
three  generations  we  have  been  sculp- 
tors in  my  family,"  Dr.  Morani  said. 
“My  father  thought  I should  carry  on 
the  family  tradition.  In  one  way  that 
appealed  to  me  very  much,  but  I was 
also  very  excited  by  the  thought  of  op- 
erating and  fixing  people  up— I wanted 
to  be  a repair  surgeon. " 
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She  first  became  interested  in  medi- 
cine when  she  joined  the  Girl  Scouts 
and  learned  first  aid.  “I  was  lucky 
enough  to  have  a very  good  teacher  for 
first  aid  who  inspired  me  and  made  me 
curious  about  what  helps  people  when 
they  are  sick  or  bleeding,"  she  said. 
“From  then  on  I was  very  anxious  to 
see  an  operation.” 

She  got  her  chance  when,  as  a Girl 
Scout  volunteer  at  the  Bronx  Hospital, 
she  was  assigned  the  chore  of  taking 
bottles  of  cough  drops  from  the  phar- 
macy and  distributing  them  on  other 
floors.  “On  one  of  the  floors  happened 
to  be  the  operating  room,  and  I looked 
through  the  glass  and  watched  the  doc- 
tors operating  on  a male  patient.  I was 
told  that  I shouldn’t  be  there,  so  I dis- 
appeared, but  came  back!  I liked  what  I 
saw,  and  I thought  I wanted  to  be  a sur- 
geon," she  remembered. 

She  entered  the  premedical  course  at 
Washington  Square  College  of  New 
York  University,  graduated,  and  went 
on  to  Woman’s  Medical  College  of  Penn- 
sylvania. “When  I finished  there  and 
graduated,  I told  the  chief  surgeon,  Dr. 
John  Stewart  Rodman,  that  I really 
wanted  to  become  a surgeon.  Of  course, 
he  laughed.  At  that  time  it  was  quite 


difficult  for  a woman  to  get  training  in 
surgery,”  she  said.  “But  while  I was  an 
intern  at  St.  James  Hospital  in  Newark, 
New  Jersey,  I got  a letter  from  him  of- 
fering me  a position  on  the  surgical 
staff."  Dr.  Morani  became  the  first 
woman  accepted  for  a surgical  resi- 
dency at  MCP.  She  joined  the  faculty  at 
the  college  as  an  instructor  in  general 
surgery,  and  practiced  for  almost  15 
years  before  taking  additional  training 
in  plastic  surgery  at  the  Barnes  Hospi- 
tal in  St.  Louis,  Missouri. 

“I  was  interested  in  the  repair  work 
done  by  plastic  surgeons,”  Dr.  Morani 
said,  “particularly  in  the  treatment  of 
injured  hands.  I had  been  doing  repair 
work  in  general  surgery  and  I liked  the 
idea  of  repairing  injured  hands  and 
faces."  After  finishing  the  fellowship  in 
St.  Louis,  she  returned  to  Philadelphia 
and  changed  her  practice  from  general 
to  plastic  surgery.  She  spent  the  rest  of 
her  teaching  career  at  MCP,  serving 
first  as  an  assistant  professor  of  sur- 
gery, and  then  as  clinical  professor  of 
plastic  surgery. 

Dr.  Morani  also  traveled  and  taught 
in  Europe  and  the  Far  East.  During  her 
tenure  as  president  of  the  Medical 
Women’s  International  Association  and 


as  president  of  the  American  Women’s 
Hospital  Service,  she  visited  Taiwan, 
Thailand,  India,  Japan,  Korea,  China, 
Russia,  and  other  countries  to  meet 
with  surgeons  and  plastic  surgeons,  to 
teach,  and  to  provide  surgical  care  for 
the  needy.  In  1975,  she  was  cited  in  the 
United  States  Congressional  Record  for 
her  work  as  a physician  and  humanitar- 
ian. 

Dr.  Morani  was  the  first  woman  to  be- 
come a member  of  the  American  Soci- 
ety of  Plastic  and  Reconstructive  Sur- 
gery, and  she  is  a founder  of  the  Robert 
H.  Ivy  Society,  an  organization  of  Penn- 
sylvania plastic  surgeons,  established 
in  1955.  She  was  the  first  American 
medical  woman  to  receive  the  medal 
and  title  of  Cavalier  Ufficiale  “Del  ’Or- 
dine  A1  Merito"  from  the  Republic  of  It- 
aly. In  addition,  she  has  been  awarded 
the  highest  honor  given  by  the  Ameri- 
can Medical  Women's  Association,  the 
Elizabeth  Blackwell  Award. 

Making  a circle 

Dr.  Morani's  study  of  art  began  when 
she  was  a child.  “My  father  had  his  stu- 
dio away  from  the  house,  and  I used  to 
walk  to  the  studio  to  watch  what  they 
were  doing  as  they  made  the  big 


Dr.  Morani  created  this  design  for  the  Medical  Women’s  Interna-  A movie  about  a girl  and  a tiger  inspired  this  work. 

tional  Association.  The  design  was  printed  on  silk  scarves  for 

members. 
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U.S.  Savings  Bonds  now  pay 
market-based  interest  rates  like 
money  market  accounts! 

Hold  your  Savings  Bonds  for 
five  years  and  you  automatically 
get  the  market-based  rates  which 
change  semi-annually,  the  first  of 
May  and  November . Plus,  you  get 
a guaranteed  return!  You'll  prob- 
ably earn  a lot  more— but  never  less 
than  7V 2%. 

With  both  money  market  rates 
and  a guaranteed  return,  Savings 
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statues.  I was  always  playing  with  plas- 
ter. 

“When  I got  a little  older,  I wanted  to 
help,  so  my  father  would  let  me  do  little 
things.  I began  to  be  familiar  with  the 
tools,  clay,  plaster,  how  to  mix  cement, 
how  to  mix  marble  dust — all  the  things 
that  are  part  of  a sculptor’s  trade. 
When  I started  college  I began  to  go  to 
art  galleries  and  exhibits  with  my  fa- 
ther. 

“I  was  always  conscious  of  art,  but  in 
my  head  I knew  I wanted  to  be  a doctor 
and  I wanted  to  be  a surgeon.  I had  the 
conflict  since  I was  a kid,"  she  said. 
“Later  I thought  plastic  surgery  would 
combine  my  art  and  my  medicine,  but  it 
really  didn’t  because  plastic  surgery  is 
not  truly  a fine  art.  Plastic  surgery  is 
more  a skillful  craft  one  learns  accord- 
ing to  rules.  There  are  certain  rules  for 
making  a nose,  and  surgeons  follow  the 
rules.  Art  is  quite  different;  it  is  an  indi- 
vidual endeavor,"  she  said. 

Dr.  Morani  persued  art  as  a hobby 
while  she  was  a surgeon.  A patient  be- 
came one  of  her  first  teachers.  Beatrice 
Fenton,  a professor  at  Moore  College  of 
Art,  Philadelphia,  caught  her  hand  in  a 


Bonds  make  a great  investment. 
And  Bonds  are  still  a great  way  to 
keep  America  strong. 

Savings  Bonds  are  easy  to  buy, 
too.  Purchase  them  at  most  banks 
and  savings  and  loans,  or  through 
the  Payroll  Savings  Plan  where  you 
work.  For  more  information,  call 
toll-free  1-800-US-BONDS. 

US.  SAVINGS  BONDS'^. 
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wringer.  “At  that  time  I was  a hand  sur- 
geon, so  I fixed  up  her  hand  and  she 
invited  me  to  join  her  classes,”  Dr. 
Morani  said.  “I  went  first  to  Moore, 
then  to  her  private  studio."  She  contin- 
ued to  study  with  other  artists,  includ- 
ing Boris  Blai,  the  founder  of  Tyler 
School  of  Art,  and  Philadelphia  sculp- 
tor Angelos  Frudakis. 

Besides  working  to  develop  her  own 
style,  Dr.  Morani  has  collected  paint- 
ings, sculptures,  and  artifacts  from  var- 
ious countries.  She  has  given  part  of  her 
collection  to  the  Medical  College  of 
Pennsylvania,  and  it  is  on  permanent 
display  in  the  new  Morani  Gallery, 
which  opened  in  January. 

Now  that  she  has  retired  after  33 
years  as  a plastic  surgeon,  she  is  devot- 
ing more  time  to  developing  her  artistic 
skill:  “I  am  going  back  to  what  my  fa- 
ther told  me  to  do  in  the  first  place- 
become  an  artist.  I have  made  a com- 
plete circle." 

The  study  of  art 

Being  a sculptor  like  her  father  and 
grandfather,  she  admits  being  preju- 
diced in  favor  of  sculpture  as  an  art 
form.  “With  a piece  of  sculpture,  you’ve 
got  a three  dimensional  object,"  she 


said.  You  can  walk  around  it— see  the 
whole  thing,  not  just  one  view  of  it. 

“All  sculptors  are  crazy  about  Mi- 
chelangelo and  Rodin,”  she  said,  pick- 
ing out  the  names  of  her  favorites.  “Mi- 
chelangelo is  known  for  his  power,  his 
forceful  figures,  the  large,  magnificent 
size  of  them. 

“Rodin  was  a master  at  showing 
movement,”  she  continued.  “He  knew 
how  to  make  those  muscles  turn  and 
twist.  He  brought  in  movement,  and  a 
new  type  of  subject— he  used  the  ordi- 
nary man— and  he  made  the  public 
more  conscious  of  sculpture. 

“The  history  of  art  is  a really  fasci- 
nating subject,”  she  said.  “Nobody 
knows  when  art  began,  but  we  know 
that  even  primitive  man  left  cave  draw- 
ings. Why  did  he  do  that?  I think  be- 
cause he  felt  the  need  to  express  him- 
self. His  emotions  so  overpowered  him 
that  he  had  to  show  them  and  he  tried 
to  do  it  in  cave  drawings.  You  can  follow 
the  history  of  art  for  thousands  of  years 
and  find  that  people  have  always  tried 
to  put  down  in  some  permanent  way 
what  they  were  feeling.  Art  is  a means 
of  communication.” 

That  is  why  students  can  get  so  much 
value  by  taking  up  art  as  a pastime,  she 
maintains.  “You  can  express  yourself  so 
many  ways,  and  you  don’t  have  to  be  a 
great  painter  or  a great  musician  or 
sculptor.  You  can  do  something  that  is 
mediocre  and  you  will  still  get  the  satis- 
faction of  expressing  yourself.” 

In  the  complexity  of  the  current  med- 
ical environment,  where  care  has  be- 
come more  fragmented,  physicians  may 
lose  their  individuality,  she  said,  citing 
this  as  a reason  for  students  to  get 
involved  and  convey  their  feelings 
through  art.  “Some  doctors  have  en- 
joyed this  hobby  so  much  that  they've 
taken  it  up  seriously  and  are  now  well 
known  artists.  The  American  Physi- 
cians Art  Association  has  about  2,000 
members,”  she  said.  “We  hold  an  ex- 
hibit every  year  at  the  AMA  (American 
Medical  Association)  convention,  and 
professional  judges  have  said  it  is  one 
of  the  best  amateur  shows  in  the  coun- 
try. 

“Studying  art  is  not  an  easy  matter," 
Dr.  Morani  warned.  “Like  any  other 
study,  you  have  to  learn,  read,  practice, 
have  a lot  of  self  discipline,  and  most  of 
all,  have  a lot  of  patience. 

“But,”  she  added,  “the  study  of  art 
opens  an  exciting  new  world,  and  to  be- 
come creative  gives  a special  kind  of 
pleasure  and  a feeling  of  accomplish- 
ment.” □ 


Market-based  rates  apply  to  Bonds  purchased  on  and  after  11/1/82  and  held  at  least  five  years.  Bonds 
purchased  before  11/1/82  earn  market-based  rates  when  held  beyond  10/31/87.  Bonds  held  less  than  five 
years  earn  lower  rates. 

A public  service  of  this  publication. 
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Foxglove 

Digitalis  purpurea 


Ov  er  200  years  ago,  a British  physician 
fell  in  love  with  one  of  his  young 
patients  and  wooed  her  with  the 
herbs  and  flowers  he  gathered  on 
his  way  to  see  her.  The  gifts  be- 
came an  interest,  the  interest  a 
study  and  the  study  a book, 

A Botanical  Arrangement  of 
All  the  Vegetables  Naturally 
Growing  in  Great  Britain. 

Of  these,  William  Withering 
took  special  interest  in 
the  purple  bells  of  the 
foxglove,  then  used  for 
treating  dropsy,  a 
condition  that 
accompanies 
an 

inefficient 
heart.  In 
1785,  his 
Account 
of  the 
Foxglove 
officially 
entered 
the 

plant  in 
the  modern 
pharmacopoeia 


preferred  remedy  for 
congestive  heart  failure, 
and  Thrift  Drug 
pharmacists  fill  pre- 
scriptions every  day  for 
the  drug  in  its  synthe- 
sized form,  digoxin. 

One  of  the  area’s 
largest  providers 
of  prescription 
medicines,  Thrift 
Drug  fills  over  nine- 
teen million 
prescriptions 
annually  and 
stocks  a complete 
selection  of  health 
and  personal  care 
products. 

Thrift  Drug  celebrates 
over  fifty  years  of 
service  to  more  than 
400  communities 
like  yours. 

But  phar- 
macy’s 
tradition 
of  care 
has  grown 
throughout 
the  centuries. 

Thrift  Drug 

Pennsylvania-based,  Pennsylvania-managed.  Serving  you  better  through  Progress  in  Pharmacy. 


In  many  parts  of 
the  world,  a prep- 
aration of  digitalis 
leaf  is  still  the 


TRUST 


newsfronts 


Newspaper,  radio  advertising  opens  campaign 


Arnold  W.  Cushner 

The  multimedia  public  education 
campaign  of  the  Pennsylvania  Medical 
Society  is  launched. 

On  January  15,  readers  of  newspa- 
pers in  selected  areas  covering  most  of 
the  state  saw  the  first  print  advertise- 
ment in  the  PMS  Public  Education  Pro- 
gram. Titled  “We’re  fighting  for  your 
health,"  the  message  was  published  in 
newspapers  in  the  state’s  twelve  largest 
cities  and  will  run  weekly  for  three  suc- 
cessive weeks.  This  campaign  was  ap- 
proved by  the  House  of  Delegates  in 
October  and  is  funded  by  the  $55  spe- 


cial mandatory  assessment  approved 
by  the  House. 

"We're  fighting  for  your  health"  high- 
lights the  efforts  of  the  Society  and  its 
members  to  advance  health  care  stan- 
dards in  Pennsylvania.  Cited  are  the  So- 
ciety’s activities  in  securing  the  ambu- 
lance licensing  law,  establishing  an 
organ  donor  program,  helping  to  create 
the  Pennsylvania  Trauma  Foundation, 
and  supporting  mandatory  seat  belt 
legislation. 

The  campaign’s  extension  to  radio  be- 
gan in  late  January,  and  the  broadcast- 


ing of  the  60-second  spot  announcement 
will  continue  into  February.  This  radio 
spot,  “You’re  on  the  right  track,”  points 
up  the  health  benefits  of  eliminating  or 
reducing  risk  factors  such  as  smoking, 
alcohol  consumption,  fatty  diets,  and 
excessive  stress.  It  emphasizes  the  role 
of  PMS  physicians  as  advocates  of 
modifying  lifestyles  to  prevent  illness. 

Irving  Williams  III,  MD,  chairman  of 
the  PMS  Committee  on  Public  Rela- 
tions, said,  "This  is  just  the  beginning 
of  what  will  be  a substantial  and  sus- 
tained public  education  effort.  Over  the 
next  three  years  the  positions  of  PMS 
and  its  members  will  receive  wide  public 
exposure  through  newspaper  and  maga- 
zine ads,  through  radio  spots,  and  tele- 
vision programming.  All  the  important 
issues  facing  health  care— involving 
both  patients  and  physicians— will  be  a 
part  of  this  campaign." 

The  second  newspaper  advertisement 
and  radio  spot  in  this  campaign  will  ap- 
pear during  the  last  week  of  February 
and  first  week  of  March. 

The  PMS  Public  Education  Program 
uses  these  newspapers  and  radio  stations. 

Newspapers 

Allentown 
The  Morning  Call 
Altoona 
Mirror 
Erie 

Times-News 
Daily  Times 
Morning  News 
Harrisburg 
Patriot-News 
The  Patriot 
The  Evening  News 
Johnstown 

The  Tribune-Democrat 
Lancaster 
Sunday  News 
Intelligencer  Journal 
New  Era 
Philadelphia 
The  Inquirer 
Daily  News 

Continued 


The  writer  is  assistant  director  of  communi- 
cations for  PMS. 


We’re  fighting  for 
your  health. 


Frankly  we  believe  there's  no 
better  reason  to  tight. 

That's  why  the  17,000  physicians 
who  are  members  ot  the  Pennsylvania 
Medical  Society  are  making  sure 
you  receive  the  best  health  care 
possible. 

We've  demanded  high  medical 
standards,  and  our  strictness  has 
paid  oft. 

We've  taken  an  active  role  in 
securing  an  ambulance  licensing 
law  which  creates  standards  tor 
ambulance  drivers  and  vehicles, 
and  we've  helped  to  establish  an 
organ  donor  program. 

More  recently  we  helped  create  a 
trauma  foundation  to  ensure  the 
availability  of  care  tor  the 
critically  injured.  To  prevent 
death  and  injury  we  have  been 
fighting  for  mandatory  seat  belt 
legislation  in  Pennsylvania. 

Today  Pennsylvania  is  highly 
respected  for  its  health  care  and 
medical  facilities.  We're  fighting  to 
keep  it  that  way 

We  want  you  to  be  aware  of  the 
issues  we  support. 


— 


, ¥ 


Pennsylvania  Medical  Society 

20  Erford  Road.  Lemoyne.  PA  17043 

Dedicated  to  your  good  health. 
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You  can’t  keep  a good  man  down 


Because  Harmarville  will  pick  him 

up.  Our  Occupational  Health 
and  Rehabilitation  Services  program 
(OHRS)  works  solely  on  getting 
good  people,  like  Bob  Seaman,  with 
industrial  injuries  back  on  the  job. 

For  Bob,  back  on  the  job  means 
being  happy.  So  when  he  fell  off  a 
ladder  injuring  his  foot  and  couldn’t 
work,  something  was  lost.  That  just 
wouldn’t  do  for  Bob,  or  his  employer 
of  40  years,  the  L.  E.  Smith  Glass 
Company. 

OHRS  was  their  answer.  The 

doctors  at  our  rehabilitation  hospital 
discovered  that  Bob’s  condition 
involved  nerve  compression  in  his 
foot.  They  placed  him  in  a rehabilitation 
program  designed  to  treat  his  particular 
disability.  The  result:  In  just  a few 
months,  Bob  was  back  on  the  job 
full-time. 


It  works.  Since  the  program  started 
in  1 978,  nearly  80%  of  all  patients  have 
returned  to  work.  Employers  reduce 
lost  time  and  workers’  compensation 
costs. 

Is  less  effort  acceptable?  Bob  and 

L.  E.  Smith  Glass  Company  didn’t 
think  so.  And  we  at  Harmarville  agree; 
only  the  best  care  possible  will  do  when 
someone’s  livelihood  is  at  stake. 

For  more  information  on  our  OHRS 
program,  call  any  of  our  four  locations: 
Harmarville  (782-5800); 

Allegheny  Center  Mall  (322-8400); 
Greensburg  (242-5600); 
or  Washington  (341-4303). 

YT  HARMARVILLE 


■HH 


•ewsfronts 


PMS  on  the  issues: 

The  first  newspaper  advertisement  of  the  PMS  Public  Education  Program  mentions 
the  active  involvement  of  PMS  on  four  particular  issues.  Here  is  some  background  infor- 
mation on  the  Society’s  role  in  solving  health  care  problems. 

AMBULANCE  LICENSING  ACT— This  law  was  passed  in  1985.  A PMS  study  formed  the 
basis  for  the  enactment  of  several  laws  to  coordinate  emergency  medical  services  in  the 
state.  The  Ambulance  Licensing  Act  is  the  last  major  element  completing  this  coordina- 
tion of  services. 

ORGAN  DONOR  PROGRAM— PMS  was  instrumental  in  helping  to  have  the  Anatomical 
Gift  Act  passed  in  1969.  This  act  made  possible  the  donation  of  organs  for  medical  pur- 
poses. The  PMS  Council  on  Education  and  Science  continues  to  send  out  information  on 
this  act. 

TRAUMA  FOUNDATION— The  PMS  Board  of  Trustees  in  September  1984  approved  a 
nonprofit  corporation  to  accredit  trauma  centers  in  the  state  and  authorized  an  interest- 
free  loan  for  start-up  expenses.  This  foundation,  cosponsored  by  the  Hospital  Associa- 
tion of  Pennsylvania,  is  now  in  full  operation. 

MANDATORY  SEAT  BELT  LEGISLATION— The  Society’s  House  of  Delegates  voted  to 
urge  passage  of  mandatory  seat  belt  legislation.  PMS  is  a member  of  the  Keystone  Safety 
Belt  Network,  a coalition  devoted  to  passage  of  this  legislation. 


Pittsburgh 
The  Press 
Post/Gazette 
Reading 
Eagle 
Times 
Scranton 
The  Times 
The  Tribune 
Wilkes-Barre 
Times  Leader 
Sunday  Independent 


York 

The  Dispatch 
Daily  Record 
Radio  Stations 
Market:  Allentown 
WFMZ-FM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-8  PM 
WKAP-AM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-8  PM 


Market:  Erie 
WCCK-FM 
M-F  7-2  AM 
M-F  5:30-7  PM 
WEYZ-AM 
M-F  7-2  AM 
M-F  5:30-7  PM 
WJET 

M-F  6-10  AM 
M-F  3-7  PM 
WSEG 

M-F  6-10  AM 
M-F  3-7  PM 


ONE  COMPANY. 


ML 


Solutions  to  today's  business  problems  of 
medicine  requires  more  than  a computer ! 

You  need  a total  system  designed  uniquely 
to  the  requirements  of  your  speciality...  One 
that  comes  complete  with  professionals 
to  educate,  train,  service,  install,  and 
support  you  without  any  interruptions 
_ to  your  day-to-day  practice.  You  get  all 
ijk  of  this  and  more...  with 

'Tri-Mark's  Medical  Management  System. 
So,  if  you  are  thinking  about  a computer, 
please  call  us  today  for  more  information. 


SOFTWARE 
HARDWARE 
INSTALLATION  • 
ON-LINE  SUPPORT 
ON-SITE  SERVICE 


TRAINING 


TRIMARK 


THE 

FULL  SERVICE 

- COMPUTER 

SYSTEMS,  INC  company 


SUITE  #1,4  TERRY  DRIVE 
NEWTOWN,  PA  18940 

215/860-1500 

1 -800-492-2540 


Market:  Harrisburg, 
Lancaster,  York 
WHP-AM 
M-F  6-10  AM 
M-F  10-3  PM 
WHP-FM 
M-F  6-10  AM 
M-F  10-3  PM 
WNNK-FM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WRKZ-FM 
M-F  6-10  AM 
M-F  10-3  PM 
Sat.  6-10  AM 
Sat.  10-3  PM 
Market:  Johnstown- 
Altoona 

WGLU 

M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-8  PM 
WJAC-AM 
M-F  6-10  AM 
M-F  3-8  PM 
WKYE-FM 
M-F  6-10  AM 
M-F  3-8  PM 
WBXQ-FM 

M-F  5:30-10  AM 
M-F  10-3  PM 
M-F  3-8  PM 
WFBG-AM 
M-F  6-10  AM 
WRTA 

M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
Market:  Philadelphia 
KYW-AM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WCAU-AM 

M-F  5:30-10  AM 
M-F  10-3  PM 
M-F  3-8  PM 
WCAU-FM 

M-F  5:30-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WDAS-AM 
M-F  6-10  AM 
M-F  10-3  PM 
WDAS-FM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WFIL-AM 
M-F  6-10  AM 
WIP-AM 

M-F  10-3  PM 
M-F  3-7  PM 


WKSZ-FM 
M-F  10-3  PM 
WWDB-FM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
M-F  7-12  PM 
WZGO-FM 
M-F  10-3  PM 
M-F  3-7  PM 
Market:  Pittsburgh 
KDKA-AM 
M-F  5:30-10  AM 
M-F  10-3  PM 
WBZZ-FM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
M-F  7-12  PM 
WEEP-AM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WDSY-FM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WJAS-AM 
MF  10-3  PM 
M-F  3-7  PM 
WSHH-FM 
M-F  3-7  PM 
Market:  Reading 
WRAW-AM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-8  PM 
WRFY-FM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-8  PM 
M-F  8-12  PM 
Market:  Wilkes-Barre 
WARD-AM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WBAX-AM 
M-F  6-10  AM 
M-F  10-3  PM 
WHLM-AM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WHLM-FM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
WILK-AM 
M-F  6-10  AM 
M-F  10-3  PM 
M-F  3-7  PM 
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BALANCED 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronaiy  artery  spasm  and  in  the  management  of  chronic  stable 
angina  ( classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AR  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  " 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl): 234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC. 005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


PROFESSIONAL  USE  INFORMATION 


cardizem 

(dilhazem  HCI) 

AO  mg  and  00  mg  tablets 


DESCRIPTION 

CARDIZEM  * (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist)-  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepm  4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl ] 2,3  dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


CH_,CHjNICH3)2 


Diltiazem  hydrochloride  is  a white  to  oft-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  aie  believed 
to  be  related  to  its  ability  to  inhibit  the  intlux  of  calcium  ions 
during  membrane  depolarization  ot  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ol  Action  Although  precise  mechanisms  ot  its 
antiangmal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1,  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovine  induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2 Exertional  Angina  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu 
lar  conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect,  cardiac 
output,  ejection  traction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  tew  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  ot  20  mg  piolongs  AH  conduction 
time  and  AV  node  tunctional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  ot  the  AH  interval  is  not 
more  pronounced  in  patients  with  first  degree  heart  block  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  ot  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
Irom  the  tablet  formulation  to  about  80%  ot  a reference  capsule  and 
is  subiect  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  ot  digoxm,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin  Single  oral 
doses  ot  30  to  120  mg  ot  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  10  20%  ot  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  ot  renal  or  hepatic 
impairment  on  excretion  or  metabolism  ot  diltiazem 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  tieatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  valiant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  eftective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi 
tant  use  of  diltiazem  and  beta-blockers  or  ot  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  ot  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndiome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%)  Concomitant  use  of 
diltiazem  with  beta  blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  iniury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  ot  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes, 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con 
comitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  ot  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women:  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  mhk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2  4%), 


headache  (2.1%),  nausea  (1.9%).  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (12%)  AV  block  (11%)  In  addition,  the  following  events 
were  reported  intrequently  (less  than  1%)  with  the  order  ot  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular: 


Nervous  System 
Gastrointestinal 


Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope. 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  ot  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  ot  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM.  erythema  multiforme:  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate) 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDJs  in 
these  species  were  60  and  38  mg/kg,  respectively  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient’s 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  tour  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  In  such  patients,  titration  should  be 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antlanglnal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS ) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  ol  100  (NDC  0088-1772-49)  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other 
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Review  of  obstetrical  delivery  and  IQ 

George  W.  Creasy,  MD 
John  S.  Levisky 


This  paper  was  prepared  to  review  the  IQ  (intelligence  quotient)  literature. 
In  addition,  a small  study  was  designed  to  examine  the  effect  of  the  mode  of 
obstetrical  delivery  on  the  academic  performance  of  elementary  school  chil- 
dren. Seventy-six  elementary  school  students  were  studied.  Of  those  76  stu- 
dents, 74  had  information  on  academic  performance  and  72  had  IQs. 
The  data  of  the  students  were  divided  into  the  four  types  of  obstetrical  deliv- 
eries (spontaneous  vaginal  delivery,  mid-forceps  delivery,  repeat  cesarean  de- 
livery, and  cephalopelvic  disproportion  cesarean  delivery)  and  were  compared 
for  any  difference  in  academic  performance  or  mean  IQ.  There  was  no  differ- 
ence in  the  mean  academic  performance  between  the  four  groups  of  older 
elementary  school  children.  No  statistical  difference  in  mean  IQ  was  present. 


In  the  past  ten  years,  three  studies 
have  surfaced  in  the  literature  exam- 
ining obstetrical  delivery  in  relation  to 
the  IQ  of  the  individual  delivered.  One 
appeared  in  the  book,  Preschool  IQ:  Pre- 
natal and  Early  Developmental  Corre- 
lates, by  Broman,  Nichols,  and  Ken- 
nedy.1 This  was  an  exhaustive  report  of 
the  collaborative  perinatal  project 
which  prospectively  followed  the  prena- 
tal course,  labor  and  delivery,  and  early 
childhood  of  over  50,000  individuals. 
There  were  169  variables  in  six  catego- 
ries thought  to  have  some  bearing  on 
the  IQs  of  children  3 to  4 years  of  age. 

These  variables  were  screened  among 
over  50,000  participants  and  only 
73  variables  were  found  to  correlate 
with  the  IQ  in  the  white  population. 
The  greatest  correlations  were  found  in 
relation  to  socioeconomic  status  and 
maternal  education.  These  two  correla- 
tion co-efficients  were  equal  at  .38.  The 
remainder  of  the  top  ten  most  corre- 
lated variables  ranged  from  ±.15  to  .28 
in  their  correlation  and  included  no  la- 
bor and  delivery  variables. 

In  the  white  population,  43%  of  the 
patients  were  born  without  forceps, 
24%  had  outlet  forceps,  20%  had  low 
mid-forceps,  13%  had  mid-forceps  and 
only  3 individuals  had  high  forceps. 
When  researchers  compared  the  43%  of 
the  patients  without  forceps  to  the  57  % 
with  any  forceps  (10,285  individuals 
without  forceps  versus  13,634  individ- 
uals with  any  forceps),  the  IQ  for  the 
group  delivered  by  forceps  was  5 points 


higher.  Since  none  of  the  variables  work 
independently  to  affect  the  IQ,  the  au- 
thors corrected  the  forceps  versus  no 
forceps  comparison  for  parity  and  socio- 
economic variables.  When  this  was 
done,  no  difference  in  IQ  could  be  de- 
tected. 

Drawing  from  the  same  collaborative 
perinatal  project  data,  Friedman,  Sech- 
tleben,  and  Bresky  in  1977  evaluated 
the  specific  effect  of  mid-forceps  on  IQ.3 
They  compared  the  3 to  4 year  IQ  of  74 
white  nulliparous  individuals  delivered 
by  mid-forceps  with  the  3 to  4 year  IQ 
of  36  white  nulliparous  individuals  de- 
livered spontaneously.  Without  any  cor- 
rection for  socioeconomic  status,  the 
conclusion  was  made  that  the  mid- 
forceps group  had  a statistically  lower 
IQ  by  6.4  points. 

In  a separate  study  from  Australia 
published  in  1975  by  McBride  et  al.,  the 
IQs  of  4 to  5 year  old  children  were  pro- 
spectively evaluated  in  relation  to  the 
obstetrical  delivery. b All  participants 
were  from  English  speaking  families 
and  adjustments  for  IQ  variables  such 
as  socioeconomic  status,  maternal  IQ 
and  education  level  were  made.  After 
correction  for  family  background  vari- 
ables, no  statistical  difference  between 
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the  IQs  of  the  207  spontaneous  deliv- 
eries and  the  IQs  of  the  57  mid-forceps 
rotations  could  be  found. 

Due  to  the  lack  of  concensus  on  the 
issue  of  obstetrical  delivery  and  IQ,  a 
review  of  the  IQ  literature  was  made.  In 
addition,  a retrospective  evaluation  was 
planned  to  study  the  effect  of  obstetri- 
cal delivery  on  the  academic  perfor- 
mance and  IQ  of  school-aged  children, 
since  this  has  not  been  widely  studied. 

Materials  and  methods 

Approximately  1,000  charts  of  ob- 
stetrical deliveries  at  York  Hospital  be- 
tween 1968  and  1974  were  reviewed  by 
the  author.  To  reduce  the  possibility  of 
racial  bias  in  test  scores,  all  prospective 
participants  were  Caucasian.  To  reduce 
genetic  skewing,  only  one  child’s  IQ  per 
family  was  accepted.  In  those  few  in- 
stances where  it  applied,  earlier  born 
children  were  always  selected  over  later 
born  children.  All  participants  had  term 
vertex  singleton  deliveries  ( > 37  weeks 
and  > than  2500  grams).  In  addition, 
complications  of  pregnancy  (i.e.,  pre- 
eclampsia, pregnancy-induced  hyper- 
tension), maternal  medical  problems 
(i.e.,  diabetes  mellitus,  collagen  vascular 
disease,  asthma),  and  childhood  head 
trauma  in  the  offspring  were  specifi- 
cally excluded. 

One  hundred  seventy-three  cases  met 
the  above  criteria  and  were  mailed  ques- 
tionnaires. These  173  cases  represented 
nearly  equal  numbers  of  spontaneous 
vaginal  deliveries  (SVD),  mid-forceps 
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deliveries  (MFD),  repeat  cesarean  deliv- 
eries (Rep.-CSX),  and  cephalopelvic  dis- 
proportion cesarean  deliveries  (CPD- 
CSX).  Group  specific  criteria  were  as 
follows.  SVDs  were  without  pitocin 
augmentation  or  outlet  forceps.  MFDs 
were  accepted  as  diagnosed  by  the  phy- 
sician since  the  application  station  was 
seldom  recorded.  Rep.-CSX  were  with- 


out labor.  CPD-CSXs  had  full  dilatation 
documented  along  with  the  diagnosis  of 
CPD. 

Results 

One  hundred  forty-six  patients  actu- 
ally received  the  questionnaire.  There 
were  76  total  responses  with  either  aca- 
demic information,  IQ,  or  both.  Of 
those  76  responses,  72  had  IQs  and  74 
had  academic  information  that  was  ob- 


tained from  the  school  districts.  Where 
more  than  one  IQ  was  received  for  one 
individual,  the  average  of  the  two  most 
recent  scores  was  used. 

The  data  collected  were  divided  into 
four  delivery  groups  and  analyzed.  Re- 
sponse rates  between  the  groups  were 
not  statistically  different  by  ANOVA. 
In  Table  1,  the  72  patients  with  IQs  in- 
cluded 20  SVDs,  19  MFDs,  26  Rep.- 
CSXs,  and  7 CPD-CSXs.  They  were 


Table  1 

Profile  of  Delivery  Information  for  all  Participants  with  IQ  Scores  Available 


number 

of 

cases 

mean  and  range 
of  the 

duration  of  the 
second  stage 

mean  and  range 
of 

birth  weights 

mean  and 
range  of 
maternal 
parity 

mean  and  range 
of 

maternal  age 

no.  of 
apgar 
scores 

< 7 (1)  <8  (5) 

abnormal 

infant 

discharge 

diagnosis 

spontaneous 

vaginal 

deliveries 

20 

14.8  min  (2-61) 

7.2  lbs  (5. 2-9.3) 

1.2  (0-3) 

23.9  yrs  (17-35) 

1 

0 

1 (contusion  of 
head) 

mid-forceps 

deliveries 

19 

56.8  min  (5-144) 

7.8  lbs  (6.5-10.5) 

0.58  (0-2) 

25.2  yrs  (18-34) 

2 

0 

1 (facial  petechei) 

repeat 

cesarean 

deliveries 

26 

7.5  lbs  (5. 1-9.1) 

1.8  (1-4) 

29.6  yrs  (21-41) 

0 

0 

1 (murmur) 

cephalopelvic 

disproportion 

cesarean 

deliveries 

7 

7.8  lbs  (5.8-10.7) 

0.17  (0-1) 

24.4  yrs  (18-30) 

1 

0 

0 

Table  2 

Academic  and  Motor  Performance  of  all  with  Academic  Scores  Available  up  to  Year  1982 

Average  Grades* 


number  of 

art  or 

physical 

average 

cases 

English 

mathematics 

reading 

handwriting 

education 

age 

spontaneous  vaginal 
deliveries 

18 

3.1 

2.8 

2.8 

S 

S 

11.8  (10-13) 

+with  socioeconomic 

(5/18) 

(3.4) 

(3.0) 

(2.8) 

correction 

mid-forceps  deliveries 

20 

3.1 

3.1 

2.9 

S 

S 

11  (10-11) 

with  socioeconomic 
correction 

(15/20) 

(3.1) 

(3.1) 

(2.9) 

repeat  cesarean 
deliveries 

28 

3.0 

3.0 

3.1 

s 

S 

12.9  (10-14) 

with  socioeconomic 
correction 

(24/28) 

(3.0) 

(3.1) 

(3.1) 

cephalopelvic 
disproportion 
cesarean  deliveries 

8 

3.1 

3.3 

3.0 

s 

S 

9.3  ( 8-14) 

with  socioeconomic 

(6/8) 

(3.2) 

(3.3) 

(3.2) 

correction 


4.0  = A+  O = Outstanding  t /nc/uc/es  onty  those  children  whose  families  had  yearly  incomes  at  delivery  of  greater  than 

3.0  = B S = Satisfactory  $7,000  (1968-1972)  and  greater  than  $12,000  since  1975. 

2.0  = C U = Unsatisfactory 

1.0  = D 
0 = F 


34  Pennsylvania  Medicine,  February  1986 


The  Department  Of  Surgery 


Hahnemann  University 
School  Of  Medicine 

Presents  A Symposium 

Vascular  Surgery 

March  20  to  22,  1986 

Wyndham  Franklin  Plaza 
16th  & Vine  Streets 
Philadelphia,  Pennsylvania 

OBJECTIVE 

This  Symposium  as  in  the  past  will  assemble  those  individuals  who  are  involved  in  the  diagnosis 
and  management  of  patients  with  vascular  diseases.  The  faculty  has  been  selected  on  the  basis  of 
their  experience  and  expertise  in  the  subject  they  will  present. 

In  response  to  the  wishes  of  participants  of  our  past  symposia,  more  emphasis  will  be  placed  on 
“What  is  new’’  and  “How  I do  it.”  Also,  where  appropriate,  important  controversial  aspects  will  be 
discussed. 

Each  session  will  be  followed  by  a panel  discussion  and  dialogue  among  the  faculty  and  questions 
from  the  audience.  A syllabus  covering  all  presentations  will  be  distributed  which  will  also  provide 
space  for  additional  notes. 


VISITING  FACULTY 

William  M.  Abbott,  M.D.;  William  H.  Baker,  M.D.;  John  J.  Bergan,  M.D.;  Victor  M.  Bernhard,  M.D.; 
Allan  D.  Callow,  M.D.;  Dominic  A.  DeLaurentis,  M.D.;  James  A.  DeWeese,  M.D.;  Calvin  B.  Ernst, 
M.D.;  Ward  O.  Griffen,  M.D.;  Robert  W.  Hobson  II,  M.D.;  Anthony  M.  Imparato,  M.D.;  Bruce  E.  Jarrell, 
Jr.,  M.D.;  George  Johnson,  Jr.,  M.D.;  Eric  M.  Kahn,  M.D.;  Alistair  M.  Karmody,  M.D.;  Richard  F. 
Kempczinski,  M.D.;  Garland  D.  Perdue,  M.D.;  Frederick  A.  Reichle,  M.D.;  Thomas  B.  Riles,  M.D.; 
Brooke  Roberts,  M.D.;  Steven  E.  Ross,  M.D.;  James  C.  Stanley,  M.D.;  M.  David  Tilson  III,  M.D.; 
Frank  J.  Veith,  M.D. 


REGISTRATION  FEE 

$350.00  Practicing  Physicians 

$200.00  Residents  and  Fellows 

$150.00  Nurses  and  Paramedical  Personnel 

For  information,  call  Dee:  215-448-8389 
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profiled  for  duration  of  second  stage, 
birth  weight,  maternal  parity,  maternal 
age,  apgar  and  abnormal  infant  dis- 
charge diagnosis.  In  Table  2,  the  74  pa- 
tients with  academic  and  motor  perfor- 
mance grades  included  18  SVDs,  20 
MFDs,  28  Rep.-CSXs,  and  8 CPD- 
CSXs.  All  74  families  had  insurance  at 
the  time  of  delivery  and  50  out  of  74 
had  both  an  income  at  the  time  of  deliv- 
ery of  greater  than  $7,000  and  a yearly 
income  since  1975  of  greater  than 
$12,000.  The  average  English  grade  in 
the  SVD  group  is  higher  than  that  of 
any  of  the  other  groups;  however,  the 
average  mathematics  and  reading 
grades  in  the  SVD  group  are  lower  than 
that  of  any  other  group.  There  is  no  ob- 
vious detrimental  effect  in  the  MFD 


group.  In  Graph  1,  42  individuals  repre- 
senting 13  SVDs,  8 MFDs,  16  Rep.- 
CSXs  and  5 CPD-CSXs  were  statisti- 
cally compared  for  any  difference  in  the 
mean  IQ  for  the  group.  ANOVA  could 
show  no  significant  difference  in  the 
means  of  the  four  groups  (F = 1.45). 

Five  different  group  intelligence  tests 
had  been  used  to  evaluate  the  elemen- 
tary students  enrolled  in  this  study. 
They  were  the  Otis-Lennon  Mental 
Ability  Test  (OLMAT),2  the  Science  Re- 
search Associates  Primary  Mental 
Abilities,2  the  California  Mental  Matu- 
rity,2 the  TCS-Cognitive  Skill  Index, 
and  the  California  Short  Form  Test  of 
Academic  Aptitude.2  The  OLMAT  was 
administered  most  frequently  as  it  is 
the  most  frequently  used  group  test  in 
the  northeastern  United  States.  There- 
fore, these  42  scores  were  used  in  the 


comparison  of  mean  IQ  in  Graph  1. 

The  42  children  who  took  the  OLMAT 
had  a mean  age  of  10.1  years  with  a 
range  from  8 to  13  years.  All  42  families 
had  insurance  at  the  time  of  delivery 
and  38  out  of  42  had  either  an  income  at 
delivery  of  greater  than  $7,000  or  a 
yearly  income  since  1975  of  greater 
than  $12,000.  Only  4 out  of  42  families 
had  incomes  below  both  levels  and  3 of 
these  were  in  the  SVD  group.  Due  to 
low  numbers,  correction  for  income  was 
not  possible.  However,  if  the  3 lower  in- 
come IQs  were  omitted  from  the  SVD 
group,  the  mean  IQ  for  the  group  would 
only  be  raised  by  1.2  points  to  110.5. 
The  statistical  analysis  of  the  42  IQs  is 
in  Graph  1. 

Discussion 

There  are  many  theories  on  the  na- 
ture of  intelligence  and  how  this  con- 
cept can  best  be  assessed.  Very  little  is 
known  about  how  information  in  hu- 
mans is  processed,  stored,  and  re- 
trieved. Conservative  approaches  to  in- 
telligence tests  restrict  interpretation 
to  current  intellectual  functioning  un- 
der the  specific  conditions  of  the  test, 
the  testing  environment,  and  the  cul- 
tural background  of  the  individual.  In 
the  early  1900s,  intelligence  tests  were 
used  in  an  attempt  to  identify  those 
children  in  a public  school  system  who 
would  not  benefit  from  the  typical  cur- 
riculum. The  tests  were  intended  to  pre- 
dict school  learning  ability,  not  “native 
ability.”' 2 

Criticism  of  the  intelligence  tests 
stems  not  from  their  lack  of  predictabil- 
ity but  because  the  correlation  is  so 
high.  A correlation  between  test  behav- 
ior and  school  success  is  undeniable. 
There  is  also  a significant  correlation 
between  IQ  and  job  prestige  and  up- 
ward social  mobility,  although  this  cor- 
relation is  much  less  for  individuals 
than  for  groups.  Certainly  the  value  of 
the  IQ  is  a function  of  its  ability  to  cor- 
relate with  other  behaviors  for  a large 
segment  of  the  population.  Precautions 
offered  by  Robinson  and  Robinson  in 
1976  and  reiterated  by  Sattler"  deserve 
repeating:  “test  scores  will  be  seriously 
misused  if  they  are  taken  out  of  the  con- 
text of  a broad  range  of  information 
about  the  child  and  his  or  her  environ- 
ment. Responsible  test  users  are  cau- 
tious and  modest.  They  have  no  secret 
password  to  the  client’s  mental  develop- 
ment and  they  ask  neither  too  much  nor 
too  little  of  the  test  score.  They  have 
data  which  can  be  exceedingly  valuable 
if  viewed  in  terms  of  the  brief  invest- 


Graph  1 

Otis-Lennon  Mental  Ability  Test  IQ  versus  Type  of  Delivery 


ANOVA 
F 1.45  (NSD) 


CPD-CSx:  cephalopelvic  disproportion  cesarean  delivery 
REP-CSx:  repeat  cesarean  delivery 

MFD:  mid-forceps  delivery 

SVD:  spontaneous  vaginal  delivery 

* IQ  value 

ANOVA:  F = 1 .45  (not  statistically  significant) 
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Keystone  Technologies’  100th  System 


Dear  Keystone  Technologies,  Inc., 

Just  moments  into  the  presentation  of  your  computer  system  by  a Keystone  Technologies  sales 
counselor,  we  knew  that  it  was  the  answer  to  our  office  management  needs. 

Your  pre-installation  visit  thoroughly  prepared  us  for  the  complexities  of  changing  from  our 
cumbersome,  paper-oriented  system  to  an  efficient,  electronic  system. 

J he  “hands  on"  training  period  was  very  effective  in  helping  us  understand  the  system  and  how  to 
make  it  work  to  our  full  advantage.  The  Keystone  instructor  covered  every  aspect  of  the  computer’s 
operation  in  depth  and  allowed  ample  time  for  our  questions. 

After  training,  your  telephone  communication  during  the  transition  period  was  encouraging  and 
helpful.  Every  question  we  asked  was  treated  as  ii  it  were  the  most  important  one  asked  that  day. 

Your  follow-up  support  even  now,  three  months  later,  assures  us  that  we  will  not  be  alone  if  a 
problem  arises. 

We  are  very  satisfied  with  our  system.  ^ 

Cardiology  Associates  of  Greater  Hazleton 


<eystone 

technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 

You  too  would  benefit  from  office  automation.  To  find  out  more,  call  us  at 

(717)  975-7159 
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ment  of  time  required  of  both  tester  and 
child,  but  which  furnish  only  a single 
piece  of  the  puzzle  presented  by  any 
complex  individual,  whose  history  is 
unique  and  whose  future  is  uncharted.”9 

Intelligence  tests  are  to  be  distin- 
guished from  achievement  tests.  While 
intelligence  tests  are  predictive  of  fu- 
ture achievement,  achievement  tests 
evaluate  and  compare  present  achieve- 
ment among  individuals  in  the  group. 
Intelligence  tests  can  be  administered 
to  individuals  as  with  the  Wechsler  and 
Stanford-Binet  or  they  can  be  adminis- 
tered to  groups  as  with  the  OLMAT  or 
the  California  Short  Form  Test  of  Aca- 
demic Ability.  Individual  testing  is  only 
needed  when  there  is  a question  as  to 
the  validity  of  the  group  test  or  when 
an  extremely  careful  evaluation  of  one 
individual’s  performance  is  required." 
Although  group  scores  are  not  equiva- 
lent to  individual  scores,  two  studies 
have  shown  good  correlation  between 
group  intelligence  tests  and  individual 
tests.12'15 

Intelligence  tests  are  norm-refer- 
enced, so  the  performance  of  one  indi- 
vidual can  be  compared  with  that  of  a 
specific  group.  The  IQ  was  at  one  time 
reported  as  a ratio  intelligence  quotient, 
given  by  a ratio  of  mental  age  to  chron- 
ological age  and  multiplied  by  100.  This 
ratio  was  not  constant  with  age,  and  ra- 
tio IQs  of  different  ages  were  not  com- 
parable. Although  ratio  IQs  were 
thought  to  be  constant  after  a certain 
developmental  age  was  achieved,  very 
early  in  the  history  of  intelligence  test- 
ing the  poor  predictability  of  this  type 
of  IQ  measurement  was  recognized. 

As  long  ago  as  1938  and  1939,  Baley, 
Honzik,  and  Anderson  showed  indepen- 
dently that  IQs  before  age  3 or  4 were 
poorly  correlated  with  future  achieve- 
ment. Later  testing,  however,  shows  an 
increased  correlation  to  the  terminal  IQ 
standing.'1  Another  study  compared  the 
pre-school  Minnesota  IQ-E  to  the 
American  College  of  Education  test  ad- 
ministered at  completion  of  high  school. 
Here  the  4 and  5 year  IQ-E  correlation 
with  the  high  school  test  was  +.29 
whereas  the  5 and  6 year  IQ-E  correla- 
tion was  +.39. 4 Goodenough  has  writ- 
ten that  mental  growth  is  not  fixed  and 
regular  but  is  more  or  less  irregular,  es- 
pecially at  early  ages.  In  the  court  case 
of  Hoffman  versus  the  Board  of  Educa- 
tion of  the  City  of  New  York,  it  was  rec- 
ognized and  accepted  that  significant 


individual  IQ  stability  is  present  only 
after  age  6 and  even  then,  IQs  do 
change.11  Important  changes  of  IQ  have 
been  noted  even  into  late  adolescence.13 

In  1973,  McCall  pointed  out  that  no 
less  than  8 longitudinal  studies  have 
shown  a general  rise  in  ratio  IQ  with 
age.  He  examined  the  pattern  of  ratio 
IQ  change  between  ages  2V2  and  17  in 
children  who  had  yearly  IQ  determina- 
tions. Five  patterns  of  change  were 
noted.  The  average  change  in  IQ  score 
was  28.5  IQ  points.  One  child  in  3 
changed  30  points,  and  one  child  in  7 
changed  40  points.  The  major  inflection 
points  of  the  5 patterns  occurred  at  age 
6 and  age  10.  Global  parental  attitude 
differences  with  respect  to  academics, 
rearing  attitudes,  and  punishment  tech- 
niques were  most  correlated  with  the 
different  patterns  of  IQ  change.  Of 
course,  not  all  of  the  five  patterns 
showed  increasing  IQ  trends.  Those 
children  who  displayed  increasing  IQ 
patterns  were  reared  in  homes  where  en- 
couragement for  achievement  was  clear, 
where  the  environment  was  structured 
and  where  enforcement  of  expected  be- 
havior was  neither  lax  nor  severe  with 
respect  to  severity  of  discipline.  It  was 
apparent  that  the  most  lenient  and  un- 
structured environments  as  well  as  the 
most  austere  were  associated  with  de- 
creasing trends  in  IQ. 

Due  to  the  incomparability  of  ratio 
IQs  at  different  ages,  the  Deviation  IQ 
was  developed  with  a mean  of  100  and  a 
standard  deviation  of  15  or  16.  The  deri- 
vation of  the  Deviation  IQ  eliminates 
the  age  differences  in  IQs  to  a large  de- 
gree. However,  time  does  augment  dif- 
ferences in  the  Deviation  IQ  and 
brighter  individuals  will  tend  to  gain  in 
Deviation  IQ  over  dull  individuals.” 

There  continues  to  be  considerable 
debate  over  the  effect  of  genetics  versus 
environment  on  the  IQ  score  of  individ- 
uals. No  attempt  will  be  made  here  to 
enter  this  debate.  However,  each  camp 
does  have  its  own  basis  of  investiga- 
tional support. 

Environmentalists  have  shown  time 
after  time  that  a factor  of  great  impor- 
tance in  relation  to  intelligence  test  per- 
formance is  the  socioeconomic  status  of 
the  family.1 4 11  Both  the  Guidance  Study 
and  the  Berkeley  Growth  Study  showed 
that  in  addition  to  higher  IQs  relating 
to  socioeconomic  status,  they  were  also 
related  to  superior  play  facilities,  paren- 
tal concern  about  a good  education,  pa- 
rental harmony,  and  mothers  who  were 
worrisome,  active,  and  energetic."  At 
least  one  other  study  supports  the  ef- 


fect of  environment  on  IQ.  In  a tutoring 
study,  Rynders  tutored  25  Downs  Syn- 
drome infants  from  birth  to  age  3.  The 
expected  IQ  was  less  than  50.  A control 
group  in  another  program  reached  an 
average  IQ  of  68.  Those  in  the  special 
tutoring  group  averaged  IQs  of  85  by 
age  3. 13 

Genetic  effects  on  IQ  also  can  be 
shown.  The  Louisville  Twin  Study,  or- 
ganized by  Vandenberg,  collected  data 
on  the  first  two  years  of  development  in 
the  participants.  Wilson  separated  the 
environmental  and  genetic  variations 
and  found  a strong  correlation  between 
genotype  and  IQ.  Many  other  twin  and 
family  studies  have  also  shown  strong 
correlations  between  IQ  variation  and 
genotype.1 1 

Correlations  between  the  perinatal 
period  and  CNS  pathology  and  perfor- 
mance have  been  attempted  in  the  past. 
Among  infants  with  poor  physical  con- 
dition at  birth,  it  has  been  shown  inde- 
pendently by  two  investigators  that  a 
greater  variability  in  IQ  can  be  ex- 
pected."" That  is,  a larger  percentage 
of  these  infants  will  have  either  a higher 
or  a lower  IQ  than  infants  with  normal 
physical  condition  at  birth.  In  1955,  in- 
vestigations were  conducted  to  deter- 
mine correlations  between  operative  de- 
livery procedures  (i.e.  forceps)  and  CNS 
pathology.  ’ No  correlation  could  be 
found  between  such  delivery  techniques 
and  either  cerebral  palsy,  epilepsy,  or  be- 
havior disorders  in  the  children.  Mini- 
mal correlation  of  delivery  variables 
such  as  duration  of  labor,  type  of  deliv- 
ery, and  use  of  forceps  to  behavioral  and 
learning  problems  was  also  noted  by 
Rubin  and  Balow.111  As  stated  in  the  in- 
troduction, the  collaborative  perinatal 
project  also  found  no  correlation  be- 
tween forceps  delivery  and  IQ.1 
McBride,  in  a well  controlled  study, 
found  no  correlation  between  mid- 
forceps delivery  and  IQ.'1  The  only  pa- 
per to  support  a deleterious  effect  of 
mid-forceps  on  IQ  was  the  subset  from 
the  perinatal  project  reported  by  Fried- 
man et  al.‘  It  is  unfortunate  that  al- 
though IQ  variables  such  as  race,  parity 
and  low  birth  weight  were  controlled  in 
the  Friedman  study,  the  most  impor- 
tant single  variable  of  socioeconomic 
status  was  not  controlled.  Given  all  of 
the  evidence  supporting  the  effect  of  so- 
cioeconomic status  on  IQ,  it  is  hard  to 
believe  that  the  statistically  significant 
6.4  IQ  point  difference  between  the  36 
spontaneously  delivered  white  nullipar- 
ous  patients  and  the  74  mid-forceps 
white  nulliparous  patients  has  been  so 
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readily  accepted  without  socioeconomic 
adjustment. 

The  present  study,  aside  from  being 
retrospective,  also  suffers  from  small 
sample  size.  However,  the  present 
study  represents  IQs  from  around  age 
10  where  the  IQ  is  more  stable  than  in 
the  4 to  6 year  old  range.  The  means  of 
the  four  groups  are  within  6.3  IQ 
points.  The  SVD  group  has  the  lowest 
overall  mean.  The  95  percent  confidence 
interval  for  the  MFD  mean  completely 
encloses  the  95  percent  confidence  in- 
terval for  all  of  the  other  groups  except 
the  SVD  group  which  extends  1 IQ 
point  lower.  Exclusion  of  the  3 lower  so- 
cioeconomic IQ  scores  that  were  in- 
cluded in  the  SVD  group  would  have 
raised  the  mean  of  that  group  to  110.5, 
still  below  the  means  of  the  other 
groups.  In  addition,  we  have  offered 
data  on  academic  performance  of  these 
8 to  13  year  olds.  Since  the  ultimate 
purpose  of  intelligence  testing  is  to  pre- 
dict school  achievement,  possibly  the 
most  important  aspect  of  our  data,  is 
the  lack  of  difference  in  overall  perfor- 
mance in  English,  mathematics,  read- 
ing, art  or  handwriting,  and  physical  ed- 
ucation. The  argument  about  different 
schools,  different  instructors,  and  dif- 
ferent curriculums,  applies  equally  to 
all  of  the  four  study  groups  and  an  iso- 
lated school  effect  on  the  mid-forceps 
group  is  very  unlikely. 

In  conclusion,  our  understanding  as 
well  as  our  ability  to  measure  intelli- 
gence is  incomplete  at  the  present  time. 
Statements  about  isolated  effects  of 
single  variables  on  intelligence  are  diffi- 
cult to  support.  What  can  be  shown  is 
the  effect  of  given  variables  on  intelli- 
gence test  performance  and  on  aca- 
demic performance.  No  well  controlled 
study  has  ever  shown  a deleterious  ef- 
fect of  mid-forceps  on  IQ  test  perfor- 
mance and  our  data  is  in  agreement 
with  this.  Of  more  practical  significance 
even  from  this  small  sample  is  that  the 
academic  performance  of  these  10  to  11 
year  old  children  who  were  delivered  by 
mid-forceps  is  no  different  than  that  of 
any  other  delivery  route.  □ 
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Nosocomial  pneumonia  due  to  A.  hydrophila 

Gary  R.  Plotkin,  MD,  FACP 
Mark  W.  Scinico,  MD 

Aeromonas  hydrophila  has  been  associated  with  a wide  spectrum  of 
clinical  illness  ranging  from  self-limited  intestinal  infections  to  sepsis 
and  death.  Despite  the  fact  that  the  organism  has  been  isolated  from  a 
variety  of  aquatic  habitats,  nosocomial  pneumonia  due  to  this  patho- 
gen is  uncommon.  This  case  concerns  a patient  dependent  on  a respi- 
rator, who  developed  pneumonia  due  to  a strain  which  is  resistant  to  a 
number  of  antibiotics. 


The  genus  Aeromonas  belongs  to 
the  family  Vibrionaceae  and  con- 
sists of  facultatively  anaerobic,  asporo- 
genous,  gram-negative  bacilli.1  The  re- 
cent literature  has  well  documented  the 
emerging  role  of  Aeromonas  in  clinical 
illness;  however,  pulmonary  infections 
have  been  acquired  in  communities  and 
have  been  associated  epidemiologically 
with  water  exposure  including  swim- 
ming pools  and  fresh  and  brackish  wa- 
ter."' Within  the  hospital  environment 
A.  hydrophila  has  been  isolated  from 
sinks,  soap,  and  various  water  sources, 
but  despite  these  observations  nosoco- 
mial pneumonia  has  been  rare. 1 

Case  report 

A 72-year-old  hospitalized  man,  who 
had  been  ventilator  dependent  since 
tracheostomy  for  end-stage  chronic  ob- 
structive lung  disease,  developed  fever, 
chills,  and  purulent  sputum  production. 
Many  polymorphonuclear  leukocytes 
and  gram-negative  bacilli  were  seen  on 
sputum  gram  stain,  and  chest  roentgen- 
ogram (Figure  1)  revealed  areas  of  con- 
solidation in  the  right  upper  and  middle 
lobes.  Subsequently,  sputum  culture 
grew  Aeromonas  hydrophila  sensitive 
to  third  generation  cephalosporins,  and 
as  a result  cefotaxime  was  administered 
intravenously  for  fourteen  days.  The 
patient  had  an  uneventful  recovery,  and 
post-treatment  sputum  culture  was 
negative  for  A.  hydrophila. 

Discussion 

Even  though  a recent  study  has 
shown  that  infections  due  to  Aero- 
monas hydrophila  can  be  acquired  not 
only  through  exposure  to  natural 
aquatic  sources  but  also  within  the  hos- 
pital environment,  nosocomial  pneumo- 
nia is  not  mentioned.5  This  may  be  re- 
lated to  environmental  temperature 


Figure  1 Chest  x-ray  film  demonstrates 
right-sided  pneumonic  infiltrates. 

since  the  optimal  growth  of  A.  hy- 
drophila occurs  at  30°C,  and  many 
strains  are  more  active  biochemically  at 
22°C  than  37°C.‘  According  to  respira- 
tor guidelines  the  reservoir  water  sup- 
ply is  usually  heated  to  37 °C;  a value 
which  is  unfavorable  since  the  organ- 
ism’s maximal  growth  temperature  is 
38-40°C.‘ 

The  clinical  spectrum  of  disease  due 
to  A.  hydrophila  has  been  classified  into 
intestinal  and  extra-intestinal  infec- 
tions. Community  acquired  pneumonia 
has  been  well  documented  and  may 
range  from  a relatively  benign  process 
to  one  complicated  by  sepsis  and  acute 
respiratory  distress  syndrome.6  Clini- 
cally, our  patient’s  nosocomial  pneumo- 
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the  Veterans  Administration  Medical  Center, 
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nia  was  not  characterized  by  any  dis- 
tinctive features  and  without  cultural 
confirmation  could  not  have  been  dis- 
tinguished from  other  more  common 
gram-negative  pneumonias.  In  addi- 
tion, his  response  to  appropriate  antibi- 
otic therapy  was  rapid  with  complete 
resolution  of  the  infiltrates  by  day  eight 
of  cefotaxime  administration. 

Much  has  been  published  recently 
concerning  the  pathogenicity  of  A.  hy- 
drophila; that  is,  a variety  of  physiologi- 
cally active  substances  have  been  iso- 
lated and  characterized  biochemically.' 
An  enterotoxin  which  has  been  recov- 
ered from  strains  implicated  in  human 
gastroenteritis  has  demonstrated  cyto- 
tonic  activity  similar  to  V.  cholerae  en- 
terotoxin, i.e.,  it  induces  steroidogene- 
sis and  increases  intracellular  CAMP  in 
mouse  adrenal  Y1  cells.  Also,  cytotoxic 
enterotoxin  may  be  produced  and  this 
has  been  shown  to  result  in  cell  damage 
in  the  suckling  mouse  test  system.7 

A.  hydrophila  produces  hemolysin(s) 
and  these  may  serve  as  important  pul- 
monary virulence  factors  since  clinical 
isolates  are  usually  beta-hemolytic  in  vi- 
tro, possess  increased  hemolytic  activ- 
ity in  the  presence  of  oxygen,  and  have 
been  associated  with  hemorrhagic  pneu- 
monia in  humans.  Alpha-hemolysin  is 
cytotoxic  to  both  HeLa  cells  and  hu- 
man embryonic  lung  fibroblasts,  while 
beta-hemolysin  which  is  not  very  sus- 
ceptible to  trypsin  degradation  is  also 
cytotoxic  in  various  experimental  mod- 
els including  HeLa  cells  and  human  dip- 
loid lung  fibroblasts.  Other  extracellu- 
lar enzymes  and  toxins  which  may 
contribute  to  the  pathogenicity  of  A. 
hydrophila  include  proteinase  A and  B, 
staphylolytic  enzyme,  endopeptidase, 
fibrinolysin  and  leukocidin.3 

With  respect  to  therapy,  A.  hy- 
drophila is  usually  very  susceptible  to 


40  Pennsylvania  Medicine,  February  1986 


multiple  antibiotics  including  chlor- 
amphenicol, tetracycline,  trimethop- 
rim-sulfamethoxazole, gentamicin, 
tobramycin,  amikacin,  netilmicin,  cefa- 
mandole,  cefuroxime,  cefotaxime,  cefti- 
zoxime,  cefoperazone,  moxalactam,  im- 
ipenem,  and  azthreonam.  Ampicillin, 
penicillin,  carbenicillin  and  cephalothin 
are  often  inactive  while  ticarcillin,  azlo- 
cillin,  mezlocillin,  piperacilhn,  and  ce- 
foxitin possess  variable  activity.'  9 Re- 
sistance of  A.  hydrophila  to  beta-lactam 
antibiotics  is  due  to  chromosomally  me- 
diated beta-lactamase.3  The  strain  iso- 
lated from  our  patient’s  sputum  was  re- 
sistant to  a wide  range  of  agents 
including  cefoxitin,  chloramphenicol, 
tetracycline,  trimethoprim-sulfa- 
methoxazole, gentamicin,  and  tobra- 
mycin but  remained  susceptible  to  ami- 
kacin, cefotaxime,  cefoperazone,  and 
moxalactam.  During  the  seven  months 
prior  to  this  patient’s  pneumonia,  clini- 
cal isolates  of  other  gram-negative  ba- 
cilli (Proteus  mirabilis,  Serratia  marces- 
cens,  and  Klebsiella  pneumoniae)  with 
identical  antibiograms  have  been  iso- 
lated from  other  patients  in  our  hospi- 
tal. This  is  highly  suggestive  of  an  R 
plasmid-mediated  type  of  resistance 
which  has  been  reported  in  isolates  of 
A.  hydrophila  from  certain  natural 
aquatic  environments.10  The  signifi- 
cance of  naturally  occurring  resistant 
strains  of  Aeromonas  on  human  health 
remains  undefined.3  □ 
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Graves’  ophthalmopathy 
requires  early  steroid  therapy 

Milton  J.  Freiwald,  MD 
Carlos  Gonzalez,  MD 


It  is  essential  to  recognize  early  manifestation  of  thyroid 
disease  and  to  institute  steroid  therapy  immediately  to 
prevent  irreversible  complications  of  Graves’  ophthal- 


mopathy. 

The  hallmark  of  Graves’  ophthal- 
mopathy is  orbital  edema,  unilat- 
eral bulging  of  the  eye  (proptosis  or 
exophthalmus),  diplopia,  and  severe 
cosmetic  deformity. 

The  earliest  manifestations  are  swell- 
ing of  the  upper  eyelid,  conjunctival 
and  episcleral  edema,  and  hyperemia 
due  to  orbital  venous  congestion. 

The  problem  is  more  wide-spread 
than  it  is  realized.  If  the  physician  who 
first  sees  the  patient  does  not  suspect 
thyroid  disease,  the  diagnosis  is  missed 


and  valuable  time  is  lost  in  bringing  the 
patient  under  proper  medical  care  and 
control  to  prevent  serious  and  irrevers- 
ible changes. 

The  clinical  syndrome  of  hyperthy- 
roidism is  one  of  the  most  dramatic  in 
clinical  medicine.  The  major  symptoms 


Dr.  Freiwald  is  emeritus  attending  ophthal- 
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Figure  1 Axial  CT  sections  demonstrating  proptosis  of  the  left  eye  due  to  an  enlarged 
inferior  rectus  muscle  (white  arrow).  The  globe  is  normal. 
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associated  with  the  syndrome  are  pre- 
dominantly a reflection  of  hypermetabo- 
lism resulting  in  excessive  quantities 
of  circulating  thyroid  hormone.1  The 
pathogenesis  of  the  ophthalmic  compo- 
nents of  Graves’  disease  is  enigmatic; 
the  mechanism  for  some  unknown  rea- 
son to  all  muscular  systems  in  the  body 
invokes  the  activity  of  a fragment  of 
TSH  (thyroid  stimulating  hormone  mol- 
ecule) which  in  conjunction  with  an  im- 
mune globulin  binds  to  produce  edema 
of  the  intraorbital  tissues,  particularly 
the  extraocular  muscles.  A second 
mechanism  in  which  there  is  more  evi- 
dence invokes  cephalad  lymphatic 
transport  of  thyroglobulin  from  the 
thyroid  gland  to  the  orbital  tissues  at 
which  site  an  immune  response  takes 
place.2 

The  extraocular  muscles  are  more 
highly  differentiated  than  any  other 
muscles  in  the  body.  Instead  of  being 
grouped  together  in  bundles  separated 
by  dense  connective  tissue,  the  fine  fi- 
bers are  loosely  united. 

The  clinical  signs  associated  with  thy- 
rotoxicosis are  spastic  and  mechanical. 
The  spastic  component  results  in  a 
stare,  lid  lag,  and  lid  retraction.  The  me- 
chanical component  is  bulging  of  the 
eye  to  a varying  degree  as  a result  of 
ocular  muscle  weakness  from  edema  of 
the  muscles  to  fatty  degeneration,  loss 
of  elasticity,  and  contractility  leading  to 
strabismus  and  diplopia.  Systemic  ste- 
roids bring  prompt  resolution  of  the 
swollen  extraocular  muscles  to  normal. 

A CT  scan  can  be  most  helpful  in  the 
early  stages,  revealing  enlarged  mus- 
cles which  frequently  are  five  to  ten 
times  the  normal  diameter  (Figure  1).‘ 

Blood  studies  including  thyroid  anal- 
ysis are  often  found  to  be  normal  at  the 
outset  and  such  patients  are  considered 
to  be  euthyroid.  In  any  patient  with 
suspected  hyperthyroidism,  it  is  wise  to 
document  the  diagnosis  with  such  a 
test  for  thyroid  function,  the  PBI  or  T-4 
and  thyroid  hormone  binding  test  such 
as  thyopac-3  calculating  the  free  thy- 
roxine index.4  Repeated  tests  will  reveal 
positive  serum  findings. 

In  patients  examined  late  (one  or 
more  months  after  onset)  surgical  man- 
agement for  muscle  correction  of  the  ex- 
isting diplopia  is  of  questionable  value. 
Muscle  surgery  for  the  correction  of  ab- 
normal extraocular  muscle  function  or 
for  cosmetic  purpose  is  unpredictable  at 
best.  In  Graves’  ophthalmopathy,  it  is 
even  worse,  depending  upon  the  num- 


ber of  muscles  involved,  the  degree  of 
severity  of  the  irreversible  pathologic 
process,  and  the  extent  of  fibrosis. 

These  unfortunate  patients  are  re- 
signed to  a life  of  severe  impairment, 
emotional  as  well  as  economic  stress. 
Such  patients  at  the  outset  are  fre- 
quently treated  with  varying  forms  of 
therapy,  from  hot  to  cold  compresses, 
and  local  eye  drops  over  weeks  or 
months  without  relief  or  improvement. 
Meanwhile,  the  situation  grows  worse. 

A clinically  presumptive  diagnosis 
confirmed  by  enlarged  muscles  on  the 


Figure  2 Picture  of  the  patient  showing 
proptosis  of  the  left  eye  and  cosmetic  de- 
formity. 


CT  scan  is  sufficient  to  justify  therapy 
with  steroids  as  early  as  possible.  It  is 
not  important  to  wait  to  establish  a fi- 
nal diagnosis.  An  ophthalmologist  and 
an  endocrinologist  should  be  called 
upon  immediately  for  aid. 

Case  report 

A 50-year-old,  well-developed  and 
well-nourished  white  female  was  first 
seen  on  9/28/84  with  a chief  complaint 
of  bulging  of  her  left  eye,  double  vision, 
and  deep  anxiety  of  seven  months'  du- 
ration. 

She  stated  in  February  1984  that  her 
left  eyelid  became  swollen  and  her  left 
eye  became  red.  A short  time  later,  she 
experienced  double  vision,  became 
alarmed,  and  consulted  a local  physi- 
cian. She  received  therapy  of  a non- 
specific nature  for  some  weeks  without 
relief.  There  were  no  generalized  symp- 
toms at  the  time.  Months  later,  she  was 
referred  to  another  hospital  where  she 
received  limited  steroid  therapy. 

The  past  medical  history  was  essen- 
tially normal.  The  systemic  review  was 
normal  for  all  organ  systems  except  the 


left  eye.  There  was  no  history  of  diabe- 
tes. An  examination  revealed  the  fol- 
lowing findings:  visual  acuity  uncor- 
rected right  eye  20/20,  left  eye  20/100; 
corrected  to  right  eye  20/20,  left  eye 
20/25. 

The  left  eye  presented  a stare-like  ap- 
pearance with  marked  periorbital  swell- 
ing, marked  bulging  with  deviation 
downward  to  a marked  degree  and  se- 
vere limitation  of  upward  movement  in 
the  cardinal  directions  of  gaze  creating 
a state  of  double  vision.  The  patient  ex- 
hibited a severe  state  of  anxiety  (Figure 
2).  The  pupils  were  round,  regular, 
equal,  and  responded  well  to  direct  and 
consensual  light  reflex.  There  was  no 
other  cranial  nerve  involvement.  The  in- 
traocular pressure  was  normal  in  each 
eye,  17  m/m  Hg. 

Blood  pressure  was  110/70  with  nor- 
mal rhythm.  No  carotid  bruit  was  heard 
at  the  bifurcation  of  the  great  vessel 
in  the  neck.  There  was  no  regional  lym- 
phadenopathy  present.  The  eyegrounds 
were  found  to  be  within  normal  limits. 
The  optic  heads  were  normal  in  color, 
appearance,  and  architecture.  No  clini- 
cal evidence  of  any  inflammatory 
changes  were  seen.  The  retinal  vascular 
systems  were  normal;  no  evidence  of 
end-organ  damage  related  to  hyperten- 
sive or  metabolic  disease.  The  visual 
field  study  revealed  no  evidence  of  sco- 
toma in  either  visual  pathway. 

The  impression  was  euythyroid 
Graves’  ophthalmopathy  with  exoph- 
thalmus  diplopia,  cosmetic  deformity 
and  deep  anxiety.  The  patient  had  been 
treated  with  low  doses  of  steroid  (pred- 
nisalone)  with  minimal  improvement 
when  she  came  to  my  attention. 

On  January  10,  1985,  an  acute  flare- 
up  occurred  in  the  right  eye  similar  to 
that  which  occurred  in  the  left  eye  at 
the  outset.  Steroid  therapy  was  immedi- 
ately instituted,  namely  Decadron  0.75 
mg,  two  tablets  tid-120  mg  of  cortisone 
acetate  per  day.  Within  two  days,  the 
entire  autoimmune  reaction  in  the  right 
eye  and  adnexa  subsided  completely 
and  a small  maintenance  dose  was  con- 
tinued. When  the  patient  became  stabi- 
lized with  tapering  off  of  the  steroid, 
she  was  placed  on  anti-thyroid  therapy 
and  now  is  doing  very  well. 
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Why  pay  too  much 
for  workers’ 


compensation 


Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when 
policies  are  issued.  Then  at  year- 
end,  a dividend  also  is  paid, 
based  on  claim  costs.  Dividends 
have  run  as  high  as  47%  and  now 
average  43%  yearly  since  1973. 


In  this  plan,  a dividend  is  paid 
when  claim  costs  are  kept  low 
through  safety  on  the  job.  From 
Dodson,  you  get  prompt  service 
with  the  personal  touch.  Write  or 
phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


new  members 


ALLEGHENY  COUNTY 

Kevin  C.  Altman,  MD,  Internal  Medicine,  19  North  Drive 
#400-3,  Pittsburgh  15237 

Scott  Celin,  MD,  Otolaryngology,  320  East  North  Avenue, 
Pittsburgh  15212 

Carl  F.  Dando,  MD,  Internal  Medicine,  7305  McNary  Blvd  , 
Pittsburgh  15235 

Mark  P Fritz,  MD.  402  Blaze  Drive,  Glenshaw  15116 

Neal  Joseph,  MD,  Diagnostic  Radiology.  4800  Friendship 
Avenue,  Pittsburgh  15224 

Margaret  S.  Lally,  MD,  Dermatology,  1138  Pennsbury  Blvd., 
North,  Pittsburgh  15205 

Terrence  L Meece,  MD,  Family  Practice,  Mercy  Hospital, 
Pride  and  Locust  Streets,  Pittsburgh  15241 

Thomas  P Michael,  MD.  Family  Practice,  515  South  Aiken 
#510,  Pittsburgh  15232 

Harvey  L Neiman,  MD,  Radiology,  4800  Friendship  Avenue. 
Pittsburgh  15224 

James  M.  Smolko,  MD,  5120  Fifth  Avenue  #102,  Pittsburgh 
15232 

Scott  E.  Wang,  MD,  Pathology,  AGH,  320  East  North  Ave- 
nue, Department  Pathology,  Pittsburgh  15090 

Thomas  B.  Whalen,  MD,  Anesthesiology,  45th  Street  off 
Penn  Avenue,  Pittsburgh  15201 

Jeffrey  R Zigun,  MD,  Psychiatry.  2321  Eldridge  Street,  Pitts- 
burgh 15217 

BEAVER  COUNTY 

David  J Applegate,  DO,  Family  Practice,  138  Janet  Street, 
Beaver  Falls  15010 

Bruce  R Guerdan,  MD,  Family  Practice,  1001  West  Market 
Street,  #A-4,  Beaver  15009 


Ronald  Schubert,  MD,  3911  College  Avenue,  Beaver  Falls 
15010 

Gail  J.  Spanier,  MD,  Family  Practice,  Medical  Center  of  Bea- 
ver County,  1000  Dutch  Ridge  Road,  Beaver  15009 

BERKS  COUNTY 

Edward  K Wikoff,  MD,  Physical  Medicine/Rehabilitation, 
423  Douglas  Street,  Reading  19610 

BLAIR  COUNTY 

David  A Lynch,  MD,  Mercy  Hospital,  Pediatric  Diagnostic 
Radiology.  2500  Seventh  Avenue,  Altoona  16603 

BRADFORD  COUNTY 

Peter  Cartaginese,  MD,  Internal  Medicine,  RD  2,  Box  185, 
Dushore  18614 

Dennis  M.  W Michalak,  MD,  Cardiovascular  Surgery, 
Guthrie  Clinic  Ltd  , Sayre  18840 

Kenneth  D.  Ortega,  DO,  Orthopaedic  Surgery,  Guthrie  Clinic 
Ltd  , Sayre  18840 

CAMBRIA  COUNTY 

Stephen  W Munns,  MD,  Orthopaedic  Surgery,  1111  Franklin 
Street,  Johnstown  15905 

CENTRE  COUNTY 

David  I Cramer,  DO,  Obstetrics/Gynecology,  4405  80th  Ave- 
nue NW,  Big  Harbor,  WA  98335 

CHESTER  COUNTY 

Mark  Smith,  MD,  Emergency  Medicine,  450  Forrest  Avenue, 
N103,  Norristown  19401 


COLUMBIA  COUNTY 

Daniel  K Schoonover.  MD.  Emergency  Medicine,  312 
Boone  Road,  Bloomsburg  17815 

CRAWFORD  COUNTY 

George  Kwitka,  MD.  Anesthesiology,  Box  1434,  Meadville 
16335 

DAUPHIN  COUNTY 

Eric  K Bonsall,  MD,  Psychiatry,  #76,  University  Manor, 
Hershey  17033 

Brendan  D Curti,  MD,  225  Townhouse,  Briarcrest  Gardens, 
Hershey  17033 

Randolph  V Merrick.  MD,  Family  Practice,  230  South  Front 
Street,  Harrisburg  17043 

Kathleen  M Murphy,  MD.  244  Townhouse,  Hershey  17033 

Michael  P Riggleman,  MD,  Family  Practice,  301  Chestnut 
Street  #2012,  Harrisburg  17101 

Howard  K Schultz  Jr , MD,  Family  Practice,  Polyclinic  Medi- 
cal Center,  2601  North  Third  Street,  Harrisburg  17105 

Barbara  L Straus,  MD,  Pediatrics,  1804  Pineford  Drive,  Mid- 
dletown 17053 

Anthony  F Titus.  MD,  Hershey  Medical  Center,  PO  Box 
1425,  Hershey  17033 

Andrea  L Wilcox,  MD,  Ophthalmology.  40  University  Manor. 
Hershey  17033 

DELAWARE  COUNTY 

Janet  McBarron,  MD,  Family  Practice,  101  Sixth  Avenue, 
Folsom  19033 

Continued 


LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  University 

Broad  & Vine  Streets,  Philadelphia,  Pennsylvania  19102 


CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of  the  current  status  of 
Clinical  Cardiology  . . . 

Wednesday,  March  5,  1986 

Mitral  Valve  Prolapse  Moderator:  Joel  Morganroth,  M.D. 

3 p.m. 

Case  Presentation:  Chest  Pain — 

Edward  Catherwood,  M.D. 

Discussion,  Including  Work-Up  and  Management— 

William  S.  Haaz,  M.D. 

Case  Presentation:  Arrhythmias— 

Joseph  R.  Carver,  M.D. 

Discussion,  Including  Work-Up  and  Management— 

Allan  M.  Greenspan,  M.D. 

Questions  and  Answers  —The  Audience 

• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 
• CME  CATEGORY  I CREDITS  CERTIFIED  • WINE  & CHEESE  • 

For  further  information  please  call  (215)  448-8063 
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Twentieth  Annual  Main  Line  Conference  

"CURRENT  CONCEPTS  IN  MEDICINE  FOR  THE 
PRACTICING  PHYSICIAN" 


Thursday,  Friday  and  Saturday 
April  17, 18  and  19, 1986 


THE  AMERICAN  COLLEGE  • BRYN  MAWR,  PA. 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 


PROGRAM  INCLUDES: 

• Evaluation  and  management  of  an 
extended  family 

• Vascular 

• Pulmonary 

• Rheumatic 

• Psychological  Problems 

• Gastroenterology 

• Cardiac 

• Metabolic 

• Geriatric 

• Infections 

• Trauma 

• And  22  Concurrent  Clinics 


GUEST  SPEAKERS: 

John  Haddad,  M.D. 

University  of  Pennsylvania 

William  Reichel,  M.D. 

Franklin  Square  Hospital 
Baltimore,  Maryland 

John  R.  Gregg,  M.D. 

University  of  Pennsylvania 

Basil  M.  Rifkind,  M.D.,  FRCP 
NHLBI,  National  Institutes  of  Health 
Bethesda,  Maryland 

Thomas  Zizic,  M.D. 

Good  Samaritan  Hospital 
Bethesda,  Maryland 

Martin  T.  Orne,  M.D.,  Ph.D. 

University  of  Pennsylvania 


ACCREDITATION: 

AMA,  PMS 

As  an  organization  accredited  by  the  Accreditation 
Council  for  Continuing  Medical  Education  (ACCME)  for 
its  continuing  medical  education  program,  Jefferson 
Medical  College  designates  this  activity  as  meeting  the 
criteria  for  24  credit  hours  in  Category  I of  the 
Physician’s  Recognition  Award  of  the  American 
Medical  Association. 

AAFP 

This  program  has  been  reviewed  and  is  acceptable  for 
20  Prescribed  hours  by  the  American  Academy  of 
Family  Physicians. 

AOA  and  ACGPOMS  approved 


FOR  INFORMATION  WRITE: 

Harold  J.  Robinson,  M.D. 

Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pennsylvania  19010 


Registration  Fee:  $210.00 
(includes  3 luncheons,  cocktails  and  dinner) 


Pediatric  Seminar 

Presented  by  the  Pediatric  Department 
of  the  Medical  College  of  Pennsylvania 
Sponsored  by  the  Valley  Forge  Pediatric  Society 

Sunday,  March  16,  1986 
8:30  a. m. -4:10  p.m. 

Stouffer’s  Valley  Forge  Hotel 

480  N.  Gulph  Road  (Rt.  363) 

King  of  Prussia,  Pa.  19406 

Infectious  Disease  Update 
Expanding  Your  Practice— Management  of 
Common  Subspecialty  Problems 

Lunch  & Refreshments  included— $50  5.5  CME  Category  I Credits 

Information  & Registration 
Valley  Forge  Pediatric  Society 
Box  487 

Worcester,  PA  19490 


new  members 


ELK-CAMERON  COUNTY 

Stephen  G Larkin,  MD,  Family  Practice,  Andrew  Kaul  Me- 
morial Hospital,  Route  255,  St.  Marys  15857 

ERIE  COUNTY 

Alexander  Kosenko,  MD,  Internal  Medicine,  2703  Post  Ave- 
nue, Erie  16508 

Henry  G.  Yavorek,  MD,  General  Surgery,  Hamot  Medical 
Center,  Department  of  Surgery,  Erie  16550 

FAYETTE  COUNTY 

Sam  G.  Starcher,  DO,  Emergency  Medicine,  PO  Box  1298, 
Morgantown,  W V 26505 

FRANKLIN  COUNTY 

David  A Guthrie,  MD,  General  Surgery,  845  Duncan  Ave- 
nue, Chambersburg  17201 

INDIANA  COUNTY 

Stanley  H.  Rosenthal,  MD,  Anesthesiology,  Indiana  Hospital, 
Indiana  15701 

LANCASTER  COUNTY 

David  Christiansen,  MD,  Emergency  Medicine,  501  Walnut 
Street,  Denver  17517 

Leon  S.  Kraybill,  MD,  Family  Practice,  1126  East  Chestnut 
Street,  Lancaster  17602 

Beverly  B Schantz,  DO,  Anesthesiology,  123  South  Duke 
Street,  Lancaster  17602 

Robert  J.  Stengel,  MD,  Family  Practice,  602  West  James 
Street,  #2,  Lancaster  17603 

LEHIGH  COUNTY 

Edwin  J Rogusky,  MD,  401  South  Main  Street,  Quakertown 
18951 

LUZERNE  COUNTY 

Mark  Edelstein,  MD,  Obstetrics,  1010  East  Mountain  Drive, 
Wilkes-Barre  1871 1 

Mark  H Hassel,  MD,  Diagnostic  Radiology,  2116  Westgate 
Drive,  Bethlehem  18018 

David  E Higgins,  MD,  Otolaryngology,  1000  East  Mountain 
Drive,  Wilkes-Barre  18711 

Glenn  R.  Stehman,  DO,  Cardiovascular  Surgery,  1730  East 
Broad  Street,  Hazleton  18201 


MCKEAN  COUNTY 

Myra  A Witherspoon,  MD,  Emergency  Medicine,  Seven 
West  End  Drive,  Bradford  16701 

MONROE  COUNTY 

William  F.  Ryan,  MD,  Oncology,  239  Easl  Brown  Street.  East 
Stroudsburg  18301 

MONTGOMERY  COUNTY 

Richard  A Domsky,  MD,  Anesthesiology,  113  Meadowbrook 
Drive,  Huntingdon  Valley  19006 

Edward  O.  Goodrich,  MD,  General  Practice,  1600  Hagys 
Ford  Road,  #5V,  Narberth  19072 

James  V.  Yuschak,  MD,  Obstetrics/Gynecology,  16  Downey 
Drive,  Horsham  19044 

MONTOUR  COUNTY 

Matthew  C Indeck,  MD,  Traumatic  Surgery,  Geisinger 
Clinic,  Department  of  Surgery,  Danville  17822 

Michael  J.  Kibelbek,  MD,  Pediatrics,  66  Overlook  Drive,  Dan- 
ville 17821 

David  S.  Moore,  MD,  Family  Practice,  1519  Bloom  Road, 
Danville  17821 

Louis  A Nassef  Jr.,  MD,  Internal  Medicine,  Geisinger  Medi- 
cal Center,  Danville  17822 

Alfio  K Pennisi,  MD,  Radiology,  65  Fay  Lane,  Lewisburg 
17837 

Jaan  E.  Sidorov,  MD,  Internal  Medicine,  205  Jade  Street, 
Danville  17821 

NORTHAMPTON  COUNTY 

Karen  E.  Senft,  MD,  Pediatrics,  3132  Rambeau  Road.  Beth- 
lehem 18017 

PHILADELPHIA  COUNTY 

Rowshan  Z.  Alavizadeh,  MD,  Pediatrics,  Oak  Hill,  #223, 
Penn  Valley  19072 

Joseph  J Alshon,  DO,  8201  Henry  Avenue,  #P-7,  Philadel- 
phia 19128 

Roger  D Anderson,  MD,  Internal  Medicine,  123  West  Cali- 
fornia Avenue,  Columbus,  OH  43202 

Mark  R.  Christofersen,  MD,  Orthopaedic  Surgery,  34th  and 
Civic  Center  Blvd  , Division  of  Orthopedics,  Philadelphia 
19104 

Robert  M Dedio,  MD,  Otolaryngology,  720  South  American 
Street,  Philadelphia  19147 

Norman  Feinsmith,  MD,  Cardiovascular  Diseases,  Presbyte- 
rian Medical  Center,  39th  and  Market  Streets,  Philadel- 
phia 19104 

Frederick  M.  Fellin,  MD,  Hematology,  4331  Woodland  Ave- 
nue, Drexel  Hill  19026 


Gary  N Goldstein.  MD,  Plastic  Surgery,  200  East  Montgom- 
ery Avenue.  H-2,  Ardmore  19003 
Manuel  E Grinberg,  MD,  Family  Practice,  524  Spruce 
Street.  Philadelphia  19106 

Philip  Kimbel,  MD,  Pulmonary  Diseases,  One  Graduate 
Plaza.  Suite  504,  Philadelphia  19146 
Gabriella  F.  Muscolo,  MD,  Adolescent  Medicine,  57  Cooper 
Avenue,  Cherry  Hill,  NJ  08002 
Shashikala  D.  Namjoshi,  MD,  Anesthesiology,  213  Susan 
Drive,  Elkins  Park  19117 

Martha  M Zubritzky,  MD,  Internal  Medicine,  One  Graduate 
Plaza,  Philadelphia  19146 

POTTER  COUNTY 

Richard  E Freeman,  MD.  Family  Practice,  Cameron  Co 
Health  Care  Ctr , PO  Box  270,  Emporium  15834 

SOMERSET  COUNTY 

Alfred  Anthony,  MD,  Pediatrics,  614  South  Franklin,  Somer- 
set 15501 

John  E Manos,  MD,  Anesthesiology.  RD  3,  Box  38A,  Somer- 
set 15501 

UNION  COUNTY 

John  T Magill.  Ill,  MD,  Orthopaedic  Surgery,  900  Buffalo 
Road,  Lewisburg  17837 

VENANGO  COUNTY 

William  G.  Dunagin,  MD,  Dermatology,  108  North  13th 
Street,  Franklin  16323 

WARREN  COUNTY 

Alda  Desamlazaro,  MD,  Psychiatry,  Warren  State  Hospital- 
Psych  . PO  Box  249,  Warren  16365 

WESTMORELAND  COUNTY 

Khaldon  Al-Saadi,  MD,  General  Surgery,  PO  Box  566,  512 
South  Center  Avenue.  New  Stanton  15672 
Michael  D.  Cerny,  DO,  Obstetrics/Gynecology,  559  Shearer 
Street,  Greensburg  1560V 

Rakesh  Kumar,  MD,  General  Practice,  332  Fifth  Avenue 
Suite  501,  McKeesport  15132 
Emil  J Ros.  MD.  General  Practice,  41 3A  Glen  Malcolm 
Drive,  Glenshaw  15116 

Thomas  C Sullivan.  MD,  General  Practice,  401  Depot 
Street,  Latrobe  15650 

YORK  COUNTY 

Carl  F Alessi,  MD.  Family  Practice,  York  Hospital,  Depart- 
ment of  Family  Practice,  York  17405 
Daniel  W.  Heflin,  MD,  Diagnostic  Radiology.  York  Hospital, 
1001  South  George  Street,  York  17405 

STUDENTS 

Beverly  L Bowker,  147  Allen  Avenue.  Haddonfield.  NJ 
08033 

Denise  E Brutts,  437  West  School  House  Lane,  #B-8,  Phila- 
delphia 19144 

Joanne  B Dragun,  8 Minisink  Trail,  Indian  Mills,  NJ  08088 
Stephen  J Dubin,  320  Iseminger  Street,  Philadelphia  19107 
Jon  S Dubois,  School  House  Lane  Apt  612,  5450  Wissa- 
hickon  Avenue,  Philadelphia  19144 
Tammi  D Gaeman.  101  South  39th  Street,  #H1-46.  Philadel- 
phia 19104 

Patricia  C.  Hilliard.  3905B  Lankenau  Avenue.  Philadelphia 
19131 

Mark  R Izzo,  RD  3,  Wallace  Drive,  New  Castle  16105 
Nancy  T Kenney,  2706  Dothan  Plaza,  Philadelphia  19153 
Michael  C Munln,  1025  Spruce  Street,  Philadelphia  19107 
Robert  H Quinn,  1806  Green  Street,  #301,  Philadelphia 
19130 

Jeffrey  S.  Rapp,  1632  Pine  Street,  Philadelphia  19103 
Ruthane  F Regmella,  199  University  Manor,  Hershey  17033 
Bernetta  L Rogers,  1946  Chelten  Avenue,  Philadelphia 
19138 

Vincent  J Rollo,  311  South  13th  Street,  #404.  Philadelphia 
19107 

Marcey  E Shapiro,  63  West  Washington  Lane,  Philadelphia 
19144 

John  M Spandorfer,  1020  Clinton  Street,  Philadelphia 
19107 

N.  Scott  Stehle,  620  South  42nd  Street,  Philadelphia  19104 
Mitchell  J Weiss,  7400  Roosevelt  Blvd.,  #A-312,  Philadel- 
phia 19152 

Robert  S Werner.  506  South  41st  Street,  #2M,  Philadelphia 
19104 

Anne  A Yackovich,  3345  Bowman  Street.  Philadelphia 
19129 
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ANES  HOSPITAL 

>f  Medicine  Conference  Schedule 
Spring  1986 

Rounds:  Rehabilitation — Common  Nerve  Entrapment  Syndromes 
Marc  Medway,  M.D. 

Chief,  Division  of  Rehabilitation 
Jeanes  Hospital 

Conference:  Gastroesophageal  Reflux 
Sidney  Cohen,  M.D. 

Chief  of  Gastroenterology  Section 
University  of  Pennsylvania  Hospital 

Lectureship:  Neuropeptides  in  Neuropsychiatric  Disorders 
Joseph  B.  Martin,  M.D. 

Julieanne  Dorn  Professor  of  Neurology, 

Harvard  Medical  School 

ity  & Mortality  Conference 
Pathology  Conference 
ent  Management  Conference 
Conference* 

Conference:  Transient  Ischemic  Attacks 
Ronald  Fairman,  M.D. 

Department  of  Surgery,  Jeanes  Hospital 

Marcia  Halpern,  M.D. 

Neurology  Division,  Jeanes  Hospital 

David  Roby,  M.D. 

Neurology  Division,  Jeanes  Hospital 

Rounds:  Rheumatology — Enteric  Arthropathy 
James  Udell,  M.D. 

Rheumatology  Division,  Jeanes  Hospital 

ity  & Morality  Conference 
Conference 

ent  Management  Conference 

orn  Lectureship:  Health  Care  in  Philadelphia 
Stuart  A.  Shapiro,  M.D. 

Commissioner  of  Health,  City  of  Philadelphia 

inference  is  usually  held  on  the  4th  Wednesday  at  9:00  a.m. 


heduled  for  one  hour  and  held  in  Stapeley  Building  1A. 
lr  of  Category  1 CME  credit  per  conference, 
r more  information  please  call  728-3798. 

tal,  7600  Central  Avenue,  Philadelphia,  PA  19111 
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Pediatric  Seminar 

Presented  by  the  Pediatric  Department 
of  the  Medical  College  of  Pennsylvania 
Sponsored  by  the  Valley  Forge  Pediatric  Society 

Sunday,  March  16,  1986 
8:30  a. m. -4:10  p.m. 

Stouffer’s  Valley  Forge  Hotel 

480  N.  Gulph  Road  (Rt.  363) 

King  of  Prussia,  Pa.  19406 

Infectious  Disease  Update 
Expanding  Your  Practice— Management  of 
Common  Subspecialty  Problems 

Lunch  & Refreshments  included — $50  5.5  CME  Category  I Credit: 

Information  & Registration 
Valley  Forge  Pediatric  Society 
Box  487 

Worcester,  PA  19490 


new  members 


ELK-CAMERON  COUNTY 

Stephen  G.  Larkin,  MD,  Family  Practice,  Andrew  Kaul  Me- 
morial Hospital,  Route  255,  St.  Marys  15857 

ERIE  COUNTY 

Alexander  Kosenko,  MD,  Internal  Medicine,  2703  Post  Ave- 
nue, Erie  16508 

Henry  G.  Yavorek,  MD,  General  Surgery,  Hamot  Medical 
Center,  Department  of  Surgery,  Erie  16550 

FAYETTE  COUNTY 

Sam  G.  Starcher,  DO,  Emergency  Medicine,  PO  Box  1298, 
Morgantown,  WV  26505 

FRANKLIN  COUNTY 

David  A.  Guthrie,  MD,  General  Surgery,  845  Duncan  Ave- 
nue, Chambersburg  17201 

INDIANA  COUNTY 

Stanley  H.  Rosenthal,  MD,  Anesthesiology,  Indiana  Hospital, 
Indiana  15701 

LANCASTER  COUNTY 

David  Christiansen,  MD,  Emergency  Medicine,  501  Walnut 
Street,  Denver  17517 

Leon  S.  Kraybill,  MD,  Family  Practice,  1126  East  Chestnut 
Street.  Lancaster  17602 

Beverly  B Schantz,  DO,  Anesthesiology,  123  South  Duke 
Street,  Lancaster  17602 

Robert  J.  Stengel,  MD,  Family  Practice.  602  West  James 
Street,  #2,  Lancaster  17603 

LEHIGH  COUNTY 

Edwin  J Rogusky,  MD,  401  South  Main  Street,  Quakertown 
18951 

LUZERNE  COUNTY 

Mark  Edelstein,  MD,  Obstetrics,  1010  East  Mountain  Drive, 
Wilkes-Barre  18711 

Mark  H Hassel,  MD,  Diagnostic  Radiology,  2116  Westgate 
Drive,  Bethlehem  18018 

David  E.  Higgins,  MD,  Otolaryngology,  1000  East  Mountain 
Drive,  Wilkes-Barre  18711 

Glenn  R Stehman,  DO.  Cardiovascular  Surgery,  1730  East 
Broad  Street.  Hazleton  18201 


MCKEAN  COUNTY 

Myra  A Witherspoon,  MD,  Emergency  Medicine,  Se> 
West  End  Drive,  Bradford  16701 

MONROE  COUNTY 

William  F.  Ryan,  MD,  Oncology,  239  East  Brown  Street,  E 
Stroudsburg  18301 

MONTGOMERY  COUNTY 

Richard  A Domsky,  MD,  Anesthesiology,  113  Meadowbrc 
Drive,  Huntingdon  Valley  19006 

Edward  O Goodrich,  MD,  General  Practice,  1600  Hai 
Ford  Road,  #5V,  Narberth  19072 

James  V.  Yuschak,  MD,  Obstetrics/Gynecology,  16  Dowr 
Drive,  Horsham  19044 

MONTOUR  COUNTY 

Matthew  C.  Indeck,  MD,  Traumatic  Surgery,  Geisini 
Clinic,  Department  of  Surgery,  Danville  17822 

Michael  J.  Kibelbek,  MD,  Pediatrics,  66  Overlook  Drive,  D, 
ville  17821 

David  S.  Moore,  MD,  Family  Practice,  1519  Bloom  Roi 
Danville  17821 

Louis  A Nassef  Jr.,  MD,  Internal  Medicine,  Geisinger  Me 
cal  Center,  Danville  17822 

Alfio  K,  Pennisi,  MD,  Radiology,  65  Fay  Lane,  Lewisbi 
17837 

Jaan  E.  Sidorov,  MD,  Internal  Medicine,  205  Jade  Stre 
Danville  17821 

NORTHAMPTON  COUNTY 

Karen  E.  Senft,  MD,  Pediatrics,  3132  Rambeau  Road,  Be 
lehem  18017 

PHILADELPHIA  COUNTY 

Rowshan  Z.  Alavizadeh,  MD,  Pediatrics,  Oak  Hill,  #22 
Penn  Valley  19072 

Joseph  J.  Alshon,  DO,  8201  Henry  Avenue,  #P-7,  Philad 
phia  19128 

Roger  D.  Anderson,  MD,  Internal  Medicine,  123  West  Cc 
fornia  Avenue,  Columbus,  OH  43202 

Mark  R Christofersen,  MD,  Orthopaedic  Surgery,  34th  ai 
Civic  Center  Blvd.,  Division  of  Orthopedics,  Philadelph 
19104 

Robert  M Dedio,  MD,  Otolaryngology,  720  South  Americ; 
Street,  Philadelphia  19147 

Norman  Feinsmith,  MD,  Cardiovascular  Diseases,  Presbyt 
rian  Medical  Center,  39th  and  Market  Streets,  Philadi 
phia  19104 

Frederick  M.  Fellin,  MD,  Hematology,  4331  Woodland  Av 
nue,  Drexel  Hill  19026 
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JEANES  HOSPITAL 

Department  of  Medicine  Conference  Schedule 

Spring  1986 


March 

5 

9:00  a.m. 

Clinical  Rounds:  Rehabilitation — Common  Nerve  Entrapment  Syndromes 

Marc  Medway,  M.D. 

Chief  Division  of  Rehabilitation 
Jeanes  Hospital 

5 

12:15  p.m. 

CME  Conference:  Gastroesophageal  Reflux 

Sidney  Cohen,  M.D. 

Chief  of  Gastroenterology  Section 
University  of  Pennsylvania  Hospital 

12 

9:00  a.m. 

Mandel  Lectureship:  Neuropeptides  in  Neuropsychiatric  Disorders 

Joseph  B.  Martin,  M.D. 

Julieanne  Dorn  Professor  of  Neurology, 
Harvard  Medical  School 

19 

9:00  a.m. 

Morbidity  & Mortality  Conference 

26 

9:00  a.m. 

Clinical  Pathology  Conference 

26 

12:15  p.m. 

Outpatient  Management  Conference 

April 

2 

9:00  a.m. 

Tumor  Conference* 

2 

12:15  p.m. 

CME  Conference:  Transient  Ischemic  Attacks 

Ronald  Fairman,  M.D. 

Department  of  Surgery,  Jeanes  Hospital 

Marcia  Halpern,  M.D. 

Neurology  Division,  Jeanes  Hospital 

David  Roby,  M.D. 

Neurology  Division,  Jeanes  Hospital 

9 

9:00  a.m. 

Clinical  Rounds:  Rheumatology — Enteric  Arthropathy 

James  Udell,  M.D. 

Rheumatology  Division,  Jeanes  Hospital 

16 

9:00  a.m. 

Morbidity  & Morality  Conference 

23 

9:00  a.m. 

Tumor  Conference 

23 

12:15  p.m. 

Outpatient  Management  Conference 

30 

9:00  a.m. 

Sonneborn  Lectureship:  Health  Care  in  Philadelphia 

Stuart  A.  Shapiro,  M.D. 

Commissioner  of  Health,  City  of  Philadelphia 


*Note  change  in  schedule.  The  Tumor  Conference  is  usually  held  on  the  4th  Wednesday  at  9:00  a.  m. 


All  programs  are  scheduled  for  one  hour  and  held  in  Stapeley  Building  1A. 
One  hour  of  Category  1 CME  credit  per  conference. 

For  more  information  please  call  728-3798. 

Jeannes  Hospital,  7600  Central  Avenue,  Philadelphia,  PA  19111 
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special  feature 


An  island  in  a storm 

James  H.  Buchanan,  PhD 


The  author  is  associate  professor  of  philoso- 
phy at  the  University  of  Akron,  Ohio.  This 
year  he  is  on  sabbatical  leave  in  Europe. 


Oh  roses  for  the  flush  of  youth 
and  laurel  for  the  perfect  prime; 

But  pluck  an  ivy  branch  for  me 
Grown  old  before  my  time. 

Oh  violets  for  the  grave  of  youth 
and  bay  for  those  dead  in  their  prime; 
Give  me  the  withered  leaves  I chose 
Before  in  the  old  time. 

— Christina  Rossetti 
Song 


Amyotrophic  Lateral  Sclerosis:  This 
is  a combined  upper  and  lower  motor 
neuron  lesion  which  may  involve  either 
the  spinal  or  bulbar  level,  or  both.  It  is  a 
chronic  progressive  disease  of  unknown 
etiology  associated  with  fibrillation  and 
atrophy  of  the  somatic  musculature.  It 
is  predominately  a disease  of  middle 
life,  with  onset  usually  between  the 
ages  of  40  and  60  years.  Degeneration  of 
the  motor  cells  of  the  spinal  cord  and 
brain  stem  and , to  a lesser  extent,  of  the 
motor  cortex  may  occur,  with  secondary 
degeneration  of  the  lateral  and  ventral 
portions  of  the  spinal  cord.  There  may 
be  spastic  weakness  of  the  trunk  and  ex- 
tremities, with  associated  hyperactive 
deep  reflexes  and  extensor  plantar  re- 
sponses. If  the  fibers  of  the  bulbar  nu- 
clei become  involved,  pseudo-bulbar  or 
bulbar  paralysis  may  appear.  The  initial 
symptom  is  often  weakness  and  wast- 
ing of  the  extremities  (usually  the  upper 
extremities).  The  course  is  progres- 
sively downhill  without  remission.  The 
average  duration  of  life  from  the  appear- 
ance of  the  first  symptoms  is  about  3 
years. 

— Krupp  & Chatton 

Medical  Diagnosis  and  Treatment 


The  first  symptoms  of  amyotrophic 
lateral  sclerosis  are  coquettish- 
even  demure— in  their  malevolent  inno- 
cence. You  will  notice  a slight  weak- 
ness-even a gentle  lethargy— about 
your  arms  and  legs.  Then,  perhaps  one 
morning  in  the  shower,  the  weaving  fas- 
ciculations  will  appear.  They  are  gentle, 
oceanic  ripplings  of  musculature  which 
pass  almost  orgasmically  across  the 
flat  plains  and  prairies  of  stomach, 
chest,  thigh,  and  hip.  It  is  irritating,  but 
not  unpleasant  or  painful. 

But  soon,  very  soon,  this  shy  and  re- 
tiring illness  will  break  all  bonds  of  pro- 
priety and  good  manners  as  it  explores 
and  explodes  the  terrain  that  it  shall 
shortly  claim  as  its  own.  If  only  it  could 
be  satisfied  with  merely  local  destruc- 
tion-occasional forages  into  the  enemy 
zone  of  healthy  tissue— we  could  forgive 
its  uninvited  presence.  But  no!  It  in- 
sists upon  announcing  itself  globally, 
even  internationally,  in  the  most 
haughty  and  arrogant  manner. 

The  disease  is  not  sympathetic  to  this 
most  sympathetic  of  systems.  The  mo- 
tor neurons  that  control  arms,  legs,  and 
even— yes,  even  those  that  cry  and 
those  that  caress— are  all  territorialized 
and  so  dominated.  Only  the  majestic 
cortical  neurons,  with  their  thoughts, 
reason,  logic,  are  too  powerful  for  such 
submission.  You  become  an  island  in  a 
storm. 


7:00  a.m.  Neurology  Clinic 
This  morning's  lecture  is  on  motor 
neuron  disease  and,  in  particular,  amy- 
otrophic lateral  sclerosis.  Its  etiology  is 
idiopathic— with  the  possible  exception 
of  hereditary  factors  in  certain  pa- 
tients— and  is  one  of  the  commonest 
neurological  diseases  after  dissemi- 


nated sclerosis.  Nonetheless,  it  must  be 
carefully  differentiated  from  other  disor- 
ders with  which  it  is  sometimes  con- 
fused. 

For  example,  we  sometimes  see  pa- 
tients in  clinic  with  metabolic  disorders 
such  as  hypoglycemia  or  uremia,  whose 
symptoms  are  remarkably  similar. 
Again,  lead  or  triothocresyphosphate 
poisoning  will  frequently  present  itself 
in  like  fashion.  My  colleague,  McDuff, 
has  a case  now  of  Creutzfeld-J akob  dis- 
ease which  was  first  given  a presump- 
tive diagnosis  of  ALS.  Geographically, 
there  is  a motor  neuron  disease,  en- 
demic to  the  Chamarro  tribe  on  Guam. 
In  addition,  the  Kugelberg-Weylander 
syndrome  has  been  observed  in  Sweden 
wherein  the  patient  undergoes  a similar 
spinal  muscular  atrophy. 

Are  there  any  questions?  Good! 


Within  two  years  or  so,  you  will  be 
dead!  Most  likely  you  will  suffocate  and 
drown  in  an  ocean  of  your  own  fluids 
without  the  strength  to  even  cough  or 
cry  out  for  help.  But  first,  your  body 
will  grow  weary— oh,  so  very  weary— 
day  by  exhausting  day  until  gradually 
your  arms,  legs,  feet  will  be  too  weak  to 
move.  They  will  be  heavy.  So  heavy  that 
the  mere  thought  of  lifting  them  is  too 
burdensome  to  contemplate.  And  al- 
ways the  spreading  blanket  of  paralysis 
will  be  with  you,  nuzzling  you,  and  over- 
coming vital  areas  of  your  life.  The 
smile  that  you  took  for  granted,  the 
frown  that  so  often  you  used  to  win 
your  own  way,  will  be  frozen  now  into  a 
mechanical  mask  that  shows  neither 
joy  nor  sorrow.  You  will  not  feel  the 
slow  atrophy  of  neurons  in  the  cortico- 
spinal tracts  and  anterior  horns,  but 
you  will  see  their  presence  and  their  ef- 
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fects.  Now  you  will  no  longer  be  able  to 
speak  even  simple  words  and,  if  you  do, 
they  will  be  too  garbled  and  incoherent 
to  be  understood. 


To  continue,  it  is  known  that  males 
are  affected  twice  as  often  as  females 
and  that  the  disease  usually  appears  be- 
tween the  ages  of  40  and  70.  Naturally, 
these  are  merely  statistical  ranges  and  I 
have  personally  seen  a patient  as  young 
as  23  and  as  old  as  80  with  the  disease. 

The  first  symptoms  are  often  experi- 
enced as  a weakness  or  clumsiness  of 
fine  motor  control.  The  patient  fre- 
quently drops  things  or  evidences 
dyarthria  and  various  swallowing  syn- 
dromes. When  the  hands  are  affected — 
and  they  always  are — it  will  be  muscles 
of  the  thenar  eminences  that  first  an- 
nounce themselves.  Then  the  forearm, 
muscles,  with  flexor  involvement  pre- 
ceding extensor,  will  fall  into  place.  Usu- 
ally, if  not  always,  the  anterior  tibial 
groupings  as  well  as  the  peronei  are 
compromised.  Any  questions;  Good! 


Family,  lovers,  friends  will  draw  near 
to  comprehend  the  weakened  gaspings 
that  you  now  count  for  language.  But 
should  they  brush  against  you,  or  reach 
to  caress  your  withered  shoulder,  you 
shall  no  longer  feel  their  warm  touch 
within  the  solitude  of  your  cold  prison 
of  atrophied  marble. 

Across  your  chest,  legs,  back  and  face 
the  muscles  will  hang  in  atrophied 
sheets  of  ragged  immobility.  The  hurri- 
cane of  your  illness  will  pass  over  you 
and  yellow  your  skin  like  the  broken 
sails  of  a drowning  ship.  Even  to  touch 
your  face,  wet  your  lips,  blow  your  nose, 


or  clear  your  throat  will  seem  a task  too 
divine  for  your  humble  means. 


Do  not  fail  to  note  the  invariable  pres- 
ence of  fasciculations  and  if  they  are  not 
apparent  upon  first  inspection  then  pas- 
sive articulation  of  the  muscle  mass  will 
always  elicit  them.  Now  we  enter  the 
second  stage  of  degeneration  in  which 
the  bulbar  muscles  are  affected.  There 
will  be  considerable  atrophy  of  the 
tongue  with  concomitant  fasciculations. 
Interestingly  enough,  the  orbicularis 
oris  will  degenerate  but  not  the  orbicu- 
laris oculi.  Naturally,  speech,  eating  and 
facial  expressions  all  undergo  deforma- 
tion at  this  juncture. 

The  interesting  stage  of  the  disease  is 
reached  when  degenera  tion  of  the  upper 
motor  neurons  occurs.  Deterioration  of 
lower  motor  neurons  depresses  reflexes, 
but  deterioration  of  upper  motor  neu- 
rons heightens  and  exaggerates  them. 
Here  you  may  expect  to  find  your  Ba- 
binski  Reflex  in  full  regalia.  In  the  final 
stages,  of  course,  the  sphincter  muscles 
will  collapse  and  ocular  sympathetic 
palsy  might  occur.  As  subcutaneous  fat 
decreases  from  muscle  atrophy,  the  pa- 
tient will  appear  more  and  more  emaci- 
ated. The  respirator  muscles  will  finally 
succumb  to  the  progressive  atrophy  and 
the  patient  will  die  of  respiratory  fail- 
ure. There  is,  of  course,  no  treatment 
and  the  disease  is  always  fatal.  Ques- 
tions? Good! 


You  will  find  death  a gentle,  even  a 
considerate  friend,  who  will  understand 
your  circumstance  and  only  desire  to 
lead  you  out  of  it.  You  will  accept  this 
gracious  invitation  enthusiastically  be- 


cause slowly,  ever  so  slowly,  the  prison 
of  stone  which  you  have  become  is  clos- 
ing in,  always  closing  in,  and  it  is  terri- 
fying to  behold! 


Professor  Stanley  Ackyrod,  who 
looked  far  older  than  his  44  years, 
seemed  unable  to  insert  his  office  key 
into  the  latch.  At  least,  he  had  tried 
three  times  without  success  and  now 
decided  to  set  his  briefcase  down  and 
try  again.  It  worked!  Thank  God.  How 
ridiculous  to  have  to  fumble  with  a sim- 
ple key  and  especially  in  the  presence  of 
colleagues  who  were  always  on  the  look- 
out for  your  weaknesses.  But  no  one 
had  said  a word  and  although  Anderson 
had  watched  the  whole  show,  he  also 
had  pretended  not  to  notice  Ackyrod’s 
clumsiness.  But  in  truth,  notice  he  did 
indeed,  and  so  had  everyone  else  at  the 
office.  In  fact,  Stanley  had  become  the 
academic  klutz  in  the  department  be- 
cause he  was  always  dropping  some- 
thing. 

For  instance,  last  week  he  tripped 
over  his  own  briefcase  and  the  week  be- 
fore he  spilled  hot  coffee  all  over  him- 
self. Actually,  his  colleagues  found  the 
whole  matter  to  be  quite  amusing.  Nat- 
urally, they  had  noticed  that  he  made 
less  and  less  sense  when  he  talked,  but 
then  Ackyrod  had  never  made  much 
sense  before  either.  It  was  probably  just 
old  age— they  reasoned  and  he  as- 
sumed—and  so  Stanley’s  colleagues  dis- 
missed the  whole  matter  as  rather  bor- 
ing. 

But  Stanley  was  alarmed.  In  fact,  he 
was  quite  worried.  Yesterday  morning 
when  he  first  awoke,  his  left  thumb  and 
index  finger  were  twitching  uncontrol- 
lably almost  as  if  they  were  caught  in  a 
spasm  from  which  no  exit  could  be 
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Why  do  our  bodies  one  day — having  behaved  themselves  for 
years — suddenly  begin  to  disintegrate  for  no  good  reason  whatsoever? 
And  why  do  these  former  good  servants  enact  their  betrayal  in  such 
ungrateful  and  audacious  ways? 


found.  It  was  almost  noon  before  they 
became  calm  and  returned  to  normal. 
Also,  he  had  been  so  embarrassed  the 
other  day  in  committee  meeting  when 
his  right  eyelid  began  to  twitch  involun- 
tarily. It  appeared  to  others— or  so  he 
thought— that  he  was  winking  in  a se- 
ductive manner  to  everyone  around  him 
and  yet  he  had  no  control  over  the  lid’s 
movement.  If  all  of  this  continued,  he 
would  see  a doctor.  But  for  the  time  be- 
ing, he  was  certain  that  a good  rest 
would  take  perfect  care  of  the  matter. 

Indeed,  there  was  no  time  for  such 
nonsense  anyway.  This  very  afternoon, 
Professor  Descombes  would  be  lectur- 
ing in  the  amphitheater  and  that  eve- 
ning there  would  be,  of  course,  a faculty 
reception  in  his  honor.  Then  the  follow- 
ing day,  Stanley  would  himself  be  tak- 
ing the  shuttle  to  the  City  to  deliver  a 
lecture.  No,  there  simply  was  no  time  to 
be  bothered  with  these  minor  health 
problems.  Perhaps  when  the  term 
ended  and  things  were  less  hectic,  he 
might  have  lunch  with  his  colleague 
McComber  from  the  medical  school  and 
ask  his  advice. 

Descombes’  lecture  was  clever,  sug- 
gestive and,  of  course,  very  subtle.  But 
isn’t  that  always  true  of  the  French 
that  they  imply  more  than  they  actu- 
ally state?  For  these  reasons,  and  oth- 
ers, Ackyrod  found  the  argument  to  be 
rather  thin  and  insubstantial.  Actually, 
he  was  certain  that  he  could  have  han- 
dled the  topic  much  better.  But  Des- 
combes had  an  international  reputation 
whereas  Ackyrod  did  not— and  there 
was  an  end  to  the  matter,  wasn’t  it? 

That  night  in  bed  he  found  sleep  diffi- 
cult and  elusive.  To  sleep  by  yourself  is 
not  to  sleep  alone.  Frequently,  it  is  to  he 
in  bed  with  monsters,  demons,  and  mal- 
formed creatures  of  the  night.  And  to 
cohabit  with  these  devils  is  a most  terri- 
fying and  tormenting  kind  of  business. 
So  it  was  with  Stanley  Ackyrod  to- 
night. He  thought  of  graduate  school  so 
many  years  ago;  he  thought  also  of  his 
lecture  so  close  upon  him;  he  thought  of 


his  colleagues;  his  lovers  past  and 
present;  he  thought  of  what  he  was  and 
indeed  of  what  he  might  become.  Deep 
within  him  there  blossomed  the  fruits  of 
destruction  and  within  general  parame- 
ters, he  knew  them  to  be  there. 

Encapsulated  by  the  night  and  fo- 
cused by  the  darkness,  Stanley  had  the 
opportunity  to  assemble  the  discon- 
nected and  fragmented  prophecies  of 
his  disease.  The  twitching  in  his  finger- 
tips, the  grimaces,  the  convulsions  and 
tics  of  muscles  that  obey  laws  quite  dif- 
ferent from  the  ones  he  sought  to  im- 
pose upon  them  were  all  evidence  of 
some  malfunction  that  he  could  neither 
identify  nor  define.  In  short,  the  illness 
was  as  elusive  and  ambiguous  as  was 
the  confusion  by  which  it  sought  to  cele- 
brate itself.  Confusion,  yes,  that  was 
the  word,  confusion!  His  system  was 
somehow  in  a state  of  confusion,  disori- 
entation and  even  fragmentation.  When 
he  sought  to  move  his  left  leg,  he  in- 
stead frequently  moved  his  right.  When 
he  reached  for  this  object,  he  might 
pass  it  by  and  grasp  another  one  in- 
stead. It  was  confusion,  chaos,  and  ca- 
cophony. As  if,  well  it  seemed  as  if,  the 
whole  geography  and  landscape  of  his 
body  had  been  repolarized  so  that  now 
the  geometry  of  north  instead  pointed 
south,  that  circles  were  squares  and  no 
angle  was  any  longer  equal  to  any  other. 

It  made  no  sense,  this  new  body  with 
its  melting  polar  caps  and  reorganized 
magnetic  directions;  it  simply  no  longer 
made  sense.  In  short,  it  was  the  anar- 
chy of  a system  which  having  always 
been  trustworthy  in  the  past  now  de- 
cided to  betray  him  without  the  mere 
benefit  of  an  explanation.  Why?  Why 
indeed!  Why  do  our  bodies  one  day- 
having  behaved  themselves  for  years— 
suddenly  begin  to  disintegrate  for  no 
good  reason  whatsoever?  And  why  do 
these  former  good  servants  enact  their 
betrayal  in  such  ungrateful  and  auda- 
cious ways?  The  glands,  muscles, 
bowels,  lungs,  and  various  interstices  of 
the  body  fill  themselves  with  tumors, 


cysts,  fluids,  and  all  sorts  of  matter  of 
an  unimaginable  kind  and  degree.  They 
make  spectacles  of  us  and  publicly  hu- 
miliate us  in  the  most  private  ways. 
Yes,  for  whatever  reason,  Stanley  Ack- 
yrod's  body  was  vigorously,  even  enthu- 
siastically, disobeying  his  every  com- 
mand and  plotting  in  secret  against 
him.  He  knew  not  what  was  happening 
to  him,  but  he  felt  suffocated,  enveloped 
by  an  evil  presence  that  was,  in  fact,  his 
very  own  flesh  and  blood. 

The  next  morning  he  awoke  to  the 
worst  day  he  had  experienced  so  far. 
His  legs  were  weak;  his  arms  felt  rub- 
bery and  unresponsive.  He  found  it  im- 
possible to  shave  that  morning  because 
he  had  virtually  no  fine  motor  control 
whatsoever  in  his  fingertips  or  hands. 
Moreover— and  this  was  the  frightening 
part— he  trembled.  He  trembled  all 
over.  He  did  not  shake,  but  rather  trem- 
bled in  minute,  microcosmic  shudders 
that  spread  oceanically  over  the  surface 
of  everything  that  he  did.  For  instance, 
he  spent  20  minutes  tying  his  tie  and 
another  20  minutes  combing  his  hair. 
Everything  took  so  long  because  he 
had  to  wait  for  the  shudder  to  pass, 
the  earthquake  to  calm,  before  the  sim- 
plest task  could  be  accomplished.  But 
then  it  passed.  Well,  it  subsided.  By  the 
time  he  was  comfortably  seated  on  the 
shuttle  to  the  City  and  had  consumed  a 
double  martini,  he  felt  good  again.  At 
least,  he  felt  in  control.  When  he  arrived 
for  his  lecture  at  McNerry  Hall,  he  was 
convinced  that  all  this  was  behind  him 
and  a good  rest  would  put  things  right 
again.  And  perhaps  he  was  right,  for 
the  next  two  weeks  were  quite  unevent- 
ful. Yes,  he  felt  tired  and  yes  he  had 
some  trembling.  But  nothing  signifi- 
cant. The  whole  damned  matter  was  fi- 
nally behind  him  now! 

But  Saturday,  November  12  at  7:32  in 
the  morning,  he  was  unable  to  get  out  of 
bed.  And  if  he  had  been  able  to  do  so,  he 
would  not  have  gone  very  far  because 
he  had  no  control  over  any  part  of  his 
body.  It  was  unsettling  because  by  8:30 
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he  was  fine  again.  But  it  was  also  the 
most  terrifying  and  frightful  manifesta- 
tion of  his  illness  thus  far.  He  knew  then 
that  he  was  ill,  seriously  and  profoundly 
ill,  and  that  he  must  seek  medical  atten- 
tion. 


The  offices  of  J.J.  Sylvester,  MD, 
PhD,  were  not  at  all  what  one  would  ex- 
pect. Usually  physicians  seek  out  the 
most  ordinary  and  pedestrian  of  struc- 
tures within  which  to  conceal  the  in- 
struments of  their  profession.  Squat, 
ugly  buildings  of  pre-stressed  concrete 
and  glass  with  tiled  floors  and  rooms  di- 
vided into  perfect  cubic  centimeters  are 
the  natural  habitats  of  these  scholars  of 
disease.  But  not  so  with  the  offices  of 
J.J.  Sylvester.  In  fact,  Professor  Acky- 
rod  was  certain  that  by  1:23  of  a Mon- 
day afternoon  he  had  gotten  himself 
completely  lost.  For  here  there  were  no 
office  buildings  whatsoever,  but  only 
elegant  brownstones  with  carved 
wooden  doors  and  wrought-iron  rail- 
ings. But  then,  suddenly,  he  saw  it— the 
bronzed  nameplate  upon  a square  of 
perfectly  cut  black  onyx. 

J.J.  SYLVESTER,  MD,  PhD 
PRACTICE  LIMITED 
TO  NEUROLOGY 

Stanley  approached  the  front  door— 
quite  hesitantly  it  must  be  admitted- 
only  to  find  that  it  was  securely  locked. 
Beneath  the  name-plate,  however,  was  a 
doorchime  which  he  rang.  Momentarily, 
the  door  was  opened,  however,  not  by  a 
nurse  in  starched  white  uniform  but 
rather  by  a sophisticated  young  lady  in 
tailored  herringbone  suit  with  appoint- 
ment book  in  hand. 

“You  are  Professor  Ackyrod?”  she  in- 
quired. 

“Yes,  I am.” 

“The  doctor  is  expecting  you.  Come 
in.” 

Frankly,  it  seemed  much  more  in  the 
nature  of  a social  call  than  a profes- 
sional appointment.  He  did  not  sit  anx- 


iously in  a waiting  cubit  with  five  or  six 
invalids,  but  rather  was  ushered  into  an 
elegant  room  that  was  clearly  a library 
rather  than  a consultation  room.  At  the 
far  end  of  the  room,  there  burned  a roar- 
ing fire  in  front  of  which  were  two  large 
leather  wing-back  chairs. 

To  gaze  about  the  room,  as  Stanley 
now  did,  was  an  overwhelming  and  alto- 
gether intimidating  sight.  From  floor  to 
ceiling,  in  each  and  every  available 
place  there  were  books.  Dear  God,  there 
were  books  everywhere!  A very  conser- 
vative estimate  would  place  the  sheer 
quantity  of  volumes  at  about  6,000,  and 
they  covered  the  entire  range  of  schol- 
arly literature.  Here  were  to  be  found 
the  complete  works  of  Shakespeare, 
Milton,  Johnson  as  well  as  Pope, 
Melville,  Hawthorne,  and  all  the  classi- 
cal and  romantic  poets  as  well.  But  in 
addition,  there  were  represented  the 
modern  novelists  of  the  20th  Century 
as  well  as  the  poets  Pound,  Eliot, 
Auden,  Stevens,  and  Williams.  How- 
ever, there  were  no  medical  books 
within  the  collection— presumably 
these  were  reserved  for  a special  room 
of  their  own— but  there  was  a very  sub- 
stantial inventory  of  contemporary  sci- 
entists including  Einstein,  Bohr,  Prigo- 
gine  and,  of  course,  the  Cambridge 
genius  Stephen  Hawkins  and  his  work 
on  the  unification  of  physics. 

Near  the  french  doors,  which  looked 
out  upon  a now  bleak  winter  garden, 
there  stood  a massive  library  table 
carved  of  finest  woods  and  obviously 
dated  back  to  the  early  19th  or  late  18th 
Century.  Upon  its  leather  surface  rested 
the  latest  literary  periodicals  including 
Vanity  Fair,  Atlantic  Monthly,  Harp- 
er's, and  Architectural  Digest.  It  was, 
indeed,  a scholar’s  haven  and  because  of 
this  Ackyrod  was  immediately  put  at 
ease  in  this  most  familiar  and  comfort- 
able of  terrains.  In  fact,  he  was  so 
deeply  absorbed  in  an  18th  Century 
copy  of  Burton’s  “Anatomy  of  Melan- 
choly”—to  be  precise,  that  wonderful 
section  in  Volume  1 where  Burton 


speaks  of  the  miseries  of  scholars — that 
he  barely  heard  the  door  open  and 
Sylvester  enter. 

“Professor  Ackyrod.  It  is  a great 
pleasure  to  meet  you.  I am  J.J.  Sylves- 
ter.” 

He  was  a solidly  built  man  in  his  late 
30s  or  very  early  40s.  With  dark,  pierc- 
ing eyes  and  darker  hair  yet  combed 
straight  back  with  a slight  wave,  he  ap- 
peared to  be  of  either  Greek  or  Sicilian 
descent.  A prominent  mole  upon  the 
left  cheek,  high  up  near  the  cheek 
bone’s  sphenoid  ridge,  gave  him  a 
rather  malevolent,  even  a dangerous 
and  brooding  look.  But  it  was  with  the 
greatest  warmth  that  he  clasped  Stan- 
ley’s hand  in  both  of  his. 

“I  have  followed  your  work  with  the 
greatest  interest  over  the  years,  Profes- 
sor Ackyrod,  and  in  particular  your 
most  recent  book,  ‘The  History  of  Theo- 
retical Systems.’  ” 

“You  have  read  it?”  Stanley  was  as- 
tonished and  suspicious  at  the  same 
time. 

“Yes,  of  course,  and  each  of  your 
other  works  as  well  beginning  with  the 
very  first,  ‘Theoretical  Equations  and 
Methodological  Models.’  ” 

“I  must  say  that  I am  both  flattered 
and  surprised,  Dr.  Sylvester.” 

“I  thought  you  might  be,”  Sylvester 
replied  with  a good  natured  laugh,  “aca- 
demic scholars  do  not  expect  the  medi- 
cal community  to  know  very  much 
about  these  sorts  of  things.” 

“Oh,  . . . but  I . . .”  Ackyrod  was  very 
embarrassed.  He  had  perhaps  offended 
this  very  intense  young  doctor  and  it 
was  only  proper  to  make  amends. 

“Nonsense,”  Sylvester  silenced  him 
with  a single  gesture,  “I  am  not  in  the 
least  offended.  Actually,  it  is  rare  to  find 
my  interests  combined  with  medicine, 
but  there  they  are  and  what  can  we  do 
about  it?” 

By  now,  Stanley  was  thoroughly  en- 
raptured by  Sylvester  and  would  have 
welcomed  a good  academic  discussion 
on  the  spot  had  not  Sylvester  abruptly 
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redirected  the  conversation  to  his  ill- 
ness. 

And  so  it  was  that  Stanley  con- 
fessed—for  it  seemed  to  be  just  that— 
the  entire  seam  and  substance  of  every- 
thing that  had  been  happening  to  him 
for  the  past  few  months.  He  told 
Sylvester  about  the  leg  spasms,  the 
slurred  speech  and,  of  course  about  the 
fasciculations— those  terrible,  terrify- 
ing quakes  and  tremblings— and  of  all 
that  he  had  suffered,  feared,  agonized, 
and  undergone.  Within  an  hour,  he  had 
told  it  all  and  had  recalled  within  that 
time,  to  Sylvester  and  to  himself  as 
well,  things  that  he  had  been  too  fright- 
ened to  admit  before.  At  the  end, 
Sylvester  was  silent.  He  had  said  not  a 
word  for  the  full  hour,  but  rather  lis- 
tened intently,  and  now  he  seemed  al- 
most meditative  and  even  grave  and 
troubled  in  his  thoughts. 

“I  will  arrange  to  have  you  checked 
into  Good  Sam  hospital  by  this  eve- 
ning, Professor  Ackyrod.” 

“By  this  evening?  But  . . . but  . . . 
that’s  impossible!" 

“On  the  contrary,  Professor,  I assure 
you  it  is  absolutely  necessary!” 


Admission  to  hospital  with  a pre- 
sumptive diagnosis  of  ALS  entails  a 
costly  and  complex  series  of  tests.  In 
fact,  there  is  a variety  of  other  possi- 
ble disorders  from  which  a differential 
diagnosis  must  be  extracted.  For  in- 
stance syringomyelia,  syphilitic  amy- 
otrophy, or  even  intramedullary  tumor 
of  the  spinal  cord  may  imitate— at  least 
for  a while— the  characteristic  symp- 
toms of  ALS.  Of  course,  multiple  sclero- 
sis or— less  frequently— chronic  cervical 
spondylosis  are  also  possible  candi- 
dates. In  the  final  analysis,  it  must  be 
admitted  that  certain  diagnosis  is  possi- 
ble only  upon  autopsy.  Still,  a compe- 
tent diagnostician,  clear  x-rays,  good 
myelographies,  and  common  sense  are 
the  most  important  tools  of  the  profes- 
sion. But  even  then,  to  disentangle  ALS 
from  the  several  myopathies  associated 
with  carcinoma,  chronic  forms  of  poly- 
mositos,  or  even  myasthenia  gravis  is  a 
lengthy  and  expensive  process. 

In  Stanley  Ackyrod’s  case,  the  full 
workup  took  about  a week  and  by  the 
time  his  chart  was  complete,  Sylvester 
had  returned  from  a lecture  series  in 
Paris.  He  spent  most  of  Monday  morn- 


ing reviewing  the  test  results  in  the 
hope  that  something  had  been  over- 
looked, some  nuance  forgotten  whose 
inclusion  would  change  the  diagnosis 
entirely.  But  no,  everything  was  accu- 
rate and  everything  was  complete.  By 
11:30,  he  was  certain  of  his  diagnosis 
and  nothing  now  remained  but  to  in- 
form Ackyrod. 

“Professor  Ackyrod,  we  know  now 
what  has  been  causing  these  symp- 
toms.” 

“Is  it  cancer?”  was  the  first  question 
Stanley  asked. 

Isn’t  that  always  the  first  question 
asked  as  if  only  cancer  were  the  most 
lethal  and  fatal  of  diseases? 

“No!” 

“Thank  God!” 

In  every  way  imaginable,  amyo- 
trophic lateral  sclerosis  is  worse  than 
cancer.  But  such  information  cannot  be 
delivered  to  the  patient  wholesale  and 
without  sufficient  preparation.  Rather, 
time  and  circumstance— as  well  as  the 
disease  process  itself— must  purchase 
its  retail  absoluteness  over  a proper  du- 
ration. Between  patient  and  physician, 
there  is  always  a duet,  a dance  of  com- 
plex curtsies  and  bows.  It  is  a ballet,  a 
dialectic  between  the  weak  and  the 
strong,  between  ignorance  and  knowl- 
edge, between  death  and  life.  As  one  ad- 
vances, the  other  in  turn  withdraws:  as 
one  acts  so  also  does  the  other  react.  Fi- 
nally, the  synthesis  is  complete  and  the 
patient  grasps  profoundly  within  what 
the  physician  could  not  bear  to  speak 
from  without.  The  exact  particulars  and 
precise  details  of  degeneration,  vulnera- 
bility, degradation,  and  death  can  only 
be  hinted  at  prosaically  and  never  fully 
confronted  poetically.  And  thus,  in  this 
strange  dialogue  of  half-spoken  truths, 
Stanley  Ackyrod  could  only  ask  in  the 
most  inarticulate  fashion: 

“Is  it  serious?” 

And  Dr.  J.J.  Sylvester,  MD,  PhD,  last 
year’s  recipient  of  the  coveted  Cushing 
Award  and  recently  invited  keynote 
speaker  to  the  College  de  France’s  Sym- 
posium on  Cerebellar  Astrocytomas, 
could  but  haltingly  answer: 

“Yes.” 

And  Professor  Stanley  Ackyrod,  MA, 
PhD,  who  had  lectured  at  Harvard, 
Yale,  the  Sorbonne,  and  Freiburg  Uni- 
versities and  who  had  received  consid- 
erable recognition  for  his  work  along 
with  winning  the  Medal  of  the  Centre 
de  la  Recherche  Scientifique  last  fall, 
could  but  respond: 

“How  long?” 

And  the  sophisticated,  elegant,  and 


wise  J.J.  Sylvester  could  but  inelo- 
quently  reply: 

“Not  long.  Perhaps  a year.  Not  more 
than  two.” 

“Will  there  be  pain?” 

“Some.  We  can  manage  most  of  it.” 
“And  the  rest?"  Ackyrod’s  bitterness 
began  to  assemble  itself.  "Who  will 
manage  the  rest?” 

“Professor  Ackyrod,  we  know  so  lit- 
tle about  this  disease  ...” 

“What  is  the  disease,”  Stanley  de- 
manded, “what  is  its  name?” 
“Amyotrophic  lateral  sclerosis.” 

“Is  that  like  multiple  sclerosis?” 
“Yes,  somewhat,  only  ...” 

“Only  worse?” 

“That’s  right.  Professor,  only  worse.” 


Turn  within,  Stanley  Ackyrod  to  your 
gentle  and  fragile  ideas  which  cower 
and  hide  with  fright  in  the  corners  of 
your  mind.  What  now  shall  become  of 
them  when  no  longer  can  they  feed 
upon  the  oxygenated  blood  which  is 
their  diet  and  main  staple?  Shall  they 
wither?  Shall  they  die?  Will  they  evapo- 
rate also  with  you  into  the  darkness  and 
the  void?  All  your  great  ideas,  all  your 
precious  ideas  which  you  have  labored 
and  nurtured  and  fed  for  so  very  many 
years  are  about  to  die.  The  great  books, 
the  scholarly  articles  that  you  would 
have  written  are  but  empty  promises 
now  unfulfilled.  The  lectures  that  you 
would  have  given,  the  conversations 
that  you  might  have  had,  the  thoughts 
that  you  might  have  thought  are  now 
but  dust  and  ashes.  They  are  forgotten, 
Stanley,  even  before  they  are  remem- 
bered. You  are  a dream  about  to  be 
awakened.  You  were  these  ideas— they 
were  you— and  they  made  you  what  you 
are,  but  now  even  these  are  abandoned 
to  themselves  and  shall  disintegrate 
like  drops  of  water  upon  a red  hot  stove. 
What  did  it  all  mean,  Stanley,  what  was 
the  meaning,  the  purpose  of  all  of  this? 
Why  did  you  labor,  study,  learn,  love, 
cry,  and  laugh  if  in  the  end  it  was  simply 
to  die?  Why  did  you  hope,  plan,  build, 
and  create  if  only  to  be  destroyed  along 
with  all  that  you  become?  In  the  end, 
what  is  the  point  of  this  madness  that 
causes  us  to  labor  and  suffer  if  in  a sin- 
gle curvature  of  time  it  all  unwinds  and 
reverses  itself? 

Stanley  now  sought  out  the  company 
of  people  who  were  ordinary,  unin- 
formed, and  even  quite  unsophisticated. 
Formerly  the  thought  of  exchanging 
pleasantries  with  a cabbie  or  a porter 
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would  have  seemed  preposterous  but 
now  it  had  its  charm.  They  were,  after 
all,  innocent,  naive,  and  safe.  To  them 
he  was  simply  another  normal  human 
being  and  thus  within  their  company 
there  was  a salvation  that  he  had  never 
sought  or  desired  before:  the  province 
of  simply  being  average,  common,  and 
ordinary.  Nothing  unusual  here  with 
this  fellow;  he's  just  average,  just  an  or- 
dinary Joe.  He  sought  anonymity 
among  common  people  who  were  nei- 
ther scholars  nor  doctors  nor  even  men 
of  learning.  Perhaps  it  was  a compensa- 
tion, perhaps  it  was  a form  of  with- 
drawal, but  for  whatever  reason  it 
worked.  The  unsophisticated  accept 
you  for  what  you  are.  Life  has  made  no 
great  claims  upon  them  and  so  they  ex- 
pect less  in  return.  They  do  not  expect 
to  write  the  novel  of  the  century  or  to 
be  offered  the  Emerson  Chair  at  Har- 
vard. Rather,  they  live  for  summer  pic- 
nics, Friday  evening  football,  and  a 
game  of  poker  now  and  then.  Should 
one  among  them  be  eccentric  or  pecu- 
liar, they  pay  it  no  nevermind  unless  it 
is  excessive  or  abberant.  Stanley  liked 
these  people  and  they  offered  him  both 
the  community  and  the  nonjudgmental 
acceptance  he  needed. 


But  even  magic  as  powerful  as  this 
is  insufficient  against  an  enemy  as 
deadly  as  amyotrophic  lateral  sclerosis. 
Gradually,  the  disease  began  to  subdue 
and  domesticate  Stanley  Ackyrod. 
Soon,  what  had  only  weeks  before  been 
a limp  now  became  instead  a gait  and 
then  a shuffle  until  finally  he  could  not 
walk  without  benefit  of  a cane.  Even 
this  inconvenience  became  an  asset  for 
the  cane  gave  him  an  air  of  dignity  that 
he  had  previously  lacked.  But  even  as 
the  disease  dignified  so  also  did  it  de- 
grade and  gradually  his  fine  tenor  voice 
began  to  slur  and  slip  over  delicate 
words.  At  first,  it  was  no  more  than  a 
slight  lisp,  but  then  his  jaws  weakened, 
his  lips  trembled,  his  tongue  grew 
heavy  and  old  until  finally  each  word 
was  a total  confusion  of  vowel  and  con- 
sonant held  in  unsteady  articulation. 

His  eyes  trembled;  his  cheeks 
flinched,  and  what  had  been  a cheerful 
wink  became  instead  a grotesque  and 
hideous  spasm.  In  short,  he  was  coming 
apart  at  the  seams.  He  knew  it  and  he 
had  known  it  for  some  time.  All  the 
tricks,  devices,  distractions,  and 
changes  of  life  style  which  had  worked 
for  a while  were  now  revealed  as  only 
momentary  pauses  on  a continuous  arc. 


Having  now  come  full  circle  to  his  dis- 
ease, he  realized  that  he  had  never  left  it 
in  the  first  place.  Rather,  it  had  only  ex- 
pressed itself  in  degrees  and  kinds  that 
appeared  to  be  longitudinal  changes 
whereas  in  fact  they  were  only  trans- 
verse. He  was  right  back  where  he  had 
started.  And  he  was  dying.  And  he  was 
alone.  And  he  was  afraid! 


Now  it  was  that  the  disease  took  hold 
of  him  with  absolute  fury  and  destruc- 
tiveness. No  longer  a mere  parasite 
which  retained  nonetheless  its  individu- 
ality, it  had  now  become  a part  of  him 
much  like  an  arm  or  a leg.  Where 
healthy  spinal  tissue  began  and  dis- 
eased tissue  ended  was  now  a distinc- 
tion without  difference.  He  had  become 
his  disease:  and  it,  in  turn,  him.  Thus, 
the  struggle  and  fight  for  conquest  of 
the  one  over  the  other  had  been  fought 
and  lost.  As  a mother  becomes  the  fetus 
which  she  bears  within  her,  so  now  also 
Stanley  Ackyrod  became  this  embryo 
of  death  which  blossomed  within  him. 

By  mid-November,  he  was  unable  to 
walk  without  his  cane  and  by  the  end  of 
December  his  shuffle  had  rendered  the 
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cane  useless  as  well.  By  January  he  was 
as  bound  to  a wheelchair  as  any  pris- 
oner is  to  his  cell  and  by  February  he 
could  barely  hold  a pencil  in  his  quiver- 
ing hands.  All  within  the  span  of  six 
months— 180  days— his  body  had  be- 
come the  product  of  its  own  internal  de- 
composition. Indeed,  he  was  decompos- 
ing even  as  the  integration  of  a solid  is 
resolved  by  centrifugal  force  into  its 
several  separate  elements.  Legs,  thighs, 
arms,  fingers  that  had  been  the  orches- 
tration of  a corporeal  symphony  were 
now  but  abandoned  instruments  in  a 
dissolving  melody.  Nothing  worked; 
nothing  obeyed  either  orders,  com- 
mands, or  directives.  The  brain  had  lost 
control  over  its  provinces  and  now 
found  itself  isolated  and  alone. 

It  seemed  that  as  his  body  weakened 
so,  in  turn,  increased  the  power  and 
strength  of  his  mind,  as  if  the  energy 
lost  from  the  one  was  being  transferred 
to  the  other.  Ideas  that  had  previously 
been  indistinct,  even  ambiguous,  now 
clarified  and  resolved  themselves  with  a 
power,  a crispness,  a sharpness  that  he 
had  never  experienced  before.  A 
thought  previously  interrupted  by  a de- 
mand of  the  body  was  now  free  to  ex- 
pand and  enlarge  itself  unencumbered. 
Even  ordinary  notions  such  as  the  title 
of  books,  the  place  where  last  was  seen 
a most  needed  object  were  far  more 
vivid  and  structured  than  ever  before. 
Then  too  his  concentration  increased 
both  in  width  as  well  as  depth.  Before,  a 
moment’s  thought  would  be  shattered 
unpredictably  by  some  distraction  or 
other.  Not  so  anymore!  Now  he  could 
maintain  a thought  for  an  instant  or  an 
hour,  and  as  he  measured  its  length  so 
also  could  he  calibrate  the  depth  of  such 
new  concentrations.  Not  one  thought, 
not  two,  but  even  a dozen  held  in  paral- 
lel planes  of  composition  were  quite  pos- 
sible for  him  now.  And  as  his  concentra- 
tion of  thoughts  lengthened  so  did  it 
also  deepen.  Layers,  one  upon  the  other 
in  horizontal  plateaus,  were  exposed 
with  little  effort. 

Thinking  became  for  him  an  archeo- 
logical dig  in  which  not  merely  the  con- 
tents but  also  the  structure  of  his  mind 
was  exposed  and  illuminated.  He  could 
easily  become  lost  in  this  kaleidoscopic 
world  of  myriad  reflections  and  lights. 
And  he  frequently  did!  Each  individual 
illumination  was  a phosphorescence  of 
the  whole  and  thus  he  grasped  in  a sin- 


gle stroke  the  orbit  of  thought  which 
surrounds  an  otherwise  solitary  idea. 

But  the  renewed  energy  now  pouring 
into  the  funnel  of  his  mind  was  empty- 
ing out  of  his  perfectly  paralyzed  body. 
Like  granite  or  marble  it  had  become, 
and  with  the  same  cold  surface  shine 
which  such  dead  things  have.  By  April, 
he  could  move  not  a muscle  below  his 
neck  and  yet  his  entire  body  shook  with 
the  quakes  and  tremors  of  fascicula- 
tions.  He  was  like  a rock  in  an  ocean: 
perfectly  still  amidst  unceasing  waves 
and  cascades.  And  in  the  center  of  it  all 
there  existed  the  terrible  indignity  of 
wasted  muscle  and  nerve. 

His  bowels  did  not  work;  his  bladder 
was  useless;  he  could  not  speak  a single 
intelligible  sentence.  Neither  could  he 
swallow  his  food  or  scratch  his  cheek  or 
even  rub  his  eyes.  Dear  God,  not  to 
even  be  able  to  rub  your  eyes!  Should 
an  insect  land  upon  his  body,  he  could 
neither  protest  nor  aggress  nor  even 
disagree.  He  was  a stone  in  a field  that 
could  not  be  moved.  When  visited  by 
colleagues  or  friends,  he  was  horrified 
to  discover  the  horror  in  their  eyes.  For 
to  see  him  now  was,  in  truth,  to  see  a 
totally  transformed  effigy  of  what  had 
once  been  the  proud,  somewhat  arro- 
gant, brilliant,  and  dynamic  Stanley 
Ackyrod. 

In  his  wheelchair  he  slumped,  rather 
than  sat,  restrained  by  two  thick 
webbings  of  strap.  His  head  was  unable 
to  support  itself  and  so  hung  at  an  an- 
gle to  his  wasted  body.  Beneath  the  cot- 
ton shirt  and  pants,  one  could  see  how 
thin  his  arms  and  legs  had  become.  Now 
the  bones  were  as  visible  as  the  hull  of  a 
broken  ship,  and  his  skeleton  seemed  to 
almost  float  to  the  surface  even  as  his 
skin  receded  to  the  depths.  He  was  an 
exoskeleton  with  just  a thin  wrapping 
paper  of  skin  and  hair  for  elegant  deco- 
ration. A colored  bow  tied  upon  a gift  of 
doom. 


Stanley  Ackyrod  awoke  that  morning 
with  some  disorientation,  but  also  with 
a certain  pleasurable  giddiness.  It  was 
as  if  he  had  held  his  breath  too  long— as 
indeed  he  used  to  as  a child— and  now 
felt  rather  dizzy  and  about  to  faint.  But 
soon  he  realized  exactly  what  was  hap- 
pening to  him.  His  breathing  was 
heavy,  labored  and  the  harder  he  tried 
to  draw  more  air  in,  the  more  air,  in 
turn,  he  seemed  to  lose.  He  was  suffo- 
cating to  death! 

Perhaps  it  was  not  unexpected  for,  af- 


ter all,  he  had  noticed  his  own  heavy 
breathing  for  the  past  10  days.  So  had 
everyone  else  around  him,  and  they 
knew,  even  if  Stanley  didn't,  that  the 
end  was  near.  It  sounded  like  a bellows, 
a fireplace  bellows,  to  hear  him  breathe. 
Each  breath  was  a labored  gasping  that 
grabbed  rather  than  reached  for  the  air 
available.  Even  to  hear  those  wheezing 
grunts  was  maddening  since  one  could 
not  help  but  draw  more  air  into  his  own 
lungs  in  sympathetic  collaboration.  But 
it  did  no  good,  and  each  day  Stanley’s 
lungs  grew  weaker  and  more  fragile.  He 
was  as  dizzy  as  a young  school  girl 
about  to  swoon  at  her  first  dance.  In 
fact,  he  could  barely  summon  the 
strength  to  breathe  at  all,  and  when  he 
did  it  was  of  such  shallow  capacity  that 
only  one-tenth  of  what  was  needed  was 
actually  had. 

Of  course,  Stanley  little  knew  and  lit- 
tle cared  about  these  technicalities.  He 
knew  only  that  his  lungs  felt  on  fire  as  if 
they  were  winged  chariots.  He  pushed 
and  pulled;  he  tugged  and  coaxed  the  re- 
luctant muscles  and  they  seemed  ig- 
nited, enflamed  by  their  residual  weak- 
ness; and  yet  amidst  all  of  this  labor,  he 
felt  strangely  safe,  secure  and  even 
calm  within  himself  as  if  he  were  sitting 
on  a sunny  hillside  one  spring  day  and 
heard,  far  off,  the  labored  rise  and  fall 
of  a distant  pump.  It  had,  or  so  it 
seemed,  altogether  everything  and  alto- 
gether nothing  to  do  with  him. 

But  now  the  slow  revolutions  of  dizzi- 
ness turned  instead  to  an  increased 
spinning  which  accelerated  even  as  it 
deepened.  A vortex  opened  up  and 
therein  a cone  emerged  into  which  he 
seemed  to  tumble  effortlessly.  As  the 
walls  closed  in,  so  did  the  apex  of  the 
cone  expand  as  if  to  welcome  him.  It 
was  not  unpleasant;  it  was  neither  pain- 
ful nor  even  frightening,  but  rather 
moist,  pliant,  and  rather  delicious  or— 
perhaps  delirious— with  its  smooth,  tex- 
tured slopes.  He  fell— or  rather  floated 
to  a fall— within  this  immense  pleasure 
dome  of  gyrating  moisture,  gloss,  and 
substance. 

Suddenly,  just  as  suddenly  as  it  had 
started,  it  stopped.  He  stopped  as  well! 
Suspended  in  mid-air  like  a bird  in  glid- 
ing flight,  all  motion  ceased.  And  then 
he  fell;  he  fell  straight  and  with  im- 
mense speed,  in  a perfect  gravitational 
drop,  to  the  very  bottom  of  the  cone. 
Whether  he  reached  it  or  whether  he 
didn't,  he  could  little  tell  for  all  light 
ceased  as  he  approached  the  opening.  It 
was  at  an  end;  it  was  finished;  he  be- 
came what  he  was  not!  □ 
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In  addition  to 
effective  relief  of 
anxiety  associated 
with  depressive 
symptoms... 


among  leading 
benzodiazepines, 
has  proof  that  its 
pharmacokinetics 
are  not 


significantly 
altered  by  age.1 


With  Ativan,  elimination  ; 
half-life  was  very  similar 
between  young  and 
elderly  groups  tested; 
differences  did  not 
approach  statistical 
significance.1 
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Ativan®,  which  is  conjugated 
rather  than  oxidized,  shows  little 
difference  in  half-life  (tYs) 
between  young  and  elderly 
subjects? 
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Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 
u,  _ or  tension  associated  with  stress  of  everyday  life  usually  does 

# — 

^ Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 
Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
eg.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months. 


Effectiveness  in  long-term  use.  i.e . more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient 
Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 
glaucoma 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide. 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function.  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day.  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day).  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established. 

ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 


CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY:  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  In  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered. 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuromde. 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3,4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance. various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety 
Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines. 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S.P  Usefulness  of  dialysis  has  not  been  determined. 


DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 
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HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 
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Statewide  health  survey  reveals  risky  behavior 


Catherine  Becker,  MA,  MPH 

Decreases  in  the  incidence  of  heart 
disease,  cancer,  and  accidents  are 
possible  through  modification  of  those 
health  behaviors  that  increase  risk. 
Healthy  People,  the  Surgeon  General’s 
report  on  health  promotion  and  disease 
prevention,  estimated  that  half  of  all 
premature  mortality  in  the  United 
States  can  be  attributed  to  health  risks 
such  as  smoking,  alcohol  and  drug  mis- 
use, improper  diets,  physical  inactivity, 
stress,  and  failure  to  adhere  to  safety 
practices. 

To  assess  the  prevalence  of  these 
health  risks,  the  Pennsylvania  Depart- 
ment of  Health  conducted  in  November 
1982,  a statewide  telephone  interview 
survey  with  a random  sample  of  904 
adults  aged  18  to  64.  The  Health  Risk 
Prevalence  Survey,  the  first  of  its  kind 
in  Pennsylvania,  showed  that  most  of 


Billye  June  Eichelberger,  RD,  MPH 

those  participating  felt  their  health  was 
excellent  or  good.  However,  their  an- 
swers to  questions  concerning  health 
risks  indicate  that  problem  areas  still 
exist. 

Smoking 

In  1982,  the  Pennsylvania  Medical 
Society  branded  smoking  as  a public 
health  hazard  to  the  smoker  and  non- 
smoker.'  Called  the  largest  single  pre- 
ventive cause  of  illness  and  premature 
death,  smoking  has  been  shown  to  in- 
crease the  risk  of  incurring  four  of  the 
five  leading  causes  of  death  in  Pennsyl- 
vania. The  two  most  recent  Surgeon 
General's  reports  on  smoking  and 
health  estimated  that  one  third  of  all 
deaths  from  cancer  and  heart  disease 
can  be  attributed  to  cigarette  smoking. 

The  Pennsylvania  Health  Risk  Preva- 


Alden  Small,  PhD 

lence  Survey  found  that  one  third  of  all 
respondents  were  cigarette  smokers. 
The  rates  were  the  same  for  males  and 
females.  Smoking  rates  in  men  and 
women  were  once  widely  divergent,  but 
rates  have  been  converging  recently, 
mainly  due  to  two  facts:  more  young  fe- 
males are  starting  to  smoke  than  young 
males,  and  women  who  smoke  are  not 
as  likely  to  quit  smoking  as  men.  In  the 
Pennsylvania  survey,  half  of  the  males 
who  ever  smoked  cigarettes  indicated 
that  they  had  quit,  while  only  30  per- 
cent of  the  females  who  ever  smoked 
had  quit. 

The  smoking  rates  were  highest  in 
women  of  childbearing  age.  Two  out  of 
five  women  age  18  to  44  were  smokers. 
This  statistic  is  alarming  for  a number 
of  reasons.  Smoking  during  pregnancy 
increases  the  risk  of  stillbirths,  sponta- 
neous abortions,  and  infants  with  low 
birth  weights.  Children  whose  parents 
smoke  experience  more  pneumonia  and 
other  respiratory  illnesses  than  children 
of  nonsmoking  parents.  Also,  parents 
who  smoke  serve  as  poor  role  models  for 
their  children.  Regardless  of  parental 
admonitions  not  to  smoke,  children 
whose  parents  smoke  are  twice  as  likely 
to  become  smokers  as  children  of  non- 
smoking parents. 

During  the  survey,  all  smokers  were 
asked  if  they  had  ever  been  told  by  their 
physicians  to  stop  smoking  or  cut 
down.  Only  40  percent  of  the  respon- 
dents who  smoke  reported  receiving 
such  advice.  Physicians  are  respected 
sources  of  health  information  and  exert 
powerful  influences  on  their  patients’ 
behavior.  A recent  study  found  that  a 
five  minute  period  of  information  and 
counseling  by  general  practitioners  was 
successful  in  getting  5 percent  of  their 
patients  to  quit  smoking."’  Although  the 
proportion  of  smokers  who  quit  as  a 
result  of  physician  advice  seems  small, 
the  number  of  people  reached  by  physi- 
cians is  large  and  a patient  education 
program  performed  by  physicians  can 
be  very  effective. 

According  to  the  Pennsylvania  sur- 
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vey  80  percent  of  the  respondents  re- 
ported having  a routine  medical  exam 
at  least  once  every  three  years.  Assum- 
ing that  5 percent  of  patients  would 
quit  upon  physician  advice,  there  would 
be  100,000  fewer  adult  smokers  in 
Pennsylvania  by  1988  if  all  people  who 
had  routine  medical  examinations  were 
advised  by  their  physicians  to  quit 
smoking. 

Accident  prevention 

Fatalities  from  traffic  accidents  are 
the  sixth  most  frequent  cause  of  death 
in  Pennsylvania.  Contributing  to  this 
are  risk  factors  that  can  be  modified 
such  as  drunk  driving  and  not  wearing 
seat  belts. 

According  to  the  results  of  the  Penn- 
sylvania survey,  only  18  percent  of  the 
respondents  reported  that  they  always 
wear  a seat  belt  while  riding  in  a car. 
Two-thirds  of  the  respondents  seldom 
or  never  use  their  seat  belts.  A number 
of  studies  have  shown  that  using  seat 
belts  reduces  fatalities  and  injuries  by 
as  much  as  50  percent.' 

A great  risk  factor  for  traffic  acci- 
dents is  drunk  driving.  A review  of 
more  than  twenty  studies  found  a third 
or  more  drivers  in  fatal  accidents  had 
blood  alcohol  concentrations  above  the 
usual  legal  standard  for  drunk  driving 
(0.10  percent).4  In  an  attempt  to  obtain 
an  estimate  of  drunk  driving  episodes, 
surveyors  asked  two  different  ques- 
tions. Both  yielded  identical  prevalence 
estimates:  Approximately  5 percent  of 
the  respondents  said  they  had  driven  a 
car  while  drunk  at  least  once  in  the  four 
weeks  prior  to  the  survey.  Applying  this 
rate  to  Pennsylvania’s  population 
results  in  an  estimate  of  close  to 
400,000  adults  who  had  driven  a car 
while  drunk  at  least  one  time  during  Oc- 
tober 1982. 

Diet  and  obesity 

Over-consumption  of  sugar,  dietary 
fat,  salt,  alcohol  and  cholesterol  as  well 
as  inadequate  consumption  of  dietary 
fiber  have  been  linked  to  heart  disease, 
certain  types  of  cancer,  diabetes,  hyper- 
tension, cirrhosis,  and  dental  caries. 
These  eating  habits  are  also  related  to 
obesity,  which  is  a hazard  to  health. 

Obesity,  or  excessive  fatness  of  the 
body,  is  probably  the  most  widespread 
nutritional  problem  in  America  today. 
It  is  associated  with  increased  risk  of 
hypertension,  heart  disease,  stroke,  dia- 
betes with  onset  in  adulthood,  and 


arthritis,  gallbladder  diseases,  and  com- 
plications during  pregnancy  and  sur- 
gery. 

Obesity  is  typically  defined  as  a con- 
dition in  which  the  body  weight  is  20 
percent  above  desirable  weight.  Using 
the  desirable  height/weight  ratios  as  es- 
tablished by  the  Metropolitan  Life  In- 
surance Company,  it  was  established 
that  21  percent  of  the  male  respondents 
and  27  percent  of  female  respondents  in 
the  survey  were  obese.  The  survey 
showed  that  87  percent  of  the  respon- 
dents who  were  obese  recognized  their 
problem  and  40  percent  were  on  a 
“diet"  to  lose  or  maintain  weight.  How- 
ever, research  indicates  that  "going  on  a 
diet"  has  become  one  of  the  great  Amer- 
ican pastimes,  especially  among  the 
obese  and  the  overweight.  The  desire 
for  thinness,  whether  to  gain  good 
health  or  pleasing  appearance,  leads 
Americans  to  spend  billions  of  dollars 
annually  on  weight  reduction  diet  gim- 
micks and  gadgetry.  Obese  and  over- 
weight individuals  could  benefit  from 
medical  advice  concerning  safe  and 
sound  weight. 

Physical  activity 

The  health  benefits  of  physical  exer- 
cise have  not  been  studied  as  exten- 
sively as  have  health  risks  such  as 
smoking.  It  is  generally  believed  that 
regular,  vigorous  exercise  reduces  the 
risk  of  coronary  heart  disease  through 
its  effect  on  blood  pressure,  cholesterol, 
and  weight.  Doing  vigorous  exercises 
for  20  to  30  minute  intervals  at  least 
three  times  a week  is  generally  thought 
to  be  the  most  beneficial  program  for 
the  cardiovascular  system.  According 
to  the  Pennsylvania  survey,  approxi- 
mately three  out  of  ten  respondents 
were  participating  in  an  active  sport 
three  times  a week  or  more  often,  and 
for  an  average  of  30  minutes  or  more  on 
each  occasion.  Two  out  of  five  respon- 
dents never  participated  in  any  active 
sports  or  physical  exercises. 

Stress 

Asked  to  enumerate  the  major  prob- 
lems that  are  keeping  them  from  taking 
better  care  of  their  health,  the  respon- 
dents in  a recent  study  pointed  to  stress 
of  living  in  modern-day  society.  To  as- 
sess the  prevalence  of  common  every- 
day stress,  the  surveyors  asked  all  re- 
spondents how  often  they  got  upset  or 
irritable  with  other  people  around  them. 
Over  half  of  the  survey  respondents  in- 
dicated that  they  were  often  or  some- 
times upset  with  others. 


When  people  are  under  stress,  they 
can  cope  with  the  tension  they  feel  in 
constructive  and  healthy  ways  such  as 
talking  about  the  problem  with  friends 
or  exercising.  Only  16  percent  of  the 
survey  respondents  reported  that  they 
would  drink  and  9 percent  reported 
they  would  take  medication  or  pills  to 
relieve  feelings  of  stress. 

Conclusion 

The  Pennsylvania  Health  Risk  Preva- 
lence Survey  contains  data  on  high 
blood  pressure,  cancer  detection,  and 
other  health-related  practices.  Overall, 
the  results  of  the  survey  are  consistent 
with  the  findings  of  the  National 
Health  Practice  and  Health  Conse- 
quences Survey1’  and  show  that  certain 
health  risks  are  common  in  the  popula- 
tion, but  could  be  minimized. 

Recent  decades  have  witnessed  de- 
clines in  smoking  and  reduced  con- 
sumption of  foods  high  in  saturated 
fats  and  cholesterol.  These  trends  dis- 
prove the  myth  that  adults  cannot 
change  their  habits.  They  also  point  to 
the  effectiveness  of  educational  pro- 
grams which  counteract  the  promotion 
of  unhealthy  lifestyles  by  the  numerous 
commercial  campaigns  appearing  in  the 
media.  Nevertheless,  the  Pennsylvania 
Health  Risk  Prevalence  Survey  indi- 
cates a need  for  continued  program- 
ming aimed  at  reducing  health  risks. 

Physicians  can  play  an  important  role 
in  this  effort  by  educating  patients  or 
by  referring  them  to  reputable  commu- 
nity health  education  and  risk  reduc- 
tion programs.  As  respected  citizens  in 
their  communities,  physicians  can  also 
give  their  support  to  improvements  in 
health  education  in  the  schools  as  well 
as  to  policies  that  discourage  people 
from  smoking,  abusing  alcohol,  or  prac- 
ticing other  risky  behaviors.  Copies  of 
the  Health  Risk  Prevalence  Report  are 
available  from  the  health  department 
on  request.  □ 
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its  traditional  cottage  industry 
structure,  physicians  are  beginning  to 
explore  practice  and  organizational 
changes  that  may  provide  security  in 
the  changing  economic  and  competitive 
environment.  In  the  many  undertak- 
ings being  considered— everything  from 
hospital  joint  ventures  to  physician  pro- 
vider groups  to  IPAs— one  strong  trend 
we  have  noticed  is  the  interest  in  group 
practice  mergers. 

Practice  mergers  can  provide  a good 
starting  point  for  dealing  with  the 
present  and  expected  changes  in  the 
health  care  business  environment. 

Practice  mergers  essentially  present 
a quick  avenue  to  growth  and  eventual 
“bigness.”  That  “bigness”  will  be  es- 
sential to  successful  survival  in  the 
years  ahead  for  it  provides  what  many 
practices  lack  today— capital  for  expan- 
sion and  new  ventures;  a pool  of  doctors 
to  draw  from  for  leadership  roles;  orga- 
nizational credibility  to  hospitals,  insur- 
ers, and  other  big  players  in  the  health 
care  game;  and  most  important,  signifi- 
cant market  share.  Although  these  ben- 
efits do  not  automatically  flow  if,  for  ex- 
ample, two  solo  practitioners  join 
forces,  the  resulting  combined  practice 
is  one  step  further  along  the  path  to 
what  we  perceive  will  be  the  disirable 
practice  format  for  the  future. 

Choosing  a merger  partner 
The  choice  of  a potential  merger 
“partner”  is  critical.  Preferable  candi- 
dates are  those  practices  which  (1)  are  a 
known  quantity  in  terms  of  medical  phi- 
losophy and  scope  of  practice  as  well  as 
member  physicians’  personalities, 
(2)  provide  somewhat  different  services 


or  serve  a different  geographic  market, 
and  (3)  appear  to  share  similar  views  on 
the  business  direction  of  medical  prac- 
tice and  the  health  care  environment. 
Not  all  parties  to  successful  mergers 
have  fulfilled  these  criteria,  yet  com- 
mon philosophies  about  medicine  and 
business,  as  well  as  complementary 
practice  markets  serve  as  an  excellent 
starting  point,  improving  the  overall 
chances  for  success. 

Preliminary  issues 

Upon  selecting  a “target”  for  poten- 
tial merger  several  questions  need  to  be 
addressed. 

First,  will  a merger  be  legally  permis- 
sible under  the  antitrust  laws?  While 
monopolies  themselves  are  not  illegal, 
actively  taking  steps  to  create  a monop- 
oly is.  Similarly,  any  merger  that  will 
substantially  lessen  competition  in  a 
given  market  violates  federal  law.  If 
there  is  the  slightest  chance  that  an  an- 
titrust violation  could  occur,  competent 
legal  advice  must  be  sought.  It  may  be 
advisable  to  seek  advisory  opinions 
(“no  action”  letters)  from  the  Justice 
Department  and  Federal  Trade  Com- 
mission. Those  letters,  if  favorably  ren- 
dered, indicate  that  the  government 
will  take  no  action  and,  while  not  com- 
plete protection  against  a private  suit, 
are  strong  evidence  that  the  antitrust 
laws  were  not  impinged. 

Second,  the  parties  should  ask  them- 
selves and  their  advisors  whether  a true 
merger  will  best  serve  the  objectives  to 
be  attained.  For  example,  we  recently 
consulted  two  hospital  based  radiology 
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groups  whose  only  common  ground  was 
interest  in  a particular  outpatient  mar- 
ket. The  basic  interests,  arrangements, 
and  entanglements  of  these  potential 
merger  candidates  were  so  radically  dif- 
ferent that  it  was  obvious  a merger 
would  not  succeed.  Instead,  a joint  ven- 
ture affiliating  the  groups  solely  for  ser- 
vicing the  commonly  desired  outpatient 
market  was  proposed  and  should  fit  the 
situation  best. 

The  principal  idea  here  is  that  al- 
though merger  may  sound  attractive 
there  are  other  approaches  that  may 
work  better  in  a specific  situation.  In 
various  client  undertakings  originally 
represented  to  involve  a true  merger 
what  has  resulted  has  often  been  some- 
thing else— outright  acquisitions,  group 
marketing  associations,  joint  ventures, 
partnerships  of  professional  corpora- 
tions, and  contract  medicine  entities 
such  as  HMOs  or  PPOs. 

The  third  question  relates  to  laying 
the  ground  rules  for  future  discussions. 
Parties  to  merger  discussions  should 
enter  a “pre-merger  agreement”  cover- 
ing such  things  as  cost  sharing  of  mer- 
ger related  expenses,  promises  not  to 
use  information  gained  in  the  talks  to 
the  other  practice’s  detriment,  and  mu- 
tual indemnification  from  each  group’s 
tax,  malpractice,  and  other  potential  lia- 
bilities. Along  the  same  lines  it  may  be 
desirable  to  initiate  a common  back  ac- 
count to  fund  joint  costs  related  to  the 
potential  merger. 

Finally,  decide  on  a set  of  common  ad- 
visors. These  may  be  “special  counsel” 
retained  solely  to  guide  the  merger  pro- 
cess or  the  advisors  the  group  expects 
to  use  in  an  ongoing  manner.  Consider 
beforehand  who  will  be  needed.  Cer- 
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tainly  expert  tax,  accounting,  and  re- 
tirement planning  advice  is  required. 
Also,  antitrust  legal  help,  marketing  ad- 
visors, insurance  advice,  and  general 
practice  management  help  often  will  be 
desirable.  Merger  gives  established 
practices  a chance,  to  evaluate  and  plan 
how  all  arrangements  of  the  new  group 
will  function— an  opportunity  not  really 
available  when  most  practices  started. 
That  chance  should  be  seized  and  the 
best  outside  help  made  available  so  that 
the  members  of  the  restructured  prac- 
tice make  the  most  of  their  situation. 

Pre-merger  discussions 
Physicians  contemplating  merger 
should  recognize  that  such  transactions 
simply  do  not  happen  overnight.  A 
good  twelve  months  of  discussion  and 


work  is  needed  from  the  time  the  pre- 
merger agreement  is  signed.  Doctors 
should  not  begrudge  this  time.  It  is  bet- 
ter to  work  out  as  many  issues  as  possi- 
ble beforehand  than  to  risk  an  unaccept- 
able association  that  must  later  be 
dissolved.  Time  spent  up  front  simply 
helps  eliminate  the  chance  for  mistakes 
and  misunderstanding  and  removes  po- 
tential problems  from  the  after-merger 
time  frame  when  the  physicians’  efforts 
are  needed  for  revamping  practice  pat- 
terns to  fit  the  new,  enlarged  group. 

All  of  the  doctor  members  of  poten- 
tially merging  practices  need  to  meet 
and  discuss  the  prospect.  After  all,  ev- 
ery physician  will  want  to  be  sure  who 
his  or  her  “partners”  are  going  to  be. 
While  total  group  involvement  is  impor- 
tant and  not  to  be  overlooked,  except  in 


solo  practice  or  very  small  group  mer- 
gers, every  doctor  should  not  partici- 
pate in  discussion  of  every  issue.  Thus  a 
representative  or  at  most  two  represen- 
tatives should  be  appointed  by  each 
group  to  keep  the  “merger  committee” 
to  a workable  size.  Similarly,  one  of  the 
prime  players  should  be  appointed  to 
ride  herd  on  the  various  outside  advi- 
sors to  be  certain  that  needed  advice  is 
available  on  a timely  basis. 

Reach  accord  on  the  variety  of  is- 
sues—income  division,  buy-outs,  prac- 
tice decision-making  and  leadership,  en- 
try to  co-ownership,  retirement  policy, 
permitted  vacation  and  meeting  time, 
sick/disability  pay,  on-call  obligations, 
etc.  A practice  merger  may  be  a great 
business  decision,  but  if  the  physician 
members  cannot  be  accommodated  sue- 
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cessfully,  the  merged  group  may  not 
last  very  long.  On  the  other  hand,  one 
or  two  recalcitrant  doctors  should  not 
stand  in  the  way  of  a sensible  merger. 
Often  the  best  way  to  grow  is  by  sub- 
traction first! 

Assuming  common  footing  in  terms 
of  medical  practice  philosophy,  perhaps 
the  most  critical  issue  for  pre-merger 
discussion  is  the  mission  and  future  di- 
rection for  the  combined  group.  In  the 
area  of  business,  where  will  the  practice 
go  and  how  quickly?  Will  those  direc- 
tions satisfy  the  individual  doctors’  de- 
sires, which  provided  motivation  for  the 
merger  idea  in  the  first  place?  Working 
out  this  long  range  business  plan  prior 
to  merger  provides  some  security  and 
assurance  that  the  post-merger  practice 
will  be  satisfactory. 

Next  consider  what  impact  a merger 
will  have  within  the  medical,  hospital, 
and  patient  communities.  Will  hospital 
administration  or  other  personnel  feel 
threatened?  Will  referral  sources  be 
gained,  lost,  or  remain  unchanged?  Will 
patients  perceive  the  move  as  favorable 
(more  service,  better  hours,  etc.)  or  un- 
favorable (too  large  to  receive  personal 
attention).  If  unfavorable  reactions  will 
occur,  how  can  those  potential  nega- 
tives be  defused  before  they  impact  the 
combined  practice? 

Examine  how  merged  practices  will 
function  as  a practical  matter.  What 
hospitals  will  be  covered,  how  will  of- 
fices be  staffed,  what  third  party  insur- 
ance arrangements  will  be  appropriate, 
what  billing,  collection,  and  accounting 
system  should  be  used?  Will  present  lay 
staff  be  too  few  or  too  many?  What  non- 
doctor managers  or  administrators  will 
be  needed?  All  phases  of  the  combined 
practice  should  be  evaluated  and  deci- 
sions reached  to  improve  patient  ser- 
vice and  satisfaction  as  well  as  business 
efficiency. 

Finally,  turn  your  attention  to  the  ac- 
tual mechanics  of  the  merger.  The  basic 
concern  is  how  to  measure  each  prac- 
tice’s worth  and  then  the  means  for 
equalizing  the  contribution  that  each 
party  brings  to  the  merger.  Practice  val- 
uation in  this  setting  principally  means 
defining  formulae  for  application  to 
each  practice’s  hard  assets,  accounts  re- 
ceivable, and  goodwill.  Occasionally 
other,  items  will  need  to  be  valued  also, 
potentially  including  particularly  valu- 
able below  market  leases,  tax  credits, 
and  carryforwards,  very  large  supply 
inventories,  real  estate  and  the  like. 

While  valuation  generally  presents 
few  problems,  equalizing  each  party’s 
contribution  can  be  fraught  with  diffi- 


culty, particularly  where  very  unequally 
sized  practices  are  involved.  This  is  par- 
ticularly the  case  where,  despite  an 
agreed  upon  valuation  approach,  one 
side  or  the  other  does  not  like  the  an- 
swer and  so  attempts  to  renegotiate  the 
formula.  Still,  equalizing  contributions 
can  be  managed.  In  some  cases  a prede- 
termined level  of  cash  will  be  left  in  one 
corporation.  Or  one  practice’s  owners 
may  receive  stock  plus  cash  in  the  mer- 
ger transaction.  Accounts  receivable 
and  occasionally  goodwill  differentials 
are  often  handled  by  income  division 
differentials  over  the  first  several  years 
post-merger  or  even  by  special  buy-out 
provisions. 

Consumating  the  merger 

From  a tax  standpoint  a properly 
handled  merger  is  tax  free  (except  for 
cash  or  other  value  received  in  addition 
to  stock)  to  the  participants.  And  while 
the  transaction  may  be  technically  ex- 
acting from  the  legal  standpoint,  this 
rarely  needs  to  be  of  major  concern  to 
the  doctors. 

Instead  there  are  a huge  number  of 
practical  matters  which  require  physi- 
cian attention,  both  in  making  decisions 
before  the  merger  and  in  implementing 
those  decisions  after  the  merger.  For  ex- 
ample, at  least  one  of  the  pre-merger 
practice’s  names  must  be  changed. 

Staff  job  descriptions  need  adjust- 
ment and  often  policy  manuals,  fringe 
benefit  provisions,  and  salaries  will  re- 
quire modification  to  integrate  the  prac- 
tices with  each  other.  It  is  usually  not  a 
good  idea  to  leave  all  lay  staff  in  the 
same  pre-merger  office  and  position. 
Rather  staff  should  be  truly  integrated 
so  that  as  little  identification  with  the 
pre-merger  employing  practice  and  doc- 
tors remains.  Too  much  staff  loyalty  to 
one  practice  or  doctor  can  become  the 
wedge  that  drives  a merged  group 
apart. 

Similarly,  patient  charts  should  be  re- 
vamped to  a single  format;  stationery 
and  practice  signs  should  be  changed; 
fee  schedules  should  be  unified,  and  so 
on.  Third  party  assignment  accounts 
should  be  brought  up  to  date.  Typically 
the  merged  group  will  receive  new  pro- 
files reflecting  their  historical  charges 
set  at  the  median  fee  rate  (based  on  fre- 
quency of  the  charges)  for  the  pre- 
merger practices  combined.  It  is  worth- 
while to  verify  that  this  happens 
correctly;  third  parties  often  err  in  this 
calculation  so  that  a watchdog  attitude 
is  appropriate. 

Discussions  leading  up  to  merger  are 
usually  kept  secret  so  that  no  embar- 


rassment occurs  if  the  talks  become  un- 
productive. But  doctors  should  plan  to 
take  advantage  of  the  marketing  oppor- 
tunity a merger  provides.  A letter  an- 
nouncement to  physicians,  hospital  per- 
sonnel, pharmacies  and  the  like  should 
usually  precede  announcement  to  pa- 
tients and  the  general  public.  Letting 
colleagues,  especially  practice  referral 
sources,  know  of  the  merger  before  oth- 
ers is  not  only  a courtesy  but  may  help 
avoid  doctor  complaints  that  they  were 
“the  last  to  know"  or  had  to  “find  out 
from  the  patients.’’ 

A more  extensive  letter  should  be 
sent  to  all  active  and  inactive  patients. 
That  letter  should  not  only  describe  the 
merger  but  also  suggest  the  benefits  to 
patient  care  and  service  which  are 
hoped  to  come  as  a result.  Press  re- 
leases should  also  be  sent  to  all  newspa- 
pers both  before  and  after  the  merger 
date. 

Bail  out  provisions 

Even  with  long,  sincere  pre-merger 
discussions  and  planning,  not  every 
merger  will  be  successful.  It  will  be  im- 
possible to  completely  return  each 
group  to  its  pre-merger  status  quo  but, 
to  the  extent  possible,  provision  should 
be  made  to  do  that  in  the  event  the 
merged  practice  falls  apart  in  the  initial 
twelve  or  twenty-four  months  of  joint 
practice.  Patient  charts  might  be 
marked  to  indicate  the  contributing 
practice  and  rules  established  for  the 
distribution  of  new  patient  charts.  In- 
ventories of  hard  assets  contributed 
might  also  be  kept.  Original  practice 
telephone  numbers  might  be  returned 
and  any  new  numbers  abandoned.  Like- 
wise a new  practice  name  adopted  upon 
merger  should  be  “killed"  so  that  no 
one  may  benefit  from  it  after  a split  up. 
These  issues  and  others  need  to  be  ad- 
dressed up  front  so  that  a split  up, 
should  it  occur,  leaves  little  to  be  de- 
cided when  emotions  undoubtedly  will 
be  running  high. 

Conclusion 

With  the  health  care  industry 
strongly  consolidating  and  the  eco- 
nomic environment  radically  changing, 
physicians  should  look  to  their  own  fu- 
ture practices.  One  potential  safe  haven 
lies  in  larger  group  practices,  leading  es- 
tablished practices  to  evaluate  the  pos- 
sibility of  merger  with  other  groups. 
With  proper  planning,  merger  of  prac- 
tices will  most  often  be  successful,  re- 
sulting in  an  enhanced  practice  situa- 
tion for  physicians  and  their  patients. 

□ 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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physicians  in  the  news 


The  National  Child  Labor  Committee 
presented  Thomas  C.  Royer,  MD,  Dan- 
ville, with  a 1985  Lewis  W.  Hine  Award 
for  service  to  the  nation’s  youth.  Dr. 
Royer,  who  was  one  of  10  recipients  of 
this  award,  was  given  special  recogni- 
tion for  his  voluntary  development  of  a 
public  information  program  to  prevent 
poisonings.  He  also  was  cited  for  his 
successful  campaign  to  bring  a Ronald 
McDonald  House  to  Danville  to  house 
family  members  of  children  who  are  pa- 
tients at  Geisinger  Medical  Center,  and 
for  his  work  in  establishing  Camp  Dost, 
one  of  the  first  camps  for  children  with 
cancer.  Dr.  Royer  is  senior  vice  presi- 
dent and  medical  director  of  Geisinger 
Medical  Center. 

George  A.  Deitrick  III,  MD,  a general 
surgeon  in  Philadelphia,  was  presented 
with  the  Orville  C.  King,  MD,  Surgical 
Award  at  the  annual  dinner  of  Pennsyl- 
vania Hospital’s  department  of  surgery. 
Dr.  Deitrick  was  honored  for  his  contri- 
butions to  the  education  of  surgical  resi- 
dents. 

R.  Barrett  Noone,  MD,  Philadelphia, 
has  been  installed  as  president  of  the 
Northeastern  Society  of  Plastic  Sur- 
geons. Membership  in  the  Northeastern 
Society  is  open  to  all  Board  certified 
plastic  surgeons  practicing  in  the  north- 
eastern United  States. 

Sandor  S.  Shapiro,  MD,  has  been  ap- 
pointed director  of  Thomas  Jefferson 
University’s  Cardeza  Foundation  for 
Hematologic  Research.  He  will  also 
serve  as  director  of  the  division  of  he- 
matology of  the  department  of  medicine 
at  the  university.  The  Cardeza  Founda- 
tion was  established  to  research  disor- 
ders of  the  blood. 

James  B.  Couch,  MD,  has  been  named 
director  of  health  and  medical  systems 
at  Hahnemann  University.  Dr.  Couch 
also  serves  as  director  of  medical  educa- 
tion for  Hahnemann  University  Hospi- 
tal and  is  a member  of  the  hospital’s 
medical  staff.  An  attorney  as  well  as  a 
physician,  Dr.  Couch  previously  was 
with  the  Philadelphia  law  firm  Duane 
Morris  & Heckscher,  where  he  served  as 
counsel  for  medicolegal  affairs. 

Bernard  Sigel,  MD,  Philadelphia,  spoke 
on  ultrasonic  imaging  at  two  recent 


medical  meetings.  Dr.  Sigel  moderated 
a course  on  surgical  applications  of  ul- 
trasound at  the  annual  meeting  of  the 
American  Institute  of  Ultrasound  in 
Medicine.  Also,  at  a meeting  of  the 
American  College  of  Surgeons  in  Chi- 
cago, he  participated  as  a member  of  a 
panel  in  a discussion  of  technology  in 
the  operating  room.  Dr.  Sigel  is  profes- 
sor and  chairman  of  surgery  at  the 
Medical  College  of  Pennsylvania. 

Milton  A.  Wohl,  MD,  Elkins  Park, 
served  as  chairman  of  a workshop  at  a 
meeting  of  the  Association  of  Orthope- 
dic Chairmen.  The  workshop  dealt  with 
the  problems  of  orthopedic  residencies 
outside  the  medical  school  setting.  The 
gathering  was  part  of  the  annual  meet- 
ing of  the  American  Association  of 
Medical  Colleges.  Dr.  Wohl  is  chairman 
of  the  division  of  orthopedic  surgery  at 
Albert  Einstein  Medical  Center’s 
Northern  Division. 

Irena  Koprowska,  MD,  Philadelphia,  re- 
ceived the  highest  honor  of  the  Ameri- 
can Society  of  Cytology,  the  Papanico- 
laou Award.  Dr.  Koprowska  is  professor 
of  pathology  at  Temple  University 
School  of  Medicine  and  director  of  the 
cytopathology  section  at  Temple  Uni- 
versity Hospital. 

Richard  M.  Fencel,  MD,  has  been  in- 
stalled as  president  of  the  medical  staff 
of  Polyclinic  Medical  Center,  Harris- 
burg. Dr.  Fencel  is  director  of  radiology 
at  the  medical  center.  Others  elected  to 
office  were  L.  Bruce  Althouse,  MD, 
president  elect;  Samuel  J.  Amuso,  MD, 
vice  president;  Frank  R.  Rudy,  MD,  sec- 
retary; and  Judy  A.  Carhart,  MD,  trea- 
surer. 

Albert  J.  Paul,  MD,  has  been  appointed 
vice  president  for  medical  planning  for 
Jeanes  Health  System,  Jenkintown.  Dr. 
Paul  has  spent  35  years  practicing  in- 
ternal medicine  in  the  Philadelphia 
area,  and  he  has  been  on  the  medical 
staff  of  Jeanes  Health  System  since 
1957. 

Dorothy  E.  G.  Dugger,  MD,  has  been 
appointed  assistant  professor  of  psychi- 
atry at  the  Medical  College  of 
Pennsylvania/Eastern  Pennsylvania 
Psychiatric  Institute  (MCP/EPPI).  As 
service  chief  at  the  institute,  she  directs 


a 17  bed  inpatient  unit.  Before  coming 
to  MCP,  Dr.  Dugger  conducted  research 
on  the  treatment  of  obsessive  compul- 
sive disorders  for  the  National  Institute 
for  Mental  Health. 

Allan  J.  Erslev,  MD,  Philadelphia,  has 
been  named  distinguished  professor  of 
medicine  at  Jefferson  Medical  College 
of  Thomas  Jefferson  University.  He  is 
one  of  two  faculty  members  in  the  his- 
tory of  the  university  to  receive  this 
honor.  Dr.  Erslev  was  the  first  scientist 
to  prove  the  existence  of  the  hormone 
erythropoietin  and  its  control  of  red  cell 
production. 

David  B.  Nash,  MD,  Philadelphia,  has 
been  appointed  deputy  editor  of  the 
journal  Annals  of  Internal  Medicine.  He 
is  a member  of  the  American  College  of 
Physicians,  the  American  Society  of  In- 
ternal Medicine,  and  the  American 
Academy  of  Medical  Directors.  He  cur- 
rently is  senior  fellow  at  the  Leonard 
Davis  Institute  of  Health  Economics, 
University  of  Pennsylvania. 

David  J.  Fish,  MD,  Philadelphia,  has 
been  named  the  recipient  of  the  first  an- 
nual Woodbridge  Award  for  Excellence 
in  Teaching.  The  award  was  instituted 
by  the  department  of  anesthesiology  at 
Temple  University  School  of  Medicine 
in  honor  of  Philip  D.  Woodbridge,  MD, 
who  served  as  chairman  of  the  depart- 
ment during  the  1940s.  Dr.  Fish  is  assis- 
tant professor  of  anesthesiology  and 
surgery  at  Temple  and  codirector  of 
Temple  University  Hospital’s  Surgical 
Intensive  Care  Unit. 

Joseph  F.  Nowoslawski,  MD,  Villanova, 
was  elected  president  of  Doctors  for  Di- 
saster Preparedness,  an  organization  of 
physicians  and  others  working  to  im- 
prove mass  casualty  care.  Dr.  No- 
woslawski is  an  emergency  physician. 

Thomas  E.  Baker,  MD,  Kingston,  has 
been  elected  president  of  the  Pennsyl- 
vania Society  of  Internal  Medicine 
(PSIM).  Dr.  Baker  is  a cardiologist  in 
Kingston,  and  is  president  elect  of  the 
Luzerne  County  Medical  Society.  Other 
officers  of  PSIM  for  1986  are  Bruce  L. 
Thomas,  MD,  Huntingdon,  president 
elect;  Theodore  Onifer,  MD,  Abington, 
secretary;  and  Gibert  Grossman,  MD, 
Jenkintown,  treasurer. 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae , H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  lor  prescribing 
information 

Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemoph  - 
ilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor. 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins):  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics.  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation. 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 

Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics,  in  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitesr 
tablets  but  not  with  Tes-Tape'  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor  ’ (cefaclor,  Lilly).  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0.18.  0 20,  0 21,  and  0 16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively.  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  15 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  ano  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults.  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200). 

(061782R) 


Note  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information 
©1984,  ELI  LILLY  ANO  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Eli  Lilly  Industries,  Inc 
Carolina,  Puerto  Rico  00630 
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Skiing  in  Pennsylvania 


A Downhill  Guide 


Name 

Vertical 

drop 

Trails/ 

slopes 

Lifts 

Snow- 

making 

Night 

skiing 

Adult 

prices 

Credit 

cards 

Additional 

information 

Snow  numbers 

Alpine  Mountain 

Alpine  Village 
Analomink  14  18320 
(800)  233-8240 

475  feet 

14 

4 (incl. 
Quad  lift) 

100% 

None 

$13.00 

$17.00 

AE,  M,  V 

Adult  accomp 
children  are  free 

(717)  421-7721 
(717)  595-2150 

Big  Boulder 

Box  412 

Lake  Harmony  18624 
(717)  722-0101 

475  feet 

11 

6 D,  1 T 

100% 

Nightly 

$18.00 

$21.00 

AE,  M,  V 

Half-day  ticket 

(717)  722-0104 

Blue  Knob 

P.O.  Box  247 
Claysburg  16625 
(814)  239-5111 

1 ,052  feet 

18 

2 D,  2 T, 
2 platters 

85% 

Nightly 

$16.00 

$21.00 

M,  V 

Multi-day  packages 

(814)  239-5111  (PA) 
(800)  458-3403  (out) 

Camelback 

Box  168 

Tannersville  18372 
(717)  629-1661 

800  feet 

27 

1 Q.  2 T, 
6 D,  1 J, 
1 T 

1 00% 

Nightly 

$20.00 

$23.00 

AE,  M,  V 

Bargain  Mondays 

(800)  532-8201  (PA) 
(800)  233-8100  (out) 

Doe  Mountain 

RD  1 

Macungie  18062 
(215)  682-7109 

500  feet 

10 

1 T,  3D 
1 T' , 2 Rope 

1 00% 

Nightly 

$15.00 
$18  00 

No 

Night  Rate 

(215)  682-7107 

Elk  Mountain 

RD  1 , Box  258 
Union  Dale  18470 
(717)  679-2611 

1 ,000  feet 

17 

5 D 

98% 

Nightly 

$16.00 

$20.00 

M,  V 

Racing  program 

(800)  982-4331  (PA) 
(800)  233-4131  (out) 

Hidden  Valley 

RD  4,  Box  243 
Somerset  15501 
(814)  443-6454 

571  feet 

11 

3 D,  1 D-T, 
1 rope 

90% 

Nightly 

$17.00 

$22.00 

AE,  M,  V 

5 and  under 
ski  free 

(800)  452-0893  (PA) 
(800)  458-0174  (out) 

Jack  Frost 

Box  37-A-1 
White  Haven  18661 
(71 7)  443-8425 

600  feet 

18 

7 D 

1 00% 

None 

$18.00 

$21.00 

AE,  M,  V 

$5  senior  citizen 
rate 

(717)  443-8425 

Laurel  Mountain 

P.O,  Box  328-A 
Boswell  15531 
(412)  238-6688 

900  feet 

12 

1 D,  1 P, 
1 rope 

90% 

Nightly 

$16.00 

$19.00 

V,  M 

Twilight  ticket 

(412)  238-4460 

Montage 

Box  3539, 
Scranton  18505 
(717)  969-7669 

1 ,000  feet 

9 

3 T,  1 D 

1 00% 

Nightly 

$16.00 

$19.00 

AE,  M,  V 

(800)  GOT  SNOW  (PA) 
(800)  VIP  SNOW  (out) 

Seven  Springs 

RD  1 

Champion  15622 
(814)  352-7777 

970  feet 

24 

7 T,  4 D, 
3 rope 

95% 

Nightly 

$20.00 

$25.00 

No 

NASTAR 

(800)  452-2223  (PA) 
(800)  458-2313  (out) 

Shawnee 

Shawnee-on-Delaware 

18356 

(717)  421-7231 

700  feet 

20 

7 D 

100% 

Nightly 

$19.00 

$21.00 

AE,  M,  V 

Equitable  Family 

(800)  982-4010  (PA) 
(800)  233-4218  (out) 

Ski  Liberty 

Carroll  Valley 
Fairfield  17320 
(71 7)  642-8282 

606  feet 

14 

1 Q,  3 D,  1 J 

100% 

Nightly 

$20.00 

$24.00 

AE,  M,  V, 
Choice 

NASTAR  and 
Equitable  Family 

(800)  382-1390  (PA) 
(800)  233-1134  (out) 

Ski  Roundtop 

RD  1 

Lewisberry  17339 
(717)  432-9631 

600  feet 

15 

1 T,  5 D, 

2 J 

100% 

Nightly 

$19.00 

$21.00 

AE,  M,  V, 
Choice 

NASTAR  and 
Equitable  Family 

(800)  382-1390  (PA) 
(800)  233-1134  (out) 

Spring  Mountain 

P.O,  Box  42 

425  feet 

4 trails  3 D, 

3 slopes  2 rope 

1 00% 

Nightly 

$11.00 

$14.00 

No 

Ladies'  and 
Men's  Days 

(215)  287-7300 
(215)  287-7900 

Spring  Mount  19478 

(215)  287-7900 __ 

Code:  Lifts:  Q-quad,  T-triple,  D-double,  D-T  dual  Triple,  P-poma,  T*-T-Bar,  J-J-Bar 

Snowmaking:  percentage 

Adult  prices:  weekday,  weekend,  and  holiday 

Credit  cards:  AE  (American  Express),  M (MasterCard),  V (Visa),  Choice 

Originally  appeared  in  Country  Magazine:  The  Best  of  Mid-Atlantic  Living,  (c)  1985  Country  Sun,  Inc,,  P.O.  Box  246,  Alexandria,  VA  22313, 


Are  you  a day  ski  enthusiast,  a 
destination-resort  vacationer,  or  a conference 
planner?  Pennsylvania  slopes  offer  the  best 
for  both  the  beginning  and  the  advanced 
skier. 

In  Pennsylvania,  the  emphasis  is  on 
individual  needs.  Ski  areas  are  offering 
additional  accommodations  such  as  night 
skiing  opportunities  and  child  care  centers, 
as  well  as  capital  improvements  such  as 
added  trails  and  increased  snow-making 
capabilities. 

The  Downhill  Guide  is  designed  to  help  you 
locate  the  slope  for  your  needs. 


SKI  BLUE  KNOB! 

Blue  Knob  has  been  recognized  as  one  of  the 
best  ski  resorts  for  intermediate  and  ad- 
vanced skiers. 

This  year  we  have  3 new  slopes,  all  black  dia- 
monds. 

With  the  new  snow-making  equipment  we 
have  on  hand  we  will  be  able  to  make  great 
snow. 

Come  Ski  The  Top- 

Ski  Blue  Knob! 


The  Big  Two 


Ski  two  of  the  Poconos  finest  full  serv- 
ice ski  areas.  With  luxury  accommoda- 
tions right  at  the  resorts,  you're  assured 
a complete  winter  escape  to  a wonder- 
land of  fun  and  relaxation. 

Enjoy  30  slopes  and  trails,  14  lifts, 
100%  snowmaking,  seven  nights  of  ski- 
ing at  Big  Boulder  (til  midnite  Friday  and 
Saturday),  and  more!  Children  under  six 
ski  free  when  accompanied  by  an  adult. 
There's  even  free  babysitting  and  plenty 
of  kids  programs  to  choose  from. 


SKI  & STAY  $ 
MIDWEEK 
SPECIAL  < 


321’ 


per  person  per  night 
based  on  a two  night  stay 
quad  occupancy 


RESERVATIONS:  (717)  443-8428 

Jack  Frost  Mountain  Big  Boulder  Ski  Area 
Ski  Area  On  Big  Boulder  Lake 

HCR  *1.  Box  37-A-l  Kidder  Township.  PA  18624 

White  Haven.  PA  18661  (717)  722-0101 

(717)  443-8425 


the  Villages  on 

Big  Boulder  Lake 

Blue  Heron 
Midlake 

• Lift  ticket  discounts 
to  the  Big  Two 

• Accommodations  in 
fully  furnished  town- 
houses  or 
condominiums 

• Fireplace  and  full 
kitchen  in  each 

• Soaking  tubs  in 
each  Blue  Heron 
townhouse 

• Cross  country  trails 

9 Jack  Frost 
^ Mountain 

Snow  Ridge  Village 

• Lift  ticket  discounts 
to  the  Big  Two 

• Accommodations  in 
one  and  two  bdr  fully 
furnished  townhouses 

• Slopeside  location 

• Fireplace  and  full 
kitchen  in  each 

• Hot  tubs  in  many  (by 
request  only) 

• Free  ice  skating, 
cross  country  trails 

Daily,  weekly  and 

seasonal  rates 
available. 


HIDDEN  VALLEY 

RESORT  COMMUNITY  & CONFERENCE  CENTER 

SUPER  SAVER  SKI  PACKAGES 
$81.55  to  $185.10 

Packages  Include: 

-Continuous  Lift  Ticket* 

-1  or  2 Night’s  Lodging  -One  Group  Lesson 
-Breakfast  & Dinner  -Meal  Gratuities 

Lift  Tickets  Valid  4:30  PM  Day  of  Arrival  to  4:30  PM  Day  of 
Departure  giving  you  unlimited  skiing  from  the  time  you  check 
in  till  4:30  PM  the  day  of  your  departure. 

- Six  Percent  Tax  Not  Included 

- Rates  Are  Per  Person,  1 or  2 Nights 

- Junior  Rates  Available 

- Not  Valid  Holidays 

-Check-in  4:30  PM  Check-out  12:00  Noon 

- Rates  Subject  to  Availability  and  May 

Change  Without  Notice 

For  more  information  and  to  receive  the  ’85-’86  brochure, 
write  or  call  on  our  toll  free  number. 

R.D.  4,  Box  243,  Somerset,  PA  15501 
(814)  443-6454,  or  (800)  452-0893 


obituaries 


•Denotes  PMS  membership  at  death. 

• John  H.  Bisbing,  Wyomissing;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1929,  age  82,  died  December  1,  1985.  Dr. 
Bisbing  served  Berks  County  as  a physician 
for  over  50  years. 

• Joseph  J.  Cava,  Newtown  Square;  Temple 
University  School  of  Medicine,  1932;  age  79, 
died  December  1,  1985.  Dr.  Cava,  an  inter- 
nist, practiced  in  south  Philadelphia  for  more 
than  50  years. 

• Anthony  N.  Fazio,  Dunmore;  New  York 
Medical  College,  1943;  died  December  2, 
1985.  Dr.  Fazio  was  director  of  anesthesiol- 
ogy at  Mercy  Hospital,  Scranton. 

• Emanuel  R.  Ferguson,  Philadelphia;  Me- 
harry  Medical  College  School  of  Medicine, 
1927;  age  86,  died  December  2,  1985.  Dr. 
Ferguson  specialized  in  the  treatment  of  pul- 
monary diseases. 

• Samuel  M.  Hauck,  Jr.,  Lancaster;  Jeffer- 
son Medical  College  of  Thomas  Jefferson 
University,  1929;  age  81,  died  December  1, 
1985.  Dr.  Hauck  was  a general  practitioner. 

• Walter  S.  Luschinsky,  Ringtown;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1920;  age  89,  died  November  24,  1985. 
Dr.  Luschinsky  was  a former  chief  surgeon  at 


Locust  Mountain  Hospital. 

• John  J.  O’Keefe,  Bryn  Mawr;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1937;  age  75,  died  November  8,  1985.  Dr. 
O'Keefe  was  an  otolaryngologist. 

• Eleanor  Kittrdge  Parker,  Coatesville;  Med- 
ical College  of  Pennsylvania,  1938;  age  72, 
died  November  23,  1985.  Dr.  Parker  prac- 
ticed in  Coatesville  for  35  years. 

• Clark  T.  Rollins,  Harrison;  University  of 
Pittsburgh  School  of  Medicine,  1935;  age  75, 
died  December  5,  1985.  Dr.  Rollins  practiced 
in  Harrison  for  49  years. 

• Edmund  B.  Rowland,  Greenville;  Temple 
University  School  of  Medicine,  1953;  age  58, 
died  December  2,  1985.  Dr.  Rowland  special- 
ized in  obstetrics  and  gynecology. 

• Charles  W.  Smith,  Harrisburg;  University 
of  Pennsylvania  School  of  Medicine,  1937; 
age  73,  died  November  14,  1985.  Dr.  Smith 
was  an  internist. 

• Alexander  Stewart,  Shippensburg;  Univer- 
sity of  Pennsylvania  School  of  Medicine, 
1919;  age  94,  died  December  5,  1985.  Dr. 
Stewart,  a radiologist,  was  a pioneer  in  x-ray 
diagnosis  and  therapy  in  central  Pennsylva- 
nia. 


• David  C.  Stoner,  Gettysburg;  University 
of  Pennsylvania  School  of  Medicine,  1939; 
age  74,  died  November  25,  1985.  Dr.  Stoner 
served  as  a physician  in  the  Gettysburg  area 
for  30  years. 

• Takeo  Yamashita,  Allentown;  Washington 
University  School  of  Medicine,  1931;  age  81, 
died  December  9,  1985.  Dr.  Yamashita  was  a 
surgeon. 

Edward  G.  Boyer  III,  Nazareth;  Hahnemann 
University  School  of  Medicine,  1978;  age  30, 
died  November  16,  1985.  Dr.  Boyer  special- 
ized in  internal  medicine. 

Thomas  M.  Malachesky,  Coudersport;  Jeffer- 
son Medical  College  of  Thomas  Jefferson 
University,  1975;  age  35,  died  November  13, 
1985.  Dr.  Malachesky  was  a pathologist  at 
Charles  Cole  Memorial  Hospital,  Couders- 
port. 

Michael  P.  Mandarino,  Narberth;  Hahne- 
mann University  School  of  Medicine,  1945; 
age  64,  died  December  7,  1985.  Dr.  Man- 
darino, an  orthopedic  surgeon,  was  a former 
athlete  and  team  physician  for  the  Philadel- 
phia Eagles.  He  played  as  a lineman  for  the 
Eagles  in  1944  and  1945,  and  he  served  as 
physician  for  the  team  from  1959  to  1962. 

Charles  G.  H.  Menges,  Lebanon;  Temple  Uni- 
versity School  of  Medicine,  1943;  age  66,  died 
November  19,  1985.  Dr.  Menges  was  a sur- 
geon in  Lebanon  for  30  years. 

Robert  C.  Reed,  Gradyville;  University  of 
Pennsylvania  School  of  Medicine,  1962;  age 
58,  died  November  30,  1985.  Dr.  Reed  was  an 
internist. 

Raymond  Jacob  Saloom,  Harrisville;  Phila- 
delphia College  of  Osteopathic  Medicine, 
1960;  age  55,  died  November  19,  1985.  Dr. 
Saloom  maintained  a general  practice  in  Har- 
risville since  1962. 

Ernest  E.  Trout,  Springfield;  Hahnemann 
University  School  of  Medicine,  1945;  age  69, 
died  November  30,  1985.  Dr.  Trout  was 
former  head  of  the  department  of  obstetrics 
and  gynecology  at  Delaware  County  Memo- 
rial Hospital. 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  provides 
you  with  a way  to  make  a significant  state- 
ment honoring  the  memory  of  and  paying 
tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memo- 
rial gift  to  the  PMS  Educational  and  Scien- 
tific Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to 
the  donor  as  well  as  to  the  family  of  the 
deceased. 


PHYSICIANS 

U.S.  NAVY  MEDICAL  CORPS 

Positions  are  now  available  in  the 
following  areas:  General  Surgery  • 
Neurosurgery  • Thoracic  Surgery  • 

OB/GYN  • Pediatrics  • Otolaryngology 

• Preventive/Occupational  Medicine 

• Psychiatry  • Diagnostic  Radiology 

• Critical  Care  • Neurology 

NAVY  MEDICINE 

—provides  the  qualified  physician  with  the  opportunity  to  become  a member 
of  the  global  health  care  system 

— is  practiced  in  excellent  medical  facilities  in  conjunction  with  a highly 
professional  staff  of  support  personnel 
—is  characterized  by  a broad  spectrum  of  patient  age  and  case  diversity 
— allows  extensive  experience  in  all  aspects  of  medicine  including  teaching, 
research,  without  career  disruption 

—provides  the  physician  with  an  officer’s  commission  with  attendant  benefits 
and  privileges 

Basic  Qualifications:  Include  U.S.  citizenship,  graduate  of  an  American 
Medical  or  Osteopathic  School,  Board  eligible  or  Board  certified,  and 
excellent  professional  references. 

For  complete  details  call  or  send  Curriculum  Vitae  to:  LT  Mike  Jewett,  MSC, 
Medical  Programs  Officer,  310  North  Second  Street,  Harrisburg,  Pa 
17101-1304,  (717)  782-3983  or  3985 

BE  THE  DOCTOR  YOU  WANT  TO  BE.  IN  THE  NAVY. 
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(BRC 222>  THE  brown  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


REFER TO 


ndroid  5 10  25 

Methyltestosterone  U.S.P  Inlets 


NDROID  F 

Fluoxymesterone  U.S.R  Tablets,  10mg 


classified  advertising 


Pennsylvania  — Emergency  physician,  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

NEEMA  Emergency  Medical  — a profes- 
sional association.  Emergency  medicine  po- 
sitions available  with  emergency  physician 
group  in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and 
throughout  New  England,  the  Southeast,  and 
the  Midwest,  including  all  suburban,  rural  and 
metropolitan  areas.  Fee-for-service  with  mini- 
mum guarantee  provided.  Malpractice  paid. 
Practice  credits  toward  board  certification. 
Physicians  department  directors  also  de- 
sired. Please  send  resume  to:  NEEMA  Emer- 
gency Medical,  Suite  400,  399  Market  Street, 
Philadelphia,  PA  19106  or  phone  (215)  925- 
3511  in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligi- 
ble. Mental  hospital  in  metropolitan  area. 
Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with 
excellent  fringe  and  retirement  benefits. 
Pennsylvania  license  required.  Contact  Mrs. 
Kathleen  D.  Reese,  ACSW,  Superintendent, 
Clarks  Summit  State  Hospital,  Clarks  Sum- 


PHYSICIANS  WANTED 

mit,  Pennsylvania  18411;  (717)  586-2011. 

Emergency  physicians  — Emergency  medi- 
cine opportunities  available  for  career  ori- 
ented medical  directors  and  staff  physicians 
licensed  in  Maryland  and/or  Pennsylvania. 
Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent 
experience.  Competitive  income  and  mal- 
practice insurance  provided.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  W.  Sunrise 
Boulevard,  Building  C,  Plantation,  FL  33322, 
or  call  (305)  472-6922. 

Northwest  Pennsylvania  — Immediate  di- 
rectorship available  at  moderate  volume  hos- 
pital in  summer  and  winter  resort  area.  Attrac- 
tive compensation  with  malpractice  insurance 
provided.  Please  submit  resume  to  Emer- 
gency Consultants,  Inc.,  2240  South  Airport 
Road,  Room  27,  Traverse  City,  Ml  49684;  or 
call  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

Desirable  central  Pennsylvania  location  — 

otolaryngologist  (ear,  nose,  throat  surgeon). 
Solo  practice  with  cross  coverage  available. 
American  Board  affiliation  required.  Area  has 
recreational  advantages.  Assistance  avail- 
able. Write  to  Box  134,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 


Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine.  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pennsylvania  — An  additional  Board- 
prepared  or  certified  physician  is  needed  to 
complete  an  emergency  medicine  group  at  a 
308-bed  hospital.  Please  send  your  resume  to 
Robert  H.  Spratt,  MD,  Chairman,  Department 
of  Emergency  Medicine,  Holy  Redeemer 
Hospital  and  Medical  Center,  1648  Hun- 
tingdon Pike,  Meadowbrook,  PA  19046. 

Ob-Gyn,  Board-certified,  minimum  3-years 
experience,  desired  to  join  busy  ob-gyn  prac- 
tice in  Bucks  County,  Pennsylvania.  Please 
send  curriculum  vitae  to  Post  Office  Box  401 , 
Newtown,  PA  18940. 

Full-time  opportunity  available  immediately 
for  qualified  physician  to  work  in  busy  emer- 
gency department  of  155-bed  community 
hospital  located  in  central  PA,  home  of  Buck- 


Seminar  Announcement 


Specialty  Update 
for  General  Practitioners 

Saturday,  April  5,  1986 
Central  Medical  Center  & Hospital 
Pittsburgh,  PA  15219 


A one  day  comprehensive  update  in  the  following 
areas: 

• Radiology  • Orthopedics 

• Emergency  Medicine  • Cardiology 

• Ophthalmology  • Internal  Medicine 

• Infectious  Disease  • Physical  Medicine 

Course  Directors:  Mitchel  E.  Antin,  DO,  and  Marc  E. 
Hoffman,  DO 

Category  1 CME  credits,  accepted  by  the  AMA,  will 
be  awarded. 


For  further  information,  please  contact:  Kay  E. 
Mulroy,  Central  Medical  Center  & Hospital,  5th  Floor, 
1200  Centre  Avenue,  Pittsburgh,  PA  15219;  (412) 
288-0885. 
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Central  Medical  Center 
& Hospital 

1 200  Centre  Avenue 
Pittsburgh,  PA  15219 


Anesthesiology  Chairman 


A 256  bed  community  hospital  in  Philadelphia 
is  currently  seeking  a chairman  of  the 
department  of  anesthesiology.  Must  be  Board 
certified  with  several  years  of  experience.  Fee 
for  service  basis  with  a salary  guarantee  for  the 
first  two  years. 

Qualified  applicants  should  submit  Curriculum 
Vitae  in  confidence  to: 


Paul  Noble,  M.D. 

Chairman,  Search  Committee 
Methodist  Hospital 
2301  South  Broad  Street 
Philadelphia,  PA  19148 
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MEDICAL  DIRECTORS 

NEEMA  MEDICAL  SER\  ICES  announces  unique 
opportunities  for  physicians  who  are  Board  eligible  or 
certified  in  a primary  care  specialty,  with  clinical 
background  or  expertise  in  developmental 
disabilities/chronic  care  medicine  and  who  have 
supervisory/administrative  experience.  Join  a creative, 
growing  professional  organization  in  a Medical 
Director's  position  that  offers: 

• Competitive  compensation 

• Regular  week-day  hours  with  largely  optional 
call/eoverage® 

• Paid  malpractice 

• Paid  vacation,  holidays  and  continuing  medical 
education  leave 

• Opportunity  to  initiate  and  direct  a comprehensive 
health  care  program 

Positions  are  or  will  be  available  in  Pennsylvania  and 
in  other  areas  throughout  the  United  States.  Some 
staff  positions  are  also  available  in  these  areas. 

For  additional  information,  please  mail  inquiries  to 
NEEMA  Medical  Services,  399  Market  Street,  Suite 
400,  Philadelphia,  Pennsylvania  19100.  or  contact  Mr. 
Robinson  on  1-800-523-0776  (outside  Pennsylvania)  or 
1-215-925-3511  (in  Pennsylvania  or  outside  the  United 
States). 


Emergency  Medicine 
Physician 

Full  time  position  for  career  emergency  medicine 
physician  in  active  community  hospital 
emergency  department  with  25,000  annual  visits. 
Hospital  setting  is  in  a very  attractive  community, 
home  of  Pennsylvania  State  University,  providing 
the  cultural,  economic,  and  social  environment  of 
a large  university  and  recreational  and  life  style 
benefits  of  a rural  area. 

Candidates  must  be  Board  prepared  with 
residency  training  in  EM,  IM,  or  FP,  possess  ACLS 
and  ATLS  certification,  and  membership  in  ACER 
This  position  offers  a very  competitive  salary  and 
exceptional  benefits.  Forward  complete  resume 
to: 

Thomas  P.  Bern,  M.D. 

Director  of  Emergency  Services 
Centre  Community  Hospital 
State  College,  PA  1 6803 


PRACTICES  AVAILABLE 

ALLERGY — Suburban  Philadelphia — Excellent 
opportunity — Very  low  price. 

ALLERGY — Philadelphia  area — Very  large  practice. 
DERMATOLOGY — Connecticut — Strong  finances. 

FAMILY  PRACTICE — Philadelphia  and  suburbs — Several 
practices. 

INTERNAL  MEDICINE — Arizona — Well  equipped. 
INTERNAL  MEDICINE — D.C.  suburb — Desirable 
community. 

INTERNAL  MEDICINE — New  York — Large  upstate 
practice. 

OB/GYN — Texas — Well  established — Priced  for  quick  sale. 
PEDIATRICS — Northeastern  Pa. — Young  growing  practice. 
PEDIATRICS — Colorado — Convenience  of  a group — Strong 
finances. 

PEDIATRICS — Central  New  York — Very  large  practice. 
RADIOLOGY — Philadelphia — Large,  well-established. 

For  more  information  on  these  opportunities  or  other 
practices  call  (215)  667-8630  or  send  your  curriculum  vitae 
to: 

Brokerage  Division 
Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  Pa.  19004 


Child  Psychiatry 
Director  of  Clinical  Services 

Eastern  State  School  and  Hospital  is  seeking  a highly 
qualified  psychiatrist  to  serve  as  the  Director  of  Clinical 

Services. 

Eastern  State  is  the  largest  hospital  in  Pennsylvania  devoted 
solely  to  the  psychiatric  care  of  children  and  adolescents.  Its 
programs  are  on  the  cutting  edge  of  child  psychiatric 
treatment  and  staff  enjoy  a close  working  relationship  with 
several  of  the  medical  schools  in  the  Philadelphia  area. 

The  individual  selected  must  be  an  innovative  leader  who  is 
able  to  formulate  treatment  procedures  and  insure  their 
implementation  through  the  coordination  of  the  psychiatric, 
medical,  and  nursing  services  within  the  hospital. 

Applicants  must  possess  a license  to  practice  medicine  in 
Pennsylvania  and  be  board  certified  in  child  psychiatry,  and 
have  a minimum  of  4 years  of  clinical  experience  in  child 
and  adolescent  psychiatry.  Competitive  salary  and  benefits. 

Please  address  all  inquiries  to: 

Theodore  J.  Barry,  M.D. 

Superintendent 

Eastern  State  School  and  Hospital 
3740  Old  Lincoln  Highway 
Trevose,  PA  19047 
215-671-3141 
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nell  University.  Excellent  schools,  recrea- 
tional, and  cultural  activities.  Send  CV  to  Ad- 
ministrator, Evangelical  Community  Hospital, 
Lewisburg,  PA  17837. 

Orthopedic  surgeon  to  work  in  expanding 
pain  center,  part-time,  N.E.  Philadelphia.  Call 
(215)  464-1516. 

Internist  or  general  practitioner  — Unique 
opportunity  exists  to  establish  a practice  in  a 
fast-growing  community  of  30,000  + with  low 
overhead  structure.  Area  located  near  the 
ocean  and  within  two  hours  of  Philadelphia 
and  Baltimore.  Opportunity  available  immedi- 
ately. Send  inquiries  to:  J.  Stokes,  P.O.  Box 
809,  Milford,  DE  19963. 

Neonatologist,  BC,  BE.  Unopposed  virgin 
practice  available  in  near  future;  please  write 
to  P.O.  Box  401,  Newtown,  PA  18940.  Send 
CV,  we  need  you  soon. 

Physician  group  seeks  EM/FP/IM  physician 
for  unique  rural  family  practice/urgent  care 
center.  FP  is  located  one  hour  north  of  Phila- 
delphia. Needs  physician  for  20-30  hours/ 
week.  Hospital  patients  covered  or  cover 
them  yourself.  Minimum  salary  guaranteed  or 
sub-let  practice  with/without  option  to  buy. 
Shifts  available  at  nearby  urgent  care  center 
at  $35. 00/hour.  Contact  Joseph  Balavage 
(717)  823-0499. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full-time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  CV  to 
Box  145,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pediatrician  — Practice  opportunity  avail- 
able in  our  community  located  in  northeastern 
Pennsylvania  for  a Board  certified  or  Board 
eligible  pediatrician.  If  you  can  appreciate  a 
country  style  of  living  and  yet  be  close  to  ma- 
jor metro  areas,  we’d  like  to  talk  to  you.  Send 
CV  to  Box  146,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 150  bed  hospital  in  Penn- 
sylvania. Educational  opportunities  available 
as  well  as  abundant  outdoor  recreation.  Send 
CV  to  Box  147,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  148,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  149,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  150,  Penn- 


sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

State  College,  PA  — Newly  constructed  92 
bed  free-standing  private  psychiatric  hospital 
requires  two  psychiatrists  to  join  its  staff.  One 
position  is  the  Director  of  Adolescent  Ser- 
vices. The  other  is  as  a unit  psychiatrist  for 
the  adult  services.  The  hospital  is  eclectic  in 
orientation  but  with  a strong  psychody- 
namically-oriented  milieu  program.  State  Col- 
lege is  the  home  of  Penn  State  University,  of- 
fering a delightful  mix  of  cultural,  intellectual, 
and  recreational  activities.  The  total  income 
package,  including  salary,  a guarantee,  and 
fringe  benefits,  is  substantial.  Call  or  send  CV 
to  Magnus  Lakovics,  MD,  Medical  Director, 
The  Meadows  Psychiatric  Center,  R.D.  #1, 
Box  259,  Centre  Hall,  PA  16828.  (814)  364- 
2161. 

Position  open  — General  surgeon.  Experi- 
ence in  non-cardiac  thoracic  and  vascular 
surgery  desirable.  Join  a group  of  three  es- 
tablished surgeons  in  a Pennsylvania  com- 
munity. New  500  bed  hospital,  near  major 
metropolitan  area.  Prefer  long-term  commit- 
ment to  practice,  but  will  consider  shorter 
term.  Reply  to  Box  152,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Internist/family  practitioner  — Board  eligi- 
ble or  Board  certified.  Wanted  to  join  busy 
and  rapidly  expanding  practice  in  Philadel- 
phia’s city  line/main  line  area.  Essentially 
general  medicine  with  an  emphasis  on  geriat- 
rics. Eventual  partnership.  Position  available 
immediately,  but  will  consider  waiting  until 
June  if  you  are  currently  finishing  your  resi- 
dency. Please  send  letter  and  CV  to  Box  151, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 

BC/BE  cardiologist  wanted  to  join  BC  cardi- 
ologist in  a busy,  quality  office  and  hospital 
practice  in  a pleasant,  small  city  in  Pennsyl- 
vania. Adequate  training  in  noninvasive  (in- 
cluding doppler)  and  invasive  (including  full 
cardiac  catheterization)  cardiology  manda- 
tory. Experience  in  the  insertion  of  permanent 
pacemakers  desirable  but  not  mandatory.  No 
angioplasty  at  this  time,  but  may  be  available 
in  the  future.  Reply  with  CV  and  references  to 
Box  154,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pediatrician  BE/BC  wanted  to  join  growing 
two-man  practice  in  Philadelphia  suburbs. 
Salary  as  percentage  of  gross  with  guaran- 
teed minimum.  Reply  to  Box  153,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Noninvasive  cardiologist  BC/BE  — Univer- 
sity trained  cardiologist  to  join  two  man  group 
in  consultative  practice.  Require  excellence 
in  all  noninvasive  studies,  especially  2-D 
echo,  stress  testing,  Swan-Ganz  and  pace- 
maker insertion.  Excellent  salary  and  bene- 
fits, and  potential  for  partnership  in  2 years  in 
an  exceptionally  attractive  community,  conve- 
nient to  major  metropolitan  areas.  Send  CV  to 
President,  Hanover  General  Hospital,  300 
Highland  Avenue,  Hanover,  PA  17331. 

Pennsylvania,  northwest  — 250  bed  com- 
munity hospital  seeks  an  emergency  physi- 
cian Board  eligible  or  certified  in  EM/IM/FP 
for  a full-time  position.  20,000  ED  visits  annu- 


ally, strong  on-call  backup.  Department  su- 
pervises two  minor  emergency  satellites.  Ex- 
cellent salary  and  benefits.  Abundant 
recreational  facilities  and  excellent  schools; 
short  drive  to  Pittsburgh  or  Cleveland.  Send 
CV  to  T.  Bodnar,  MD,  FACEP,  Chairman, 
Emergency  Department,  Sharon  General 
Hospital,  740  East  State  Street,  Sharon,  PA 
16146. 

Immediate  need  for  internist  — or  family 
practitioner  to  join  Phillipsburg,  New  Jersey, 
group  at  new  satellite  office  in  Easton,  PA. 
NJ,  PA  licenses  needed.  Exclelent  salary, 
benefits,  advancement  to  full  partnership. 
Send  CV  to  Dr.  Lewis,  39  Roseberry  Street, 
Philllipsburg,  NJ  08865. 

DRG  financial  coordinator  — Major  teach- 
ing hospital  — Suffolk  seeks  experienced 
professional  — “staff”  position  — Report  di- 
rectly to  CFO  — monitor,  simulate,  analyze 
interface  of  various  systems  (medical  rec- 
ords, admitting,  U/R,  patient  accounting, 
medical  staff),  producing  correct  PPS  billing, 
as  well  as  examining  data  for  accuracy,  reve- 
nue maximization,  and  timeliness.  Significant 
portion  of  day  will  be  spent  in  educating  phy- 
sicians and  health  care  professionals  in  the- 
ory, practice,  and  approach  to  DRG.  Bache- 
lor’s degree  and  a knowledge  of  medical 
records  coding,  as  well  as  four  years  of  hospi- 
tal experience  in  a clinical/medical  records/ 
UR  position  are  required.  Preferred  candidate 
will  have  professional  certification  in  medi- 
cine, nursing,  public  health,  or  similar  fields; 
“RRA”  and  experience  in  medical  audit  anal- 
ysis. Hospital  reimbursement/patient  ac- 
counts experience  and  hospital  systems  also 
a plus.  Excellent  benefits.  Send  resumes  to: 
Department  of  Human  Resources,  University 
Hospital,  Health  Sciences  Center,  SUNY 
Stony  Brook,  Stony  Brook,  NY  11794-8300. 
SUNY  Stony  Brook  is  an  affirmative  action/ 
equal  opportunity  educator  and  employer. 

Part-time  and  temporary  positions  — 

Choose  from  part-time  and  temporary  prac- 
tice opportunities  located  throughout  Penn- 
sylvania in  the  new  Locum  Tenens  Section  of 
the  Pennsylvania  Medical  Society’s  Physi- 
cian Placement  Service.  For  more  informa- 
tion, contact  Tim  Smith,  PMS  Physician 
Placement  Service,  20  Erford  Road,  Le- 
moyne, PA  17043;  (717)  763-7151. 

Central  Pennsylvania  — Well  established 
physician-owned  group  practicing  emergency 
medicine  over  23  years,  staffing  high  volume 
emergency  department,  invites  experienced 
physicians  who  are  making  emergency  medi- 
cine their  specialty  to  join  dynamic  expanding 
organization.  Emergency  medicine  residency 
prepared  or  ABEM  certified  given  special 
consideration.  Salary  and  benefits  package 
approximate  $90,000  first  year  with  progres- 
sive increases  to  full  partnership.  Potential  to 
grow  within  organization  and  management 
opportunities  a real  possibility.  Please  send 
CV  and  references  to  John  P.  McDade,  APG, 
8101  Hinson  Farm  Road,  #209,  Box  P,  Alex- 
andria, Virginia  22306. 

Family  practice  physician  or  internist  with 
primary  care  orientation  to  establish  private 
practice  in  western  Pennsylvania.  Affiliated 
with  medium-sized,  progressive,  acute  care 
hospital.  Excellent  financial  and  relocation 
package.  Available  July  1986  or  before. 
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PENNSYLVANIA  SPERM  BANK 


OB-GYN 

Private  Practice 
Philadelphia 

Excellent  opportunity  for  Board  Certified/Board 
Eligible  physician  to  join  an  established 
Obstetrician-Gynecologist  in  the  Philadelphia 
area.  Excellent  consultant  services  available,  with 
call  sharing  opportunities. 

Affiliation  with  200  bed  progressive  community 
hospital.  Medical  staff  includes  nine  active 
OB-GYN  members. 

Salary  guarantee  and  other  excellent  benefits 
including  malpractice  insurance. 

If  interested,  send  C.  V.  To: 

Patricia  fiedden 
Roland  Associates 
902  W.  Mt.  Airy  Ave. 

Phila.,  PA  19119 
or  call: 

(215)  242-8845 


NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  off  while  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group. 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call  collect: 

412/741-3310 

jjjj  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


A cryogenic  semen  storage  facility  for  your 
patients: 

(1)  pre-vasectomy;  (2)  pre-chemotherapy; 

(3)  pre-radiation  therapy;  (4)  prior  to  surgery 
which  may  affect  fertility;  (5)  Hazardous 
occupational  exposures. 


' U7e  re  thinking  about  tomorrow.  . today. 


Inquiries:  (215)  886-7706,  or  write  PSB,  Benson  East, 
Suite  415,  Jenkintown,  PA  19046 


Health  Care 
Personnel  Consulting . . . 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  New  & You.” 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  _ 

Bala  Cynwyd,  PA  19004  HI  B| 

(2 1 5)  667-8630 

A Division  of  Eg  jgj  — 

Health  Care  Group 
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Board  certified  or  eligible  and  licensed  in 
Pennsylvania.  Respond  to  PMS  Physician 
Placement  Service,  Department  CON-0686- 
IM29,  20  Erford  Road,  Lemoyne,  PA  17043. 

Opportunity  open  for  orthopedic  surgeon 

in  Wyoming  County.  Must  be  Board  certified 
or  eligible  in  orthopedic  surgery.  Type  of  prac- 
tice available:  solo.  Size  of  community  and 
trade  area:  10,000  - 30,000.  Fee  for  service 
— minimum  guarantee.  Respond  to  PMS 
Physician  Placement  Service,  Department 
CON-0686-SO12,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Family  practitioner  Board  certified  or  eligible 
in  family  practice  needed  in  Maryland.  Type 
practice  available:  partnership.  Size  of  com- 
munity and  trade  area:  30,000  - 100,000.  Sal- 
ary plus  percentage.  Respond  to  PMS  Physi- 
cian Placement  Service,  Department 
NOM-0686-FP002,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Director  — Bucks  County  is  seeking  a physi- 
cian to  serve  as  the  director  of  the  county 
health  department.  The  position  requires  a li- 
cense or  eligibility  for  licensure  to  practice 
medicine  in  Public  Health  or  equivalent,  and 
five  (5)  years  of  recent  public  health  experi- 
ence. Responsible  to  a five  (5)  member  Board 
of  Health  for  leadership  of  $4.4  million  agency 
serving  a diversified  fast  growing  county  of 
490,000  residents  in  south-east  Pennsylva- 
nia. Plans  and  directs  health  programs;  clini- 
cal, environmental,  communicable,  home 
health,  prison  health,  etc.  Compensation  in 
keeping  with  qualifications.  An  excellent 
fringe  benefit  package  For  further  informa- 
tion contact  Gordian  V.  Ehrlacher,  Public 
Health  Administrator,  Bucks  County  Depart- 
ment of  Health,  Neshaminy  Manor  Center, 
Doylestown,  PA  18901,  (215)  345-3322. 


POSITIONS  WANTED 

Anesthesiologist,  BC,  seeking  a position  in 
clinical  surgical  anesthesia,  no  OH.  Full/part- 
time considered.  Reply  to  Box  144,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Infectious  diseases/internist  — position  de- 
sired. University-trained  ID  fellow  experi- 
enced with  AIDS,  transplants,  infection  con- 
trol, general  internal  medicine;  BC  IM,  BE  ID, 


Classified  Advertising 

Rates:  $18  per  insertion  for  the  first  30  words 
or  part  thereof;  60  cents  for  each  additional 
word;  $1.50  per  insertion  for  a box  number. 
Payment  should  be  in  advance.  No  agency 
commission  is  paid  on  classified  advertising. 

Box  Numbers:  Advertisers  using  box  num- 
bers forbid  disclosure  of  their  identity.  Written 
inquiries  are  forwarded  to  such  advertisers, 
but  no  information  can  be  revealed  by  the 
publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Advertising  which  contains  discriminatory 
language  is  not  acceptable  for  publication. 


excellent  references,  desires  ID/IM  position  in 
greater  Philadelphia  area.  Available  7/86.  Re- 
ply to  Box  156,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Part-time  and  temporary  practice  opportu- 
nities — List  your  part-time  or  temporary 
practice  opportunity  in  the  new  Locum 
Tenens  Section  of  the  Pennsylvania  Medical 
Society’s  Physician  Placement  Service.  For 
more  information,  contact  Tim  Smith,  PMS 
Physician  Placement  Service,  20  Erford 
Road,  Lemoyne,  PA  17043;  (717)  763-7151. 

Physician  seeking  opportunity  in  anesthe- 
siology. Board  eligible  in  anesthesiology  9/86. 
Prefers  multi-specialty  group  or  institutional 
setting  with  a community  size  of  30,000  or 
greater.  Respond  to  PMS  Physician  Place- 
ment Service,  Department  NRM-0686-AN19, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  seeking  practice  opportunity  in 

general  surgery.  Prefers  solo,  partnership, 
single  specialty,  or  multi-specialty  group  in  a 
community  of  5,000  or  greater.  A very  young, 
hard  working,  personal  individual  interested 
in  a rural  area.  Respond  to  PMS  Physician 
Placement  Service,  Department  NRN-0686- 
SG19,  20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  interested  in  practicing  orthope- 
dic surgery.  Would  like  a partnership  or  single 
specialty  group;  ideally  a part-time  associa- 
tion with  a medical  school  and  residents.  Pre- 
fers a community  of  30,000  or  greater.  Re- 
spond to  PMS  Physician  Placement  Service, 
Department  NRN-0686-S008,  20  Erford 
Road,  Lemoyne,  PA  17043. 

FOR  SALE 

50%  off  previously  owned  medical,  labora- 
tory, office,  x-ray,  ultra-sound  equipment  in 
excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Appraisals  by  Certified  Surgical  Con- 
sultants. Medical  Equipment  Resale,  Inc., 
24026  Haggerty  Road,  Farmington,  Ml 
48018.  (313)  477-6880  anytime. 

Practices  for  sale  — Allergy,  suburban  Phila- 
delphia; Dermatology,  Connecticut;  Derma- 
tology, Philadelphia.  For  more  information 
send  CV  to:  Health  Care  Personnel  Consult- 
ing, Inc.,  400  GSB  Building,  One  Belmont  Av- 
enue, Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

Pediatrics  — Young  growing  practice  in 
northeastern  Pennsylvania  for  sale.  For  more 
information  send  CV  to:  Health  Care  Person- 
nel Consulting,  Inc.,  400  GSB  Building,  One 
Belmont  Avenue,  Bala  Cynwyd,  PA  19004; 
(215)  667-8630. 

Technicare  Delta  100  Head  CT  Scanner  for 

sale.  Excellent  condition.  Excellent  second 
scanner  for  a busy  emergency  room.  Call 
(215)  663-0427,  9:00  a.m.  — 5:00  p.m. 

Selection  of  practices  for  sale  — find  out 
more  about  medical  practices  for  sale 
throughout  Pennsylvania  or  list  your  practice 
in  the  Practices  for  Sale  Section  of  the  Penn- 
sylvania Medical  Society's  Physician  Place- 
ment Service.  For  more  information,  contact 
Tim  Smith,  PMS  Physician  Placement  Ser- 
vice, 20  Erford  Road,  Lemoyne,  PA  17043; 
(717)  763-7151. 


Mt.  Gretna,  Pennsylvania  — homes  and 
summer  cottages  for  sale  in  all  price  ranges. 
Write  or  call  for  a descriptive  brochure;  Sub- 
urban Realty,  30  West  Main  Street,  Annville, 
PA  17003;  (717)  867-4487. 

Active  Philadelphia  general  practice  and 

building  for  sale.  Physician  retiring  no  later 
than  January  1987.  41  years  in  practice;  6 fig- 
ure gross.  Good  Kensington  area  — East  Al- 
legheny. Corner  property  in  A-1  condition. 
Rentals  from  home  and  apartment  above  of- 
fice more  than  maintain  building.  Doctor’s 
corner  for  75  years.  Reply  to  Box  155,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

FOR  RENT 

Upper  Darby  and  Folsom  — Private  office 
suites  available  at  7100  Marshall  Road,  Up- 
per Darby,  and  500  MacDade  Boulevard, 
Folsom.  Sizes  range  from  480  to  900  square 
feet.  Exclusive  or  time  sharing  basis  avail- 
able. Newly  renovated.  Competitive  rates. 
For  floor  plans  and  rental  information,  call 
Pete  Rayias,  (215)  748-9844. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up 

to  7 years  to  repay.  No  prepayment  penalties. 
Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any 
kind.  Physicians  Service  Assn.,  Atlanta,  GA. 
Toll  free  (800)  241-6905. 

Medical  practice  sales  and  appraisals  — 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  If  interested  in  buying  or 
selling  a medical  practice,  contact  our  Broker- 
age Division  at  The  Health  Care  Group,  400 
GSB  Building,  Bala  Cynwyd,  PA  19004;  (215) 
667-8630. 

CONTINUING  MEDICAL  EDUCATION 
Weekly  seminars  — Most  major  ski  areas, 
Club  Med,  Disney  World,  cruising  aboard  sail- 
boats in  the  Virgin  Islands  or  on  a Mississippi 
paddlewheeler.  Topic:  Medical-legal  issues. 
Accredited.  Current  Concept  Seminars,  Inc. 
(since  1980).  3301  Johnson  St.,  Hollywood, 
FL  33021;  1-800-428-6069.  $175. 

1986  CME  cruise/conferences  on  selected 
medical  topics  — Caribbean,  Mexican,  Ha- 
waiian, Alaskan,  Mediterranean.  7-12  days 
year-round.  Approved  for  20-24  CME  Cat.  1 
credits  (AMA/PRA)  & AAFP  prescribed 
credits.  Distinguished  professors.  Fly 
roundtrip  free  on  Caribbean,  Mexican,  Medi- 
terranean, Alaskan  cruises.  Excellent  group 
fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present 
IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Ave.,  Huntington 
Station,  N Y.  11746.  (516)  549-0869. 

“Quality  Science  in  Medicine”  (7  Category 
I credits  pending)  — April  18-19,  Hershey,  PA. 
Sponsored  by  the  Pennsylvania  Chapter  of 
the  American  College  of  Utilization  Review 
Physicians.  Topics  include:  "Quality  Assur- 
ance — Art  or  Science?”  "The  DRG  Influ- 
ence on  Liability  in  Medical  Practice,” 
“Computer-Assisted  Clinical  Decision  Analy- 
sis,” and  "Practical  Approaches  to  Alterna- 
tive Delivery  Services.”  Contact:  ACURP,  30 
North  36th  Street,  Camp  Hill,  PA  17011,  (717) 
737-5660. 
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Strong  on  results.  9np(e  to  tate 


In  recurrent  urinary 

Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


tract  infections 

Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 

Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

W ARNINGS:  FATALITIES  ASSOCIATED  W ITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVF/RSF/  RFiACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A (3-hemolvtic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin 
PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients-  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation 

Laboratory  Tests  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%  , When  giving  these  drugs  concur- 
rently, be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a scrum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
ol  normal  values. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  Giro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
Inflowing  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility  No  adverse 
elfects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  7(1  mg/kg/dav  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 
Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  onlv  if  potential  benefit 
justifies  potential  risk  to  tetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 
section 


Nursing  Mothers:  See  CONTRAINDICATIONS  section 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS.  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing. anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia, 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal:  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis.  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens.  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL. 

DREN,  AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (2(1  ml)  b.i.d.  for  III  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  Shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  4(1  ntg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  III  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
min,  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS'  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 

PNEUMOC  YSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  ntg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  ( double  strength ) Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole—bottles  ol  100,  250  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazolej-bottles  of  100  and  500; 
Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (I  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp  )— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGH  r 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT. 
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culture— color- 
enhanced  scanning 
electron  microscopy 
(SEM). 


E.  coli 
destroyed  by 
Bactnm  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily 
correlate  with 
clinical  results.) 


before  after 


H influenzae  culture— 

color-enhanced 

SEM. 


H.  influenzae 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily  predict 
clinical  results.) 


In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 

(trimethoprim 

Effective  and  versatile  b.i.d.  therapy 

Copyright  © 1985  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 


before 

Otoscopic 
view  of  tympanic 
membrane  in  a 
patient  who  did  not 
respond  to  ampicillin 
therapy. 


after 

Same  patient 
after  ten  days 
of  Bactrim 
therapy. 


Please  see  preceding  page  for  a summary  of  product  information. 
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A million  and 
of  experience:.. 


Give  or  take  a billion 


Yo uVe  had  more  experience  with  Dalmane 
(flurazepam  HCI/ Roche)  than  with  any  other 
benzodiazepine  hypnotic. . . 15  years'  worth. 

You  know  you  can  count  on  it  for  sleep  that 
satisfies  patients— they  fall  asleep  quickly  and 
sleep  through  the  night.1 8 And  the  wide  margin 
of  safety  with  Dalmane7  9 satisfies  you.  As 
always,  caution  patients  about  driving  or 
drinking  alcohol. 


Copyright  © 1985  by  Roche  Products  Inc.  All  rights  reserved. 
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DALMANE 

flurazepam  HCI/Roche  (£ 


sleep  that  satisfies 

15-mg/30-mg  capsules  ^1 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awaken- 
ings and/or  early  morning  awakening,  in  patients  with 
recurring  insomnia  or  poor  sleeping  habits,  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  data  have  shown  effectiveness  for  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended.  Repeated  ther- 
apy should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI,  pregnancy  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest an  increased  risk  of  congenital  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester 
Warn  patients  of  the  potential  risks  to  the  fetus  should  the 
possibility  of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant  Consider  the  possibility  ot  pregnancy 
prior  to  instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  additive 
effect  may  occur  if  olcohol  is  consumed  the  day  following 
use  for  nighttime  sedation  This  potential  may  exist  for  sev- 
eral days  following  discontinuation  Caution  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
{e  g , operating  machinery,  driving)  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow 
ing  ingestion.  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a 
prolonged  period  of  time  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage 

Precautions:  In  elderly  ond  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk 
of  oversedation,  dizziness,  confusion  and/or  ataxia  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded 
ness,  staggering,  ataxia  and  falling  have  occurred,  particu- 
larly in  elderly  or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported  Also 
reported  headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  pi  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints  There  have  also  been  rare  occurrences  ot 
leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restless- 
ness, hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  paradoxi- 
cal reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  tor  maximum  beneficial  effect 
Adults  30  mg  usual  dosage,  15  mg  may  suffice  in  some 
patients  Elderly  or  debilitated  patients  15  mg  recom- 
mended initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI 
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Interest 
Rates  on 
C.D.s  Are 
Declining 

Interest  rates  paid  on  certificates  of 
deposit  are  dropping . . . steadily.  Before  you 
reinvest  in  a low-interest  CD  investigate  the 
high  appreciation,  low  risk  advantages  of  rare 
coin  investments. 

Fbr  complete  no-Obligation  information  call: 


STEINMETZ 
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East  Mall  Park  City  - Lancaster  - 717  299-1211 
Kline  Village  - Harrisburg  - 717  238-9184 
110  E.  York  St.  - Gettysburg  - 717  337-1091 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  'm  a 'l 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer.  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services.  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer. 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing.  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home. 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 


BILLING 

HEADACHES? 


Take  two  aspirins,  and  call  ABC  in  the  morning. 


Advanced  Billing  Concepts  offers  complete 
relief for  billing  headaches  for  all  medical 
specialties — anesthesia,  radiology, 
pathology,  emergency  room  medicine,  and 
general  medicine  specialties. 

ABC's  senior  management  team  has 
more  than  35  years  of  combined  hands-on 
experience  in  medical  group  practice  bill- 
ing, so  we  understand  your  business  and 
we  talk  your  language.  Just  tell  us  how 
you  want  things  handled  and  we  do  the 


rest,  working  as  an  extension  of  your  staff. 
We  even  provide  management  reports  to 
help  your  practice  prosper. 

ABC  has  earned  a solid  reputation 
among  physicians  for  its  professionalism. 
But  you  don’t  have  to  take  our  word  for  it. 
We'll  put  you  in  touch  with  any  of  our 
clients,  and  they'll  tell  you  we're  accurate, 
thorough,  and  effective. 

Why  wait  until  morning?  Call  ABC 
right  now. 
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ADVANCED 
BILLING 
CONCEPTS,  INC. 


250  Mt.  Lebanon  Boulevard  — Suite  310 
Pittsburgh.  PA  15234 
Telephone:  412/571  3750 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  fo  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS 

Drug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III). 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ot  narcot- 
ics; therefore,  VICODIN  should  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  of 
other  oral-narcotic-containing  medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers  Hydrocodone  also  affects  centers  that  control 
respiratory  rhythm,  and  moy  produce  irregulor  and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  of 
patients  with  acute  abdominal  conditions. 

PRECAUTIONS 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated  patients  and  those  with 
severe  impairment  ot  hepatic  or  renal  (unction,  hypothyroidism,  Addison's  disease,  prostatic  hypertrophy  or 
urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery,  patients  should  be 
cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised  when  VICODIN  is  used 
postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  moy  be  additive  with  that  of  other  CNS  depressants. 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced.  The  use  of  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations  may  increase  the  effect  of  either  the  antide- 
pressant or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus 
Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  VICODIN  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent.  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  maternal 
opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  ot 
respiratory  depression  in  the  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of  mental  and  physical 
performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  of  VICODIN  may  produce  constipation 
Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  However,  toleronce  to  hydrocodone  can  develop  with  continued  use,  and  the  incidence  of  ■ 
untoward  effects  is  dose  related 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may  be  repeated  at  four- 
hour  intervals.)  In  cases  of  more  severe  poin,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  maybe 
required  Revised,  April  1982 
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WE  WANT 
TO  MAKE 
YOU? 
BUSINESS 
OUR 

BUSINESS. 

Your  hard  work  has  built  your  business.  PSFS 
will  work  just  as  hard  to  help  your  business  grow. 

We  want  to  work  with  you.  If  that  takes 
financing  to  start,  talk  to  one  of  our  Commercial 
Loan  Officers.  One-on-one.  They'll  help  you 
structure  the  best  possible  financing  package  to 
meet  your  needs. 

And  PSFS  offers  more  ways  to  help  your 
business  grow.  Like  money  mangement  services. 

Commercial  checking  accounts.  Business  telephone 
banking.  Money  market  accounts.  And  pension 
and  retirement  plans. 

You  believe  in  your  business.  So  do  we.  Let  us 
prove  it.  Call  Tony  Santilli,  Vice  President— Corporate 
Services,  at  636-6344. 
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Meritor  Financial  Group 
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LIABILITY  REFORM 
PROPOSAL  INTRODUCED 


BOARD  CHAIRMAN  NAMES 
OVERSIGHT  COMMITTEE 


INSURANCE  DEPT  APPROVES 
PMSLIC  PREMIUM  INCREASE 


SOCIETY  BOARD  APPROVES 
HOME  HEALTH  CARE  POLICY 


The  professional  liability  reform  proposals  of  the  Pennsylvania 
Medical  Society  were  introduced  in  the  state  House  of 
Representatives  March  11.  The  chief  sponsor  is  Kevin  Blaum,  a 
three-term  Democratic  representative  from  Wilkes-Barre.  The 
purpose  of  the  bill,  which  was  approved  by  the  PMS  Board  of 
Trustees  January  22,  is  to  effect  a reduction  in  the  ever  increasing 
cost  of  medical  liability  insurance.  Specifically  the  bill: 

* Expedites  pretrial  proceedings 

* Reduces  awards  by  the  amount  of  collateral  funding,  if  any 

* Sets  qualifications  for  expert  witnesses 

* Allows  periodic  payments  of  large  awards 

* Restricts  recovery  to  economic  loss 

* Establishes  reasonable  fees  for  plaintiffs’  attorneys 

* Sets  the  statute  of  limitations  at  two  years  from  the  date  of 
discovery  with  a four  year  maximum  (with  children  under  six,  the 
statute  begins  at  age  six;  with  foreign  objects  left  in  the  body,  it 
begins  on  discovery  of  the  object) 

J.  Joseph  Danyo,  MD,  chairman  of  the  PMS  Board,  has  appointed  a 
committee  to  oversee  the  Society’s  professional  liability  reform 
initiative.  Dr.  Danyo  will  serve  as  committee  chairman.  Other 
members  are  R.  William  Alexander,  MD,  and  R.  Robert  Tyson,  MD, 
vice  chairmen;  Irving  Williams  III,  MD;  Donald  E.  Harrop,  MD; 

Henry  H.  Fetterman,  MD;  and  Mrs.  Robert  L.  Snyder,  president  of 
the  PMS  Auxiliary.  Each  of  the  committee  members  chairs  a 
subcommittee  controlling  an  aspect  of  the  activity  that  will  be 
generated  in  favor  of  the  liability  reform  legislation.  Subcommittee 
members  have  been  appointed  in  the  following  areas:  financing, 
chaired  by  Dr.  Fetterman;  grass  roots  activity,  chaired  by  Dr. 
Alexander;  coalition  activities,  chaired  by  Dr.  Williams;  rally,  chaired 
by  Dr.  Tyson;  and  legislative  process,  chaired  by  Dr.  Harrop.  Fifty 
Legislative  Action  Team  chairmen  also  have  been  appointed  and  are 
being  trained  during  March  at  various  locations.  When  the  training 
is  completed,  these  teams  will  function  in  the  50  senatorial  districts, 
coordinating  contact  with  legislators  in  their  home  districts. 

A premium  increase  request  of  24.5%  for  the  Pennsylvania  Medical 
Society  Liability  Insurance  Company  (PMSLIC)  has  the  approval 
of  the  state  Insurance  Department.  It  is  effective  April  1.  The 
department  also  accepted  the  concept  of  a multi-tier  rating  plan 
which  will  reflect  the  individual’s  claims  experience.  The  concept  is 
expected  to  be  implemented  as  soon  as  the  department  approves. 

Also  approved,  effective  April  1,  is  a 50%  rate  increase  for 
Physicians  Professional  Insurance  Exchange.  Still  pending  Insurance 
Department  action  are  two  other  premium  increase  filings.  The 
Pennsylvania  Joint  Underwriting  Association  has  asked  for  a 51 
percent  increase,  and  St.  Paul  Insurance  Co.  has  asked  for  an 
increase  of  105.4  percent. 

Medical  necessity  should  be  the  determining  factor  in  a physician’s 
approval  of  home  health  care  services  for  a patient.  This  is  a new 
policy  adopted  by  the  PMS  Board  of  Trustees  at  its  meeting  January 
22.  If  a physician  suspects  abusive  practices,  he  should  report  the 
agency  to  authorities. 
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COMMITTEE  EXPANDS  ADS 
IN  NEWSPAPERS,  BROADCAST 

The  Society’s  Public  Education  Program  has  been  expanded  to 
include  additional  newspapers  and  radio  stations.  In  order  to  reach 
more  people,  and  in  response  to  perceived  advertising  gaps,  the 
number  of  newspapers  to  carry  advertising  has  been  increased 
from  21  to  52,  and  the  number  of  radio  stations  carrying  the 
announcements  from  39  to  66.  To  remain  within  budget  allocations, 
the  PMS  Committee  on  Public  Relations  has  postponed  the  use  of 
television  this  year  except  for  public  service  announcements. 

COST  CONTAINMENT  BILL 
REPORTED  TO  HOUSE  FLOOR 

The  first  of  the  13  cost  containment  bills  introduced  in  the  House  of 
Representatives  to  be  reported  out  of  committee  is  H.B.  1971.  It  was 
approved  by  the  House  Health  and  Welfare  Committee  on  January 
30.  Sponsored  by  committee  Chairman  James  Barber,  the  bill  creates 
an  independent  health  care  cost  containment  commission  with  broad 
powers  over  providers  of  health  care  and  insurers.  The  bill 
establishes  a fund  to  pay  for  the  medical  care  of  the  indigent 
through  a surcharge  on  hospitals  and  insurers.  PMS  opposes  the  bill 
in  its  present  form. 

MEDICARE  TO  DISTRIBUTE 
PATIENTS’  RIGHTS  LETTER 

The  Health  Care  Financing  Administration  (HCFA)  is  preparing  a 
letter  explaining  how  to  appeal  adverse  discharge  decisions  for 
hospitalized  Medicare  patients.  The  letter  will  be  distributed  to 
Medicare  patients  on  admission  to  the  hospital.  Concern  about 
premature  discharge  under  the  Medicare  prospective  payment 
system  led  to  development  of  the  letter,  now  being  reviewed  by  a 
number  of  organizations  including  the  AMA.  The  American 
Association  of  Retired  Persons  (AARP)  and  the  AMA  have  given 
strong  support  to  efforts  in  Congress  to  have  Medicare  patients 
informed  about  their  rights . 

LAW  PUTS  ACUPUNCTURE 
UNDER  MEDICAL  BOARD 

A bill  passed  last  month  requiring  those  practicing  acupuncture  to 
register  with  the  State  Board  of  Medicine  has  been  signed  into  law  by 
Governor  Thornburgh.  The  law  permits  nonphysician  practitioners 
of  acupuncture  to  function  under  the  general  supervision  of  a 
physician.  It  gives  the  board  of  medicine  authority  to  regulate  the 
training  and  examination  of  such  practitioners,  and  eliminates  from 
the  scope  of  the  law  osteopathic  physicians,  podiatrists,  dentists,  and 
veterinarians,  referring  them  to  their  separate  licensing  boards. 

MEDICARE  PARTICIPATION 
SHOWS  DECREASE  IN  1986 

The  Health  Care  Financing  Administration  (HCFA)  has  reported  that 
23,130  physicians  dropped  prior  Medicare  participating  agreements 
for  1986  and  that  19,150  formerly  non-participating  physicians 
entered  agreements  this  year.  In  most  states  the  percentage  of 
participating  physicians  remained  stable  or  dropped  slightly. 
Nationwide  there  are  130,691  participating  physicians,  or  28.4 
percent  of  those  who  see  Medicare  patients.  That  is  2 percent  less 
than  during  the  first  year  of  the  Deficit  Reduction  Act  program. 
HCFA  figures  show  Pennsylvania  with  a participating  physician  rate 
of  50.8  percent. 

VICE  PRESIDENT  TO  SPEAK 
ON  LITIGATION  IN  SOCIETY 

Donald  E.  Harrop,  MD,  PMS  vice  president,  will  speak  on  litigation 
in  today’s  society  at  the  annual  legislative  meeting  of  the 
Montgomery  County  Medical  Society.  The  emotional  effects  of 
litigation  on  the  family  will  be  addressed  by  Timothy  J.  Michals, 
MD,  Philadelphia  psychiatrist  who  is  a member  of  the  Pennsylvania 
Delegation  to  the  AMA.  Alan  L.  Dorian,  MD,  is  chairman.  The 
meeting  is  Thursday,  April  10,  at  4 p.m.,  at  the  county  society 
headquarters  in  Norristown.  To  reserve  a place  telephone  (215) 
277-3690. 
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MAGAZINE  SUBSCRIPTIONS  A T HUGE  SA  VINGS 


PROFESSIONAL  ASSOCIATIONS  SUBSCRIPTION  SERVICES 

29  Glen  Cove  Ave.,  Glen  Cove,  NY  11542  516-676-4300 

Physcians  qualify  for  low  professional  subscription  rates  for  magazines  for  office/reception  room  use.  In 
addition,  many  doctors  are  educators  associated  with  universities  or  teaching  hospitals  and  may  order 
magazines  at  special  educator  rates.  If  you  wish  to  select  any  educator  rates,  be  sure  to  complete  the  section 
of  the  coupon  that  requests  your  affiliated  institution.  Please  note  that  our  list  contains  the  prices  in  both 
categories.  You  may  renew  or  extend  your  present  subscription  through  the  program. 
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nerican  Heal th ( 10 ) 14.95 

nerican  Heritage(6)  24.00 
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wnbeat(12)  15.75 
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29  Glen  Cove  Ave.,  Glen  Cove,  N.Y.  11542 
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NAME  OF  PUBLICATION 

YEARS 
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All  subscriptions  are  for  one  year  unless  otherwise  noted.  TOTAL 

Guarantee:  Our  prices  are  the  lowest,  our  service  the  best. 

advance  of  expiration  date. 


Prices  subject  to  publishers'  changes.  PASS386 


editorial 


Alternatives? 


“In  times  of  great  stress,  of  pain,  or  of  sor- 
row, the  human  being  recants  all  that  he  may 
have  learned  of  science  and  of  truth  and  resorts 
to  incantation  and  to  prayer.  He  is  ready  to 
grasp  at  any  cure  or  suggestion  that  may  be 
offered  to  him  for  the  alleviation  of  his  travail, 
never  stopping  to  inquire  as  to  the  motives  of 
those  who  would  heal  him  or  as  to  the  basis  on 
which  their  claims  may  rest.”  So  Morris 
Fishbein  begins  his  book  Fads  and  Quackery  in 
Healing.  To  Dr.  Fishbein’s  reasons  (stress,  pain, 
and  sorrow)  for  the  perpetuation  of  anti- 
orthodox cures  and  fads,  may  be  added  gullibil- 
ity, disillusionment,  dread,  desperation,  hope  in 
the  face  of  the  powerlessness  of  medicine,  fear, 
and  anti-intellectualism. 

Those  who  seek  alternatives  to  scientific 
medical  care  generally  do  so  because  physi- 
cians have  accepted  the  terminality  of  certain 
diseases  or  conditions  and  convey  their  lack  of 
hope  by  word  or  action.  Many  who  follow  unsci- 
entific fads  are  uninformed  or  misinformed. 
The  unreasoning  fear  engendered  by  the  AIDS 
epidemic  causes  victims  to  grasp  at  any  ther- 
apy whether  proven  or  not.  Some  follow  fads 
because  of  testimonial  or  anecdotal  evidences 
which  they  believe  to  be  sound.  Some  popular 
diet  fads  are  nutritionally  unacceptable  and 
predicated  upon  thoroughly  fallacious  “princi- 
ples,” but  to  misinformed  dieters,  fads  seem  to 
provide  a quick,  easy,  and  convincing  way  out 
of  a fat  body. 

Convincing  is  the  key  word.  Quackery  in 
medicine  is  a sort  of  confidence  game,  but  it  is 
played  for  much  more  than  money.  The  stakes 
can  mean  loss  of  life.  Ineffective  cures  are 
sought  even  though  acceptable  therapeutic  in- 
tervention might  ameliorate  a disease  or  condi- 
tion. The  situation  might  even  become  worse. 
The  tragedy  is  twofold— not  only  may  lives  be 
lost  because  time  is  invested  in  ineffective 
treatment  but  the  dollars  spent  by  Americans 
on  such  pursuits  would  be  better  applied  to  le- 
gitimate, scientific  research. 


It  is  estimated  that  Americans  spend  in  ex- 
cess of  $2  billion  per  year  on  questionable  cures 
or  therapies.  They  are  usually  people  with 
chronic,  incurable  diseases.  Patients  suffering 
from  arthritis,  cancer,  multiple  sclerosis,  amyo- 
trophic lateral  sclerosis,  cystic  fibrosis,  athero- 
sclerosis, obesity,  or  just  plain  old  age  are  often 
prey  to  anti-orthodox  claims.  Some  of  the  more 
popular  frauds  in  recent  years  have  been  snake 
venom  for  multiple  sclerosis  and  rheumatoid 
arthritis,  cobra  venom  for  amyotrophic  lateral 
sclerosis,  selenium  for  cystic  fibrosis,  laetrile 
(also  known  as  vitamin  B17)  for  cancer,  the 
Beverly  Hills  Diet,  the  Drinking  Man’s  Diet, 
and  chelation  therapy  for  atherosclerosis.  The 
common  thread  of  all  of  these  fads  is  that  none 
have  been  proven  scientifically. 

Orthodox  medicine’s  role  cannot  be  one  of  be- 
nign neglect.  Quackery  is  much  too  serious  an 
issue  for  such  a passive  attitude.  Physicians 
need  to  identify  and  investigate  unorthodox 
remedies  and  then  educate  patients  in  realities. 
That  laetrile  can  cause  variable  degrees  of  cya- 
nide poisoning  should  be  emphasized.  That  che- 
lation therapy  for  atherosclerosis  is  not  en- 
dorsed by  a single  reputable  cardiovascular 
society  in  the  world  should  be  stated  unequivo- 
cally. 

The  pursuit  of  therapeutic  faddism  is  expen- 
sive in  loss  of  life.  Physicians  should  respond 
loudly  and  positively  against  questionable  or 
dangerous  therapies.  Vocal  opposition  may  not 
win  the  battle  against  quackery  but  physicians 
should  not  be  dismayed.  Americans  witnessed 
nearly  one  hundred  years  of  medical  faddism  in 
spite  of  organized  medicine’s  best  efforts.  But 
to  remain  silent  on  these  issues  does  not  bene- 
fit our  patients.  One  only  needs  to  remember 
Thomas  Carlyle’s  remark  about  quackery  to  re- 
alize the  true  gravity  of  its  very  existence. 
“Quackery  gives  birth  to  nothing;  gives  death 
to  all  things.” 

David  A.  Smith,  MD 

Medical  Editor 


10  Pennsylvania  Medicine,  March  1986 


ONLY  THE  PRICE 
IS  NOT  BREATHTAKING. 

If  you’re  a person  with  an  eye  for  beauty, 
one  look  at  the  striking  lines  of  the  Alfa  Romeo 
Quadrifoglio  could  give  you  reason  enough  to 
buy  it. 

You’ll  find  additional  ones  inside.  Supple 
Italian  glove  leather  seats,  air  conditioning,  powder 
windows  and  a digital  AM/FM  stereo  cassette 
deck  with  four  speakers  are  among  its  many 
standard  luxury  features. 

Yet  this  is  not  a car  to  buy  for  looks  alone. 

For  the  Quadrifoglio  is  the  best-performing  Alfa 
convertible  ever  built,  thanks  to  its  spirited  2.0 
litre  engine,  Bosch  fuel  injection,  improved  anti- 
sway bars,  15"  alloy  wheels  and  Pirelli  P6  tires. 

What’s  more,  this  car  is  built  so  well,  it’s 
backed  by  a 3-year/36, 000-mile  warranty* 

The  Alfa  Romeo  Quadrifoglio  is  now  available 
for  under  $19,600**  A price  that  lets  you  breathe  a 
sigh  of  relief. 


ENGINEERED  WITH  A PASSION. 


J.  H.  Bennett,  Inc. 

2300  Hanover  Avenue 
Allentown,  PA  18103 
(215)  437-6711 
Y/B/H  Porsche/Audi 
Route  3 (West  Chester  Pike) 
Edgemont,  PA  19028 
(215)  356-9000 
DeFinizio  Imports,  Inc. 

Wanamaker  and  Industrial  Highway 
Essington,  PA  19029 
(215)  521-9200 


Burdumy  Motors,  Inc. 

2711  Philmont  Avenue 
Huntingdon  Valley,  PA  19006 
(215)  947-6363 
MPA,  Inc. 

6515  Carlisle  Pike 
Mechanicsburg,  PA  17055 
(717)  766-0275 

Algar  Enterprises,  Inc. 

1100  W.  Swedesford  Road 
Paoli,  PA  19301 
(215)  647-6660 


Auto  Palace,  Inc. 

4627  Baum  Boulevard 
Pittsburgh,  PA  15213 
(412)  687-4000 

Cherry  Hill  Alfa 

1100  Haddonfield  Road 
Cherry  Hill,  NJ  08034 
(609)  663-2800 

Alfa  Northeast,  Inc. 

1125  N.  Washington  Avenue 
Scranton,  PA  18509 
(717)  346-7691 


•Limited  warranty  applies  only  to  U.S.  spec,  automobiles  purchased  from  authorized  Alfa  Romeo  dealers. 
••Mfr.'s  suggested  retail  price  at  P.O.  E.  excluding  removable  hardtop.  Actual  prices  may  vary.  Destn.  chrgs. , 
taxes,  dealer  prep.,  if  any,  opt.  equip,  and  license  fees  are  extra.  Hardtop  not  available  with  initial  production. 
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Leaders  focus  on  excellence 


With  a focus  on  medical  excellence, 
the  1986  Leadership  Conference  of  the 
Pennsylvania  Medical  Society  will  open 
at  1 p.m.  on  Wednesday,  April  16,  at  the 
Hershey  Lodge,  and  close  at  noon  on 
Thursday,  April  17. 

Several  Society  activities  will  precede 
the  conference.  The  Fourth  Assembly 
Meeting  of  the  PMS  Hospital  Medical 
Staff  Section  (HMSS)  will  be  held  on 
Wednesday,  April  16,  from  8:30  a.m.  un- 
til noon.  Medical  staff  leaders  from  all 
areas  of  the  state  will  participate  in  a 
new  “Open  Forum,”  an  informal  discus- 

Allergy  society 
plans  conference 

The  Pennsylvania  Allergy  Society 
will  hold  a clinical  conference  June  20- 
22,  1986,  at  the  Hotel  Hershey. 

Thomas  Platts-Mills,  MD,  of  the  Uni- 
versity of  Virginia,  will  start  the  pro- 
gram on  Friday,  June  20,  with  a discus- 
sion of  “Immunology  of  Allergy:  Role 
of  Mites.”  Richard  Lockey,  MD,  of  the 
University  of  South  Florida  College  of 
Medicine,  will  speak  on  advances  in  the 
management  of  asthma. 

Rebecca  Buckley,  MD,  of  Duke  Uni- 
versity Medical  Center,  will  present  an 
update  on  food  allergy  and  eczema,  and 
Robert  Naclerio,  MD,  of  Good  Samari- 
tan Hospital,  Baltimore,  will  give  an  up- 
date on  allergic  rhinitis. 

The  meeting  on  June  21  will  begin 
with  an  update  on  stinging  insect  al- 
lergy by  Kenneth  Schuberth,  MD, 
Lutherville,  Maryland.  Dr.  Buckley  will 
talk  on  advances  in  management  of  im- 
munodeficiencies, and  Dr.  Platts-Mills 
will  discuss  the  role  of  mites  in  asthma 
and  eczema.  Michael  Frank,  MD,  of  the 
National  Institutes  of  Health,  will 
speak  on  “Complement  System  and  the 
Allergic  Patient.” 

On  June  22,  Paul  Greenberger,  MD, 
Chicago,  will  discuss  “Pregnancy  and 
the  allergic  patient,"  and  also  allergic 
reactions  to  penicillin,  dyes,  and  sul- 
fites. Gary  Rosenbert,  MD,  Baltimore, 
will  give  an  update  on  animal  dander  al- 
lergy. 


sion  period  during  which  medical  staff 
problems  can  be  shared  and  possible  so- 
lutions identified.  A panel  discussion, 
“Managing  the  Impaired  Physician  in 
the  Hospital  Setting,”  will  give  practi- 
cal advice  on  how  medical  staffs  can 
deal  with  an  impaired  colleague,  and 
outline  some  of  the  legal  risks  associ- 
ated with  inaction  on  the  part  of  the 
medical  staff  and  the  hospital.  One  hour 
of  Category  I continuing  medical  educa- 
tion credit  will  be  available  to  those  at- 
tending the  HMSS  meeting. 

Two  seminars  also  will  be  offered  pre- 
ceding the  conference  on  April  16. 
Thomas  Pheasant,  MD,  of  the  Pennsyl- 
vania Diabetes  Academy,  will  present  a 
one-hour  program  on  visual  impairment 
and  diabetes  mellitus.  Also,  the  PMS 
Council  on  Medical  Practice  will  spon- 
sor a workshop  entitled,  “Contract  Ne- 
gotiation . . . Tips  for  the  Practicing 
Physician.” 

The  Leadership  Conference  this  year 
focuses  on  medical  excellence  and  the 
forces  challenging  it.  Health  care  cost 


The  Pennsylvania  Medical  Political  Action 
Committee  reported  to  the  Board  of  Trust- 
ees on  January  22,  and  also  distributed  la- 
pel pins  to  1986  sustaining  members  of 
PaMPAC  who  were  present  for  the  meet- 
ing. Thomas  J.  Kardish,  MD,  right, 
PaMPAC  chairman,  and  J.  Joseph  Danyo, 
MD,  chairman  of  the  PMS  Board,  are 
shown  above  admiring  the  new  symbols. 


containment,  rationing,  and  health  care 
for  an  aging  society  will  be  major  topics 
discussed. 

Gerald  McManis,  president  and 
founder  of  the  Washington,  DC  man- 
agement consulting  firm,  McManis  As- 
sociates, will  open  the  conference  on 
Wednesday  afternoon.  He  will  give  an 
overview  of  trends  in  medicine  that  are 
placing  medicine’s  standards  of  excel- 
lence at  risk.  AMA  Trustee  Lonnie 
Bristow,  MD,  will  update  members  on 
AMA  projects  and  activities. 

At  Wednesday  evening’s  dinner,  Uwe 
Reinhardt,  PhD,  will  be  the  keynote 
speaker.  The  Princeton  University  pro- 
fessor will  take  a lighthearted  look  at 
health  care  economics.  Recently,  he  has 
appeared  at  conferences  sponsored  by 
the  AMA  and  the  Hospital  Association 
of  Pennsylvania. 

On  Thursday,  the  conference  opens 
with  a breakfast  seminar  featuring 
former  WCAU-TV  news  analyst 
Donald  Barnhouse.  Now  pastor  at 
Bridgeport  Presbyterian  Church,  Dr. 
Barnhouse  will  speak  on  “Facing  Tough 
Decisions.” 

William  Schwartz,  MD,  professor  at 
Tufts  University  School  of  Medicine 
and  author  of  the  book,  “The  Painful 
Prescription:  Rationing  Hospital  Care,” 
will  speak  at  Thursday’s  general  ses- 
sion. He  will  discuss  health  care  deliv- 
ery trends  predicted  for  the  coming  de- 
cade. 

The  conference  closes  with  a discus- 
sion on  physician  stress.  John-Henry 
Pffifferling,  PhD,  director  and  cofound- 
er of  the  Center  for  Professional  Well- 
Being  in  Durham,  NC,  will  examine 
ways  members  can  cope  with  the  many 
economic,  legal,  and  ethical  challenges 
facing  them  as  practicing  physicians  to- 
day. 

Robert  N.  Moyers,  MD,  Meadville,  is 
chairman  of  the  Leadership  Conference 
Committee.  Members  include:  Betty  L. 
Cottle,  MD,  Hollidaysburg;  David  L. 
Miller,  MD,  New  Bethlehem:  Irving 
Williams  III,  MD,  Lewisburg;  and  R. 
William  Alexander,  MD,  PMS  presi- 
dent. 
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At  PMSLIC, 
your  premium  buys 
more  than  a policy. 

Choose  PMSLIC  for  your  professional  liability  coverage.  And  when 
you  do,  you  gain  an  added  benefit— access  to  a wide  range  of  risk  man- 
agement programs.  Nearly  all  are  free  of  charge  to  our  insureds.  But 
their  real  value  lies  in  their  service  to  you  and  the  medical  profes- 
sion-reducing the  threat  of  malpractice  litigation,  through  positive, 
well-informed  action. 


Audio  tapes  of  recent  risk 
management  seminars 


“Case  File,”  a self- 
paced  educational 
packet,  stressing 
problem  areas  in 
orthopedic  surgery 
and  surgical  and 
medical  specialties* 


Regional  seminars  featuring 
noted  speakers* 


“The  Patient  Rx  News- 
letter” (“PRN”),  to 
inform  you  about  current 
malpractice  trends 


The  PMSLIC  Medical-Legal  Corres- 
pondence Course,  which  presents 
instructional  material  from  actual 
closed  malpractice  cases* 


Videotapes  highlighting 
medical-legal  issues 


Speakers  to  address 
your  group  or  local 
society* 


If  youd  like  to  know  more  about  the  benefits  of  insuring  with  PMSLIC, 
write:  Pennsylvania  Medical  Society  Liability  Insurance  Company, 

Box  303,  Lemoyne,  PA  17043.  Or  call,  toll-free,  1-800-445-1212. 


‘Category  I CME 
Credit  available 
through  the 
Pennsylvania 
Medical 
Society 
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Exhibit  honors  department  chairmen  at  Hershey 


A new  permanent  exhibit  at  the 
Milton  S.  Hershey  Medical  Center  of 
the  Pennsylvania  State  University  fea- 
tures a color  portrait  of  each  of  the  18 
physicians  who  direct  departments 
there.  Ann  and  Jim  Monteith,  directors 
of  Countryhouse  Studios,  Annville, 
were  commissioned  to  create  the  photo- 
graphs to  honor  the  department  chair- 
men. 

The  photographs  were  taken  on  loca- 
tion at  the  medical  center.  The  Mon- 
teiths  have  created  similar  displays  of 
portraiture  for  industrial  clients.  This 
style  is  growing  in  popularity  as  a 
means  of  expressing  an  organization’s 
mission  through  its  people,  said  Ann 
Monteith,  adding  that  Hershey  is  one  of 
the  first  medical  centers  to  honor  de- 
partment chairmen  in  this  manner.  “I 
believe  the  portraits  show  the  human 
factor  that  lies  at  the  heart  of  the  insti- 
tution,” she  said. 

Jim  Monteith  said  this  style  incorpo- 
rates both  studio  photography  and  on- 
location  illustrative  photography.  “We 
take  advantage  of  interesting  composi- 
tional elements  offered  by  the  environ- 
ment, but  we  also  employ  the  same  type 
of  studio  lighting  we  use  in  our  camera 


room  to  give  the  subject  dimensionality 
that  is  not  possible  in  illustrative  can- 
did photography,”  he  said. 

By  creating  the  pictures  at  the  medi- 
cal center,  the  Monteiths  were  able  to 
use  the  medical  setting  to  suggest  ei- 


ther the  area  of  responsibility  or  the 
special  research  interest  of  each  chair- 
man. The  settings  range  from  a surgical 
suite  to  a patient  waiting  room  in  the 
department  of  family  and  community 
medicine. 


Anthony  Kales,  MD,  professor  and  chairman  of  the  department  of  psychiatry,  has  been 
photographed  in  the  college's  Sleep  Research  and  Treatment  Center.  Dr.  Kales  is  a pio- 
neer in  the  evaluation  and  treatment  of  sleep  disorders  such  as  apnea,  sleepwalking, 
insomnia,  and  narcolepsy. 


Rodrique  Mortel,  MD,  professor  and  chairman  of  the  department 
of  obstetrics  and  gynecology,  has  developed  a model  to  study 
the  behavior  of  cancer  in  the  uterus.  He  is  portrayed  in  a surgical 
environment. 


Thomas  L.  Leaman,  MD,  professor  and  chairman  of  the  depart- 
ment of  family  and  community  medicine,  is  shown  in  the  depart- 
ment’s patient  reception  area. 
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MALACHY  WHALEN 


offers 

guaranteed  issue, 
non-cancellable, 
disability  insurance 
for  individual 
physicians 


• Guaranteed  issue  of  $3,000  coverage  per  month 
regardless  of  health  status  for  any  physician  who 
has  been  at  work  for  90  days  and  is  under  age  60. 

• Up  to  $15,000  coverage  and  lifetime  benefits  are 
available. 

• Non-cancellable  contract — guaranteed 
renewable  to  age  65  at  regular  rates.  Unlike  group 
insurance,  your  policy  cannot  be  dropped. 

• The  cost  is  surprisingly  low.  Individual  physicians 
receive  the  full  13%  semi-annual  discount. 

» Total  disability  is  defined  as  “the  inability  to 
perform  the  duties  of  your  specialty.” 

• Pre-existing  conditions  are  covered;  benefits 
may  be  limited  to  two  years. 

/ of  market-oriented  claims 


NO  P05TAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO.  5039  PITTSBURGH,  PA 
POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 


ble  disability  overhead  expense 

0 $25,000  per  month  is  also 

1 per  month  issue  is  guaranteed. 

acy  Whalen  & Co.,  Inc.  has 
lsurance  for  Pennsylvania 
;r  300  professional  corporations 
dual  physicians  are  currently 
combinations  of  disability  and 


Malachy  Whalen  & Company,  Inc. 
Henry  W.  Oliver  Building,  Suite  725 
Pittsburgh,  Pennsylvania  15222 


s advice. 

/281-4050 ...  or,  return 
that  is  more  convenient. 


f Whalen  & Company,  Inc. 
W.  Oliver  Building 
urgh,  Pennsylvania  15222 
ie  (412)  281-4050 
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Exhibit  honors  department  chairmen  at  Hershey 


A new  permanent  exhibit  at  the 
Milton  S.  Hershey  Medical  Center  of 
the  Pennsylvania  State  University  fea- 
tures a color  portrait  of  each  of  the  18 
physicians  who  direct  departments 
there.  Ann  and  Jim  Monteith,  directors 
of  Countryhouse  Studios,  Annville, 
were  commissioned  to  create  the  photo- 
graphs to  honor  the  department  chair- 
men. 

The  photographs  were  taken  on  loca- 
tion at  the  medical  center.  The  Mon- 
teiths  have  created  similar  displays  of 
portraiture  for  industrial  clients.  This 
style  is  growing  in  popularity  as  a 
means  of  expressing  an  organization’s 
mission  through  its  people,  said  Ann 
Monteith,  adding  that  Hershey  is  one  of 
the  first  medical  centers  to  honor  de- 
partment chairmen  in  this  manner.  “I 
believe  the  portraits  show  the  human 
factor  that  lies  at  the  heart  of  the  insti- 
tution,” she  said. 

Jim  Monteith  said  this  style  incorpo- 
rates both  studio  photography  and  on- 
location  illustrative  photography.  “We 
take  advantage  of  interesting  composi- 
tional elements  offered  by  the  environ- 
ment, but  we  also  employ  the  same  type 
of  studio  lighting  we  use  in  our  camera 


room  to  give  the  subject  dimensionality 
that  is  not  possible  in  illustrative  can- 
did photography,”  he  said. 

By  creating  the  pictures  at  the  medi- 
cal center,  the  Monteiths  were  able  to 
use  the  medical  setting  to  suggest  ei- 


ther the  area  of  responsibility  or  the 
special  research  interest  of  each  chair- 
man. The  settings  range  from  a surgical 
suite  to  a patient  waiting  room  in  the 
department  of  family  and  community 
medicine. 


MALACHY  WHALEN  & CO.,  INC.: 

Please  contact  me  with  a quotation  on  guaranteed  issue, 
non-cancellable  Disability  Insurance. 


am  interested  in  $_ 


coverage  per  month  Age(s) 


□ 


Call: 


The  best  time  to  call  is 


□ 


. or  Mail  to: 


Rodrique  Mortel,  MD,  professor  and  chairman  of  the  department 
of  obstetrics  and  gynecology,  has  developed  a model  to  study 
the  behavior  of  cancer  in  the  uterus.  He  is  portrayed  in  a surgical 
environment. 


Thomas  L.  Leaman,  MD,  professor  and  chairman  of  the  depart- 
ment of  family  and  community  medicine,  is  shown  in  the  depart- 
ment’s patient  reception  area. 
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MAIACHY  WHALEN 


Malachy  Whalen  & Company,  Inc. 
Henry  W.  Oliver  Building 
Pittsburgh,  Pennsylvania  15222 
Phone  (412)  281-4050 


• Non-cancellable  disability  overhead  expense 
insurance  of  up  to  $25,000  per  month  is  also 
available;  $1 ,000  per  month  issue  is  guaranteed. 


Since  1968,  Malacy  Whalen  & Co.,  Inc.  has 
specialized  in  insurance  for  Pennsylvania 
physicians.  Over  300  professional  corporations 
and  1 ,000  individual  physicians  are  currently 
protected  with  combinations  of  disability  and 
life  insurance. 


Ask  Malachy’s  advice. 

Call  collect:  412/281-4050 ...  or,  return 
the  post  card  if  that  is  more  convenient. 


offers 

guaranteed  issue, 
non-cancellable, 
disability  insurance 
for  individual 
physicians 


• Guaranteed  issue  of  $3,000  coverage  per  month 
regardless  of  health  status  for  any  physician  who 
has  been  at  work  for  90  days  and  is  under  age  60. 

• Up  to  $15,000  coverage  and  lifetime  benefits  are 
available. 

• Non-cancellable  contract— guaranteed 
renewable  to  age  65  at  regular  rates.  Unlike  group 
insurance,  your  policy  cannot  be  dropped. 

• The  cost  is  surprisingly  low.  Individual  physicians 
receive  the  full  13%  semi-annual  discount. 

• Total  disability  is  defined  as  “the  inability  to 
perform  the  duties  of  your  specialty.” 

• Pre-existing  conditions  are  covered;  benefits 
may  be  limited  to  two  years. 


• Proven  history  of  market-oriented  claims 
performance. 


newsfronts 


Foundation  pledges  $17.2  million  for  AIDS 


Recognizing  the  growing  need  for 
more  specialized,  more  humane,  and 
less  costly  health  services  for  patients 
with  Acquired  Immune  Deficiency  Syn- 
drome (AIDS)  and  people  with  AIDS- 
related  disorders,  the  Robert  Wood 
Johnson  Foundation  has  announced  a 
$17. 2-million  program  targeted  at  10  of 
the  nation’s  largest  cities.  The  program 
will  support  the  development  of  city- 
wide AIDS  health  services  projects 
that  will  provide  specialized  care  from 
the  hospital  to  the  home.  These  projects 
will  emphasize  in-home  and  community 
based  care. 

Hospitals,  local  health  agenices,  ma- 
jor voluntary  organizations,  or  a con- 
sortium of  health  care  organizations  in 
the  21  metropolitan  areas  with  the  larg- 
est AIDS  case  loads  are  eligible  to  ap- 
ply. In  Pennsylvania,  only  Philadelphia, 
with  284  cases,  is  eligible. 

The  program  will  be  a four-year  effort 
providing  a range  of  services  currently 
not  readily  available  to  most  AIDS  pa- 
tients. The  aim  of  the  program  is  to  help 
bring  many  needed  medical  and  sup- 
portive services  to  AIDS  patients,  to 
demonstrate  that  care  can  be  provided 
to  them  more  humanely  and  at  reduced 
cost,  and  to  help  relieve  the  burden 
which  caring  for  AIDS  patients  has 
placed  on  many  urban  hospitals  in  the 
absence  of  alternative,  community- 
based  care.  Another  goal  of  the  pro- 
gram is  to  encourage  health  profession- 
als and  health  care  institutions,  public 
agencies,  voluntary  organizations  and 
others  who  are  involved  in  the  provision 
of  services  to  AIDS  patients  to  work  to- 
gether to  organize  coordinated,  more  ef- 
fective systems  of  care. 

Foundation  Vice  President  Drew  Alt- 
man discussed  the  rationale  for  this 
program.  “Though  some  other  diseases 
claim  more  people  than  AIDS,  no  dis- 
ease in  recent  memory  has  so  strained 
the  ability  of  our  political,  social,  and 
health  care  institutions  to  respond.  We 
hope  to  demonstrate,  through  our  sup- 
port of  these  AIDS  health  service  proj- 
ects, that  our  society  can  respond  more 
compassionately  and  more  effectively 
to  this  disease  until,  at  some  point  in 
the  future,  a cure  or  an  effective  treat- 
ment is  developed. 

“Specifically,  what  is  needed  in  cities 
with  large  populations  of  AIDS  pa- 
tients is  a highly  specialized  continuum 


of  care,  from  inpatient  and  ambulatory 
services  on  the  one  end,  to  care  in  the 
home  and  help  with  basic  tasks  of  daily 
living  on  the  other. 

“The  goal  of  such  efforts  should  be  to 
care  for  AIDS  patients  in  the  most  hu- 
mane and  caring  setting  possible,  while 
also  assuring  access  to  the  latest  treat- 
ments medical  science  has  to  offer. 

“Emphasizing  in-home  and  commu- 
nity based  care  also  should  produce 
substantial  savings.  In  San  Francisco, 
where  a comprehensive  community- 
based  program  exists,  hospital  care  for 
AIDS  averages  approximately  $29,000 
per  patient.  In  the  rest  of  the  country,  it 
averages  more  than  $140,000.” 

The  foundation’s  program  would  em- 
phasize: 

(1)  Comprehensive,  AIDS-specific 
ambulatory  services  which  would  result 
in  improved  diagnosis,  earlier  treat- 
ment and  intervention,  and  reduced  uti- 
lization of  costly  inpatient  services. 
Such  ambulatory  clinics  would  also 
serve  as  a setting  for  needed  research 
on  the  treatment  of  AIDS. 

(2)  A range  of  home  health  and  sup- 


21  U.S.  metropolitan  areas 
with  largest  aids  case  loads 

City  Number  of  AIDS  Cases 


New  York  City 

4,923 

San  Francisco 

1,730 

Los  Angeles 

1,306 

District  of  Columbia 

483 

Miami 

475 

Houston 

402 

Newark  (New  Jersey) 

373 

Chicago 

323 

Philadelphia 

284 

Dallas 

236 

Atlanta 

223 

Boston 

221 

Jersey  City  (New  Jersey) 

179 

Nassau  County  (New  York) 

159 

Ft.  Lauderdale 

153 

San  Diego 

147 

Seattle 

141 

New  Orleans 

125 

West  Palm  Beach 

122 

Anaheim 

114 

Baltimore 

114 

Source:  Centers  for  Disease  Control;  number 
of  AIDS  cases  reported  as  of  December  20, 
1985. 


portive  services  such  as  help  provided 
by  volunteers  with  cooking,  shopping, 
dressing,  and  other  basic  tasks  of  daily 
living. 

(3)  Nursing  facility  and  hospice  ser- 
vices. 

(4)  Case  management  services,  usu- 
ally provided  by  social  workers  or 
trained  volunteers,  to  help  patients  and 
families  navigate  their  way  through  the 
service  and  public  benefits  systems. 

(5)  Innovative  education  and  preven- 
tion activities  aimed  at  members  of 
high  risk  groups. 

Ideally,  these  systems  of  care  would 
be  clearly  linked  to  a specialized  AIDS 
inpatient  unit  at  a major  hospital,  and 
foundation  funds  could  also  be  used  to 
help  establish  these  units.  Applicants  in 
18  of  the  21  eligible  metropolitan  areas 
will  be  eligible  for  grants  of  up  to  $1.6 
million  over  the  four-year  program, 
while  applicants  in  New  York,  San  Fran- 
cisco, and  Los  Angeles,  where  the  case 
loads  are  largest,  will  be  eligible  for  up 
to  $2  million. 

Currently,  the  federal  government  is 
planning  a grants  program  to  support 
model  AIDS  health  services  projects  in 
the  four  cities  with  the  largest  AIDS 
caseloads.  If  the  federal  initiative  goes 
forward,  the  foundation  and  the  federal 
government  anticipate  joining  forces  in 
a collaborative  effort  in  these  four  cit- 
ies. 

The  AIDS  Health  Services  Program 
is  being  administered  for  the  Founda- 
tion by  Mervyn  Silverman,  MD,  former 
director  of  health  in  San  Francisco  and 
senior  program  consultant  to  the  Rob- 
ert Wood  Johnson  Foundation. 

A National  Advisory  Committee  will 
assist  in  the  initial  review  of  applica- 
tions, participate  in  site  visits  to  se- 
lected applicants  during  the  review  pro- 
cess, make  grant  recommendations  to 
the  foundation’s  board  of  trustees,  and 
assist  in  monitoring  the  operation  of 
the  program.  The  committee  will  be 
chaired  by  Philip  Lee,  MD,  professor  of 
social  medicine  at  the  University  of  Cal- 
ifornia, San  Francisco,  and  president  of 
the  San  Francisco  Health  Commission. 

The  Robert  Wood  Johnson  Founda- 
tion, located  in  Princeton,  New  Jersey, 
became  a national  philanthropy  in  1972. 
Since  that  time,  it  has  made  grants  in 
excess  of  $650  million  to  improve  health 
care  in  the  United  States. 
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You  can’t  keep  a good  man  down 


Because  Harmarville  will  pick  him 

up.  Our  Occupational  Health 
and  Rehabilitation  Services  program 
(OHRS)  works  solely  on  getting 
good  people,  like  Bob  Seaman,  with 
industrial  injuries  back  on  the  job. 

For  Bob,  back  on  the  job  means 
being  happy.  So  when  he  fell  off  a 
ladder  injuring  his  foot  and  couldn't 
work,  something  was  lost.  That  just 
wouldn’t  do  for  Bob,  or  his  employer 
of  40  years,  the  L.  E.  Smith  Glass 
Company. 

OHRS  was  their  answer.  The 

doctors  at  our  rehabilitation  hospital 
discovered  that  Bob’s  condition 
involved  nerve  compression  in  his 
foot.  They  placed  him  in  a rehabilitation 
program  designed  to  treat  his  particular 
disability.  The  result:  In  just  a few 
months,  Bob  was  back  on  the  job 
full-time. 


It  works.  Since  the  program  started 
in  1 978,  nearly  80%  of  all  patients  have 
returned  to  work.  Employers  reduce 
lost  time  and  workers'  compensation 
costs. 

Is  less  effort  acceptable?  Bob  and 

L.  E.  Smith  Glass  Company  didn’t 
think  so.  And  we  at  Harmarville  agree; 
only  the  best  care  possible  will  do  when 
someone's  livelihood  is  at  stake. 

For  more  information  on  our  OHRS 
program,  call  any  of  our  four  locations: 
Harmarville  (782-5800); 

Allegheny  Center  Mall  (322-8400); 
Greensburg  (242-5600); 
or  Washington  (341-4303). 


H4RIVL4RVILLE 


newsfronts 


Alcohol  involved  in  40  percent  of  traffic  deaths 


A total  of  640  drinking  drivers  were 
involved  in  625  alcohol-related  fatal  ac- 
cidents resulting  in  the  death  of  704 
people  in  Pennsylvania  during  1984. 
According  to  statistics  released  by  the 
state  health  department,  the  704  deaths 
account  for  over  40  percent  of  the  1,752 
persons  killed  in  all  Pennsylvania  traf- 
fic accidents  that  year. 

“Equally  disturbing  is  the  fact  that  of 
the  640  drinking  drivers,  133— about  21 
percent— were  under  the  legal  drinking 
age  of  21,”  said  Luceille  Fleming,  dep- 
uty secretary  for  drug  and  alcohol  pro- 
grams. 

Citing  figures  from  the  Department 
of  Transportation,  she  said  the  follow- 
ing 1984  statistics  “should  be  memo- 
rized by  every  licensed  driver  in  this 
state  who  considers  mixing  drinking 
and  driving.”  She  said: 

• 1.9  persons  were  killed  in  alcohol- 
related  accidents  every  day  (one  every 
12.4  hours). 

• 55.3  persons  were  injured  in  alcohol- 
related  accidents  every  day  (one  every 
26  minutes). 

• One  out  of  every  271  licensed  driv- 
ers was  involved  in  an  alcohol-related 
accident. 

• 82.9  percent  of  drivers  in  alcohol- 
related  accidents  were  male. 


• 86.2  percent  of  drivers  in  alcohol- 
related  fatal  accidents  were  male. 

• 14.6  percent  of  all  accidents  in- 
volved alcohol. 

• 39.4  percent  of  all  fatal  accidents  in- 
volved alcohol. 

• 57.4  percent  of  all  alcohol-related 
accidents  occurred  between  the  hours  of 
10  p.m.  and  4 a.m. 

In  addition  to  the  704  deaths  involv- 
ing 640  drinking  drivers,  there  was  a to- 
tal of  20,493  alcohol-related  accidents  in 
1984  causing  injuries  to  21,179  people 
and  causing  property  damage  in  6,681 
accidents. 

Allegheny  County  led  the  state  in 
alcohol-related  accidents  with  2,096. 
Montgomery  County  was  second  with 
1,426.  Delaware  County  was  third  with 
1,014. 

Allegheny  County  also  led  the  state 
for  the  number  of  persons  killed  in 
alcohol-related  accidents  with  46.  West- 
moreland County  was  second  with  45. 
Montgomery  County  was  third  with  42. 

Forest  and  Montour  recorded  no 
deaths  from  alcohol-related  accidents. 
Eight  counties— Cameron,  Columbia, 
Elk,  Fulton,  McKean,  Mifflin,  Pike,  and 
Snyder— each  recorded  one  death. 

Six  out  of  10  highway  deaths  of  driv- 
ers between  15  and  24  involved  drink- 


ing in  1984.  Although  young  drivers  un- 
der the  age  of  25  amount  to  only  17.1 
percent  of  the  driver  population  in 
Pennsylvania,  they  account  for  39  per- 
cent of  fatal  alcohol-related  accidents. 

State  sets  up  new  test  sites 
for  AIDS  antibody 

The  Pennsylvania  Department  of 
Health  has  established  ten  additional 
testing  sites  for  the  AIDS  (Acquired 
Immunodeficiency  Syndrome)  antibody. 
The  new  testing  centers  are  added  to 
the  eight  sites  previously  being  oper- 
ated in  the  state. 

Each  site  offers  the  test  to  people 
who  may  have  been  exposed  to  the  Hu- 
man T-Lymphotropic  Virus  III  (HTLV- 
III).  Counseling  is  available  at  all  sites. 
Both  the  test  and  the  counseling  are 
confidential,  state  officials  said. 

Pennsylvania  is  seventh  in  the  nation 
for  number  of  confirmed  AIDS  cases, 
health  department  officials  said.  In  Jan- 
uary, the  state  confirmed  352  cases  of 
AIDS  and  181  deaths  have  been  re- 
corded since  surveillance  began  in  1981. 
States  with  more  cases  than  Pennsylva- 
nia are  New  York  (5,488  cases),  Califor- 
nia (3,708  cases),  Florida  (1,078  cases), 
New  Jersey  (960  cases),  Texas  (866 
cases),  and  Illinois  (353  cases). 

Addresses  and  phone  numbers  of  the 
ten  new  testing  centers  are  as  follows: 
Scranton— State  Health  Center,  100 
Lackawanna  Ave.,  (717)  961-4567 
Harrisburg— State  Health  Center,  1500 
N.  2nd  St.,  (717)  787-8842 
Lancaster— State  Health  Center,  439  E. 
King  St.,  (717)  299-7597 
Meadville— State  Health  Center,  900 
Water  St.,  (814)  336-6947 
Williamsport— State  Health  Center, 
224  E.  4th  St.,  (717)  327-3440 
State  College— Family  Health  Services, 
477  E.  Beaver  Ave.,  Suite  210,  (814) 
237-7371 

Greensburg— State  Health  Center  STD 
Clinic,  115  W.  Otterman  St.,  (412)  832- 
5315 

Monessen— Mon- Valley  Health  Center 
STD  Clinic,  Eastgate  8,  (412)  684-8500 
Altoona— State  Health  Center  STD 
Clinic,  615  Howard  Ave.,  (814)  946-7300 
Lewistown— State  Health  Center  STD 
Clinic,  21  S.  Brown  St.,  (717)  242-1452 


MCP  opens  Morani  Art  Gallery 


The  Medical  College  of  Pennsylvania 
(MCP)  held  a ceremony  in  January  to 
mark  the  opening  of  its  new  Morani  Art 
Gallery.  The  gallery  was  named  in  honor 
of  Alma  Dea  Morani,  MD,  who  donated 
her  private  collection  of  works  to  the 
college.  Dr.  Morani,  a graduate  of  the 
college,  spent  her  career  teaching  there. 
The  collection  is  housed  in  the  Confer- 
ence Center  of  the  Eastern  Pennsylva- 
nia Psychiatric  Institute  building  and 
includes  sculptures  and  paintings  done 
by  members  of  Dr.  Morani’s  family  as 
well  as  pieces  she  collected  while  travel- 
ing. 

Dr.  Morani  studied  art  throughout 
her  medical  career,  first  with  her  father, 
Salvatore  Morani,  who  made  his  living 
as  a sculptor,  and  later  with  several 
Philadelphia  artists.  In  addition  to  her 
sculptures  of  busts  and  hands  and 
works  by  her  father,  paintings  by  her 
sisters,  Gladys  Morani  DeStefano  and 


Victoria  Morani  Morri  are  on  display. 
Also  in  the  gallery  are  antique  ivories 
and  jades,  and  bronzes  from  the  Far 
East. 

Dr.  Morani  serves  as  consultant  for 
the  new  gallery,  and  Carolyn  Siegel  is 
curator.  Currently  the  gallery  is  open  by 
appointment.  For  more  information, 
call  the  administrative  office  at  (215) 
842-7124. 


Physicians  are  invited  to  serve  on  the 
sports  medicine  staff  for  the  1986  Key- 
stone Games,  which  will  be  held  August  8- 
10  at  the  Pennsylvania  State  University 
campus,  University  Park.  Physicians  inter- 
ested in  serving  should  apply,  before  April 
1,  by  writing  to  James  A.  Roslevich,  Medi- 
cal Coordinator,  State  College  Area  High 
School,  653  Westerly  Parkway,  State  Col- 
lege, PA  16801.  Telephone  814-231-1111. 
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AGE:  10 


DIAGNOSIS: 

Chronic  Granulomatous,  an  inher- 
ited disorder  characterized  by 
severe  recurrent  infections  of  the 
skin,  lymph  nodes,  liver  and  bones. 


TREATMENT: 

Multiple  home  IV  therapies 
using  Oxacillin,  Gentamicin  and 
Cefotaxime. 


PROVIDER: 

Caremark/ 

Home  Health  Care  of  America 


WHY: 

Benjamin  requires  pharmacoki- 
netic dosing  and  extremely  careful 
monitoring.  Using  proprietary 
computerized  clinical  manage- 
ment, Caremark  provides 
Benjamin's  physician  with  phar- 
macokinetic analyses,  nursing, 
lab  and  drug  administration 
reports.  Nursing  and  pharmacy 
services  are  integrated  and  avail- 
able 24  hours  a day 


PERSONAL: 


RESULTS: 

Benjamin  is  doing  well  and  is 
very  much  a typical  ten  year  old. 


I love  Lucy 


PATIENT: 


Benjamin  Smith 


Benjamin  and  his  nurse  have 
developed  an  interesting  habit 
They  watch  reruns  of  "I  Love 
Lucy”  while  Ben  infuses. 


A note  from  Ben:  ‘T  love  Lucy; 
she’s  great.  Hey,  here's  a trivia 
question  for  you.  What  was  the 
name  of  little  Rickie's  babysitter?  ” 


pjqwnui  ‘sujy 


1-215-296-4446 
or  call  collect 


Caremark 


Home  Health  Care  of  America 


capital  commentary 


Health  legislation  review  and  preview 

Robert  H.  Craig  Jr. 

Jerry  L.  Rothenberger 
Larry  L.  Light 


Before  completing  the  1985  legisla- 
tive session,  the  General  Assem- 
bly met  the  deadline  for  passage  of  a re- 
vised Medical  Practice  Act  as  required 
by  the  Commonwealth's  Sunset  Law. 

Sunset  of  Health  Care  Licensing 
Boards— A priority  issue  for  both  the 
House  and  the  Senate,  the  sunset  pro- 
cess called  for  the  review  of  all  health 
care  licensing  boards  and  licensure 
laws.  The  Society  was  active  on  two 
fronts— seeking  passage  of  a new  Medi- 
cal Practice  Act  and  assuring  that  the 
amendments  to  other  health  care  licens- 
ing laws  were  acceptable  to  physicians. 

The  new  Medical  Practice  Act  was 
signed  into  law  by  Governor  Thorn- 
burgh on  December  20,  1985  as  Act 
112.  This  law  grants  the  newly  named 
State  Board  of  Medicine  broader  disci- 
plinary powers  to  act  against  both  phy- 
sicians and  nonphysicians.  It  also  pro- 
vides an  executive  secretary  for  the 
Board  and  sets  new  standards  for  ob- 
taining a license  to  practice  medicine. 

The  sunset  process  for  several  other 
boards  also  was  completed.  Included 
are  pharmacy,  physical  therapy,  nurs- 
ing, osteopathic  medicine,  and  dentis- 
try. The  sunset  process  for  optome- 
trists, chiropractors,  and  psychologists 
was  extended. 

Each  of  the  health  care  licensing  sun- 
set bills  has  included  standard  language 
on  the  treatment  of  impaired  profes- 
sionals. In  general,  the  boards  are  per- 
mitted to  hire  consultants  to  work  with 
impaired  professionals  and  they  are  em- 
powered to  allow  an  impaired  profes- 
sional to  keep  the  appropriate,  albeit 
limited,  license  if  that  person  is  under- 


going a continuing  rehabilitation  pro- 
gram. 

Following  is  a brief  look  at  legislation 
pending  as  this  article  was  written  and 
other  laws  passed  during  the  1985  fall 
and  winter  legislative  session. 

Acupuncture  (Senate  Bill  693) — This 
Acupuncture  Registration  Act  proposal 
was  approved  by  the  House  in  late  Jan- 
uary after  passage  by  the  Senate.  The 
law  would  require  registration  for  those 
performing  acupuncture  with  the  State 
Board  of  Medicine,  and  supervision  by 
a medical  doctor.  The  bill  was  sent  back 
to  the  Senate  for  final  approval. 

Anatomical  Gifts— House  Bill  90  was 
amended  to  include  language  setting 
guidelines  for  physicians  to  ask  the 
family  of  a deceased  person  for  the  do- 
nation of  organs  under  proper  circum- 
stances. Other  legislation  has  been  in- 
troduced setting  guidelines  by  which 
hospital  administrative  staff  may  make 
this  request.  H.B.  90  has  been  reported 
from  committee  and  PMS  is  supporting 
an  amendment  to  combine  this  lan- 
guage. There  has  been  no  action  on  the 
seven  bills  previously  introduced  aimed 
at  protecting  those  authorized  to  re- 
move eyes. 

Insurance:  Nurses  (H.B.  607) — This 
leg’slation  mandating  direct  payment 
for  health  services  provided  by  nurses 
was  approved  by  the  House  Insurance 
Committee,  briefly  placed  on  the  House 
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Legislation.  Mr.  Craig  is  director,  Mr.  Rothen- 
berger is  assistant  director,  and  Mr.  Light  is 
legislative  liaison. 


calendar,  then  rereferred  to  the  House 
Appropriations  Committee  for  study. 

Liability  Insurance:  Nurse  Midwives 
(Act  78)— This  new  law  was  signed  in 
November.  It  amends  the  Health  Care 
Services  Malpractice  Act  to  include  cer- 
tified nurse  midwives  and  birth  centers 
in  the  definition  of  health  care  provider. 
It  requires  that  nurse  midwives  carry 
professional  liability  insurance  and 
gives  them  the  right  to  purchase  cover- 
age under  the  Catastrophe  Loss  Fund 
of  Act  111.  Their  basic  insurance  cover- 
age would  not  have  been  available  for 
1986  without  the  CAT  Fund. 

Low-Level  Radioactive  Waste  (Act 
120)— As  the  session  was  closing  in  De- 
cember, Senate  Bill  417  was  passed  by 
the  House  and  Senate.  This  law  puts 
Pennsylvania  in  compliance  with  the  re- 
gional Appalachian  state  low-level  ra- 
dioactive compact. 

Organ  Transplants  (Senate  Bill  276)— 
The  Senate  Public  Health  and  Welfare 
Committee  held  public  hearings  this  fall 
on  this  bill  creating  the  Pennsylvania 
Organ  Transplant  Procedure  Board. 
The  hearings  revealed  that  many  per- 
sons who  are  not  eligible  for  insurance 
coverage  for  the  transplants  are  indeed 
undergoing  such  procedures.  There  has 
been  no  further  action  on  the  bill. 

Licensure  Notices  (Senate  Bill  1208)— 
This  bill  was  passed  in  the  Senate  48-0 
in  December,  was  approved  on  January 
21  by  the  House  Professional  Licensure 
Committee,  and  went  on  the  House  cal- 
endar. The  bill  requires  that  a notice  be 
placed  in  local  newspapers  by  profes- 
sional occupational  examining  boards 
when  a license  has  been  suspended  or 
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Newspaper,  radio  — now  magazines.  In  April  and  May,  patients 
in  most  parts  of  the  state  will  be  seeing  this  ad  in  their  issues  of 
Newsweek,  Sports  Illustrated,  Time  and  li.S.  News  and 
World  Report.  It's  another  feature 
of  your  State  Society's  new  public 
education  program. 

This  statewide,  multi-media 
campaign  explains  to  the  public 
the  doctors'  point  of  view  on  im- 
portant issues  facing  health  care 
— such  as  the  medical  liability 
crisis. 

Watch  for  PMS  newspaper 
and  magazine  ads.  And  listen 
for  PMS  radio  spots  and  pub- 
lic service  announcements. 

PMS  Public  Education  Pro- 
gram — your  investment  in 
the  future  of  medicine. 


capital  commentary 

revoked.  This  requirement  would  not 
apply  if  the  licensee  is  “satisfactorily 
progressing  in  a rehabilitation  pro- 
gram” and  publication  would  be  detri- 
mental. 

Reporting  Disorders  (House  Bill 
452)— This  legislation  requiring  physi- 
cians and  others  to  obtain  the  permis- 
sion of  a patient  to  report  to  the  state 
disorders  relating  to  safe  driving  was 
passed  by  the  House  on  a vote  of  142- 
53.  The  bill  includes  provisions  grant- 
ing physicians  the  right  to  make  re- 
ports when  they  feel  such  an  action  is 
necessary.  The  bill  was  amended  to  in- 
clude provisions  repealing  the  automo- 
bile Catastrophic  Loss  Fund.  It  was 
amended  January  22  by  the  Senate 
Banking  and  Insurance  Committee  to 
become  the  “vehicle”  bill  for  unisex 
auto  insurance  rates. 

Seat  Belts  (Senate  Bill  483)— The  Sen- 
ate in  late  October  passed  a mandatory 
seat  belt  bill  by  a 31-14  vote.  The  bill 
requires  drivers  and  front  seat  passen- 
gers, with  a few  exceptions,  to  use  seat 
belts.  There  would  be  a $20  fine  for  vio- 


lations. Public  hearings  are  now  being 
held  by  the  House  Consumer  Affairs 
Committee. 

Smokeless  Tobacco  (House  Bill 
1168)— This  bill  requires  that  informa- 
tion on  cancer  hazards  be  printed  on 
smokeless  tobacco  products.  The  bill 
was  passed  on  January  22,  1986  by  195- 
0.  It  is  now  in  the  Senate  Public  Health 
and  Welfare  Committee. 

Breast  Disease  (Senate  Bill  1 152) — 
This  legislation  was  introduced  to 
amend  the  “Treatment  of  Breast  Can- 
cer Act”  by  substituting  the  word  “dis- 
ease” for  the  word  “cancer.”  The  bill 
passed  the  Senate  by  a vote  of  48-0  and 
is  now  in  the  House  Health  and  Welfare 
Committee. 

Designer  Drugs  (Senate  Bill  1140)— 
This  bill  amends  the  Controlled  Sub- 
stance, Drug,  Device,  and  Cosmetic  Act 
to  prohibit  the  manufacture,  distribu- 
tion or  possession  of  designer  drugs. 
The  bill  was  passed  by  the  Senate  by  a 
vote  of  48-0  and  is  also  under  study  by 
the  House  Health  and  Welfare  Commit- 
tee. 

Felony  Convictions— Legislation  was 
introduced  allowing  persons  convicted 


of  a drug-related  felony  to  undergo  suc- 
cessful rehabilitation  and  to  seek  a 
health-related  license  ten  years  after  the 
conviction.  These  provisions  were  in- 
cluded in  the  “sunset”  amendments. 

Cost  Containment  (House  Bills  1968 
and  1971)— Health  care  cost  contain- 
ment will  be  a priority  issue  for  the 
House  of  Representatives  during  the 
early  months  of  1986.  The  majority  and 
minority  chairmen  of  the  House  Health 
and  Welfare  Committee  each  introduced 
separate  comprehensive  legislation. 
These  bills  will  be  the  subjects  for  de- 
bate in  committee  and  on  the  floor  of 
the  House.  H.B.  1971  was  approved  in 
committee  and  reported  to  the  House 
calendar  for  further  action  on  January 
30.  It  is  sponsored  by  the  chairman  of 
the  House  Health  and  Welfare  Commit- 
tee and  the  Democratic  Majority 
Leader  of  the  House.  It  will  be  strongly 
opposed  by  health  care  providers.  Key 
provisions  are  a tax  on  health  care  pro- 
viders (except  physicians)  and  health  in- 
surance premiums  to  pay  for  care  of  low 
income  patients,  and  the  collection  of 
data  by  a 15-member  state  health  care 
cost  containment  commission.  □ 


The  Meadows  Psychiatric  Center. 

Specialized  Care  In  A Centralized  Location. 


Located  on  a scenic  52  acre  site, The  Meadows 
Psychiatric  Center  has  become  the  regional 
referral  center  for  central  Pennsylvania.  Our  92 
bed  hospital  provides 
quality,  individualized 
treatment  in  a peaceful, 
therapeutic  setting. 

Child  And  Adolescent 
Services.  Specialized  pro- 
grams are  available  for 
children,  preteens  and 
adolescents.  An  Intensive 
Treatment  unit  provides 
services  for  seriously  disturbed  adolescents.  Our 
licensed  school  allows  patients  to  continue  their 
studies  while  hospitalized.  Family  involvement  is 
encouraged  throughout  the  treatment  process. 


Adult  Services.  Our  program  provides  special- 
ized care  for  young  adults,  adults  and  older  adults. 
In  this  way,  the  special  problems  faced  at  various 
stages  of  adulthood  can  be  effectively  treated. 
Individual,  group  and  family  therapy  in  conjunction 
with  recreational,  occupational  and  movement 
therapies  help  patients  of  all  ages. 

Chemical  Dependency  Program. The  Meadows 
treats  adults  and  adolescents  whose  emotional 
problems  are  complicated  by  dependency  on  drugs 
or  alcohol.  Treatment  helps  patients  develop  a 
lifestyle  free  from  mind-altering  substances. 
Emergency  consultations  and  admissions 
are  available  on  a 24-hour  basis.  Insurance 
coverage  is  available  through  Blue  Cross/Blue 
Shield,  Medicare,  Medicaid  and  other  major 
insurance  companies. 


The  Meadows  Psychiatric  Center 
Centre  Hall,  Pennsylvania  16828 
(814)364-2161 


A FIRST  HOSPITAL  CORPORATION  FACILITY. 
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New 


WELLBUTRIN 


(Bupropion  HC1) 

75  mg  Tablets 


HELPING  PATIENTS 
REDISCOVER  THE  BEAUTY  OF  LIFE 


Please  see  final  pages  for  summary  of  prescribing  information. 


New 

WELLBUTRIN 

(Bupropion  HC1) 

75  mg  Tablets 

an  antidepressant  of  the  aminoketone  class,  chemically  unrelated  to 
tricyclic,  tetracyclic,  or  other  known  antidepressant  agents 


FOR  THE  TREATMENT  OF  DEPRESSION 

• In  patients  who  fail  to  respond  adequately  to  other 
antidepressant  treatments, 

• In  patients  who  cannot  tolerate  alternative 
antidepressant  treatments. 


Wellbutrin  may  be  of  particular  benefit  in  patients 
who  have  experienced  orthostatic  hypotension, 
daytime  drowsiness,  or  excessive  weight  gain 
while  on  other  antidepressants. 


* Wellbutrin  is  not  recommended  as  an  antidepressant  of 
first  choice  for  most  patients  because  its  use  at  doses 
approximately  one  and  one-third  times  greater  than  the 
usually  required  daily  dose  (450  mg)  is  associated  with  a 
high  risk  of  seizure  (see  WARNINGS  in  summary  of 
prescribing  information). 


New  WELLBUTRIN  (Bupropion  HC1) 

HELPING  PATIENTS  who  cannot  tolerate 
the  cardiovascular  effects  of  alternative  treatments 


EFFICACY  COMPARABLE  TO 
AMITRIPTYLINE 

While  many  patients  have  been  treated  with 
Wellbutrin  in  long-term  clinical  trials  of  up  to  two 
years  duration,  there  has  been  no  systematic  placebo- 
controlled  evaluation  of  the  efficacy  of  Wellbutrin  for  a 
period  beyond  three  to  four  weeks. 

A double-blind  controlled  trial  comparing  Wellbutrin  to 
amitriptyline  was  conducted  at  six  centers.1  No  signifi- 
cant difference  was  found  in  therapeutic  response  to  the 
two  drugs. 


REDUCED  INCIDENCE  OF 
ORTHOSTATIC  HYPOTENSION 

In  a study  of  twelve  patients  who  had  previously  exhib- 
ited significant  orthostatic  hypotension  while  on  tri- 
cyclic or  tetracyclic  medications,  not  one  displayed  clin- 
ically significant  orthostatic  hypotension  after  being 
switched  to  Wellbutrin.2 


ORTHOSTATIC  BLOOD  PRESSURE 
CHANGE 


Oh 


Adapted  from  Farid  et  al2 


NO  SIGNIFICANT  EFFECT  ON  HEART 
RATE  OR  CARDIAC  CONDUCTION 

Wellbutrin  has  no  more  effect  on  heart  rate  or  cardiac 
conduction  than  placebo.  In  a double-blind  study  with 
23  inpatients  comparing  Wellbutrin  (300-750  mg/day) 
to  amitriptyline  (75-225  mg/day),  Wellbutrin  produced 
no  significant  changes  in  any  of  the  ECG  parameters 
measured.  By  contrast,  amitriptyline  caused  a signifi- 
cant prolongation  in  PR  interval  and  QRS  duration,  as 
well  as  a decrease  in  QRS  height.3  In  placebo-controlled 
clinical  trials,  the  incidence  of  tachycardia  on 
Wellbutrin  was  10.8%  vs.  8.6%  on  placebo. 

There  is  no  clinical  experience  establishing  the  safety 
of  Wellbutrin  in  patients  with  a recent  history  of 
myocardial  infarction  or  unstable  heart  disease.  Care 
should  be  exercised  if  Wellbutrin  is  used  in  these 
groups. 

Please  see  final  pages  for  summary  of  prescribing  information. 


New  WELLBUTRIN®  (Bupropion  HC1) 

HELPING  RVTIENTS  who  cannot  tolerate  the 
daytime  drowsiness  or  weight  gain  associated  with 
alternative  treatments 


WELLBUTRIN 4 


LOWER  INCIDENCE 
OF  DAYTIME  DROWSINESS 


LOW  INCIDENCE 
OF  WEIGHT  GAIN 


In  studies  with  147  depressed  patients,  Wellbutrin 
caused  substantially  less  drowsiness  than  amitripty- 
line. 


PERCENT  OF  PATIENTS  REPORTING 
TREATMENT-RELATED  DROWSINESS 
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Without  daytime  drowsiness,  patients  may  be  better 
able  to  function  during  normal  daily  activities.  Due  to 
its  relatively  low  incidence  of  daytime  drowsiness, 
Wellbutrin  may  be  advantageous  for  patients  who 
need  to  drive  a car  or  operate  machinery.  In  placebo- 
controlled  clinical  trials,  the  incidence  of  dizziness  on 
Wellbutrin  was  22%  vs.  16%  on  placebo.  THEREFORE, 
CAUTION  SHOULD  BE  EXERCISED  UNTIL 
REASONABLY  CERTAIN  THE  DRUG  WILL 
NOT  AFFECT  PERFORMANCE. 


Some  patients  may  report  agitation  or  restlessness  dur- 
ing the  initial  phase  of  therapy.  In  depressed  patients 
with  severe  insomnia  or  pronounced  agitation  and  rest- 
lessness, concurrent  administration  of  a hypnotic  dur- 
ing the  first  week  of  treatment  may  be  helpful.  For  most 
patients,  as  the  depression  is  brought  under  control, 
normal  sleep  patterns  should  return  and  the  hypnotic 
may  be  removed. 

In  approximately  2%  of  patients  in  clinical  trials,  symp- 
toms of  restlessness,  agitation,  anxiety,  and  insomnia 
were  sufficiently  severe  to  require  discontinuation  of 
treatment  with  Wellbutrin. 


Long  or  short-term  administration  of  Wellbutrin  has 
not  been  associated  with  significant  weight  gain.  The 
average  patient  should  show  no  clinically  significant 
weight  change  during  treatment. 

CHANGE  IN  BODY  WEIGHT 

(%  of  Patients) 


In  active  and  placebo-controlled  trials,  involving  341 
Wellbutrin  patients,  90.6%  experienced  no  weight  gain 
( + 5 pounds  was  considered  normal  weight  fluctua- 
tion). 27.8%  of  patients  lost  six  pounds  or  more.  This 
possible  effect  should  be  considered  when  prescribing 
for  patients  who  have  lost  excessive  weight  in  associa- 
tion with  their  depression.  In  placebo-controlled  clini- 
cal trials,  the  incidence  of  nausea/vomiting  on 
Wellbutrin  was  23%  vs.  19%  on  placebo. 

Furthermore,  34.5%  of  patients  receiving  tricyclic  anti- 
depressants in  clinical  trials  gained  weight,  in  contrast 
to  only  9.4%  of  patients  treated  with  Wellbutrin. 


New  WELLBUTRIN0  (Bupropion  HC1) 

HELPING  PATIENTS  who  cannot  tolerate 
the  anticholinergic  side  effects  of  alternative  treatments 


WELLBUTRIN® 


PROFILE  OF  SELECTED 
ANTICHOLINERGIC  SIDE  EFFECTS 

Anticholinergic  side  effects  are  weak  or  absent  in  most 
cases.  Mild  and  transient  dry  mouth,  the  most  frequent 
Wellbutrin  anticholinergic  side  effect,  was  reported  in 
27.6%  of  patients. 


SEIZURES 

At  doses  approximately  one  and  one-third  times 
greater  than  the  usually  required  daily  dose  (450  mg), 
Wellbutrin  is  associated  with  a high  risk  of  seizures. 
The  estimated  risk  increases  almost  tenfold  between  a 
dose  of  450  and  600  mg  a day.  Given  the  wide  variabil- 
ity among  individuals  in  their  capacity  to  metabolize 
and  eliminate  drugs,  this  disproportional  increase  in 
seizure  incidence  with  dose  incrementation  is  a cause 
for  concern.  The  estimated  risk  of  seizures  at  doses  of 
450  mg  and  below  does  not  appear  excessive  in  compari- 
son to  the  risk  reported  for  other  antidepressant  drug 
products. 

Seizures  are  a well-recognized  consequence  of  tri- 
cyclic antidepressant  therapy,  and  have  been  reported 
to  occur  in  normal  clinical  use  at  a frequency  of  approxi- 
mately 0.1  to  1.0%.45 


INCIDENCE  OF  SEIZURES  IN  PATIENTS 
RECEIVING  WELLBUTRIN 


WELLBUTRIN 

Dose 

mg/day 

Total  Seizure 
Incidence 

(%> 

Seizure  Incidence  in  Patients 
Without  Seizure  Predisposition 

(c/c) 

within  the 
recommended 
dose 

less  than  450 

0.2% 

0.0% 

450 

0.391 

0.2% 

above  the 
recommended 
dose 

600 

2.3% 

1.3% 

300-900 

2.8% 

1.9% 

The  risk  of  seizures  with  Wellbutrin  appears  to  be 
strongly  associated  with  dose  and  may  be  increased  by 
predisposing  factors  (e.g.,  head  trauma,  CNS  tumor, 
etc.)  or  a history  of  prior  seizure.  Extreme  caution 
should  be  used  when  administering  Wellbutrin  to  these 
patients  or  when  combining  Wellbutrin  with  other 
agents  which  lower  seizure  threshold  (see  WARNINGS 
in  summary  of  prescribing  information). 


Please  see  final  pages  for  summary  of  prescribing  information 


New  WELLBUTRIN  (Bupropion  HC1) 

HELPING  PATIENTS 
REDISCOVER  THE  BEAUTY  OF  LIFE 


• Cautious  initial  usage  recommended 

• Doses  above  450  mg/day  should  not  be  used 


RECOMMENDED  DOSING 

Wellbutrin  is  available  in  75  mg  tablets,  and  should  be 
administered  three  times  a day  (T.I.D.)  to  help  avoid 
high  peak  concentrations.  Peak  plasma  concentrations 
are  usually  achieved  within  2 hours,  followed  by  a 
biphasic  decline.  The  average  half-life  of  the  second 
phase  is  approximately  14  hours,  with  a range  of  8 to  24 
hours. 

The  recommended  starting  dose  is  225  mg/day,  with  a 
gradual  ascension  up  to  the  maximum  recommended 
dose  of  450  mg/day  based  upon  the  clinical  response  of 
the  patient.  Dosage  may  be  increased  by  75  mg/day  no 
sooner  than  every  three  days,  and , as  shown  below,  the 
maximum  number  of  tablets  for  a single  dose  is  two. 


DOSING  SCHEDULE 


Treatment 

Day 

Morning 

75  mg  Tablets 

Midday  Evening 

Total  Daily  Dose 

1 

i i i 

225  mg 

4 

2 

i 

1 

300  mg 

7 

2 

2 

1 

375  mg 

10 

2 

2 

2 

450  mg 

In  general,  older  patients  are  known  to  metabolize 
drugs  more  slowly  and  to  be  more  sensitive  to  the  anti- 
cholinergic, sedative,  and  cardiovascular  side  effects  of 
antidepressant  drugs.  Clinical  trials  enrolled  several 
hundred  patients  60  years  of  age  and  older.  The  experi- 
ence with  these  patients  and  younger  ones  was  similar. 

Treatment  of  patients  with  renal  or  hepatic  impair- 
ment should  be  initiated  at  reduced  dosage  as 
Wellbutrin  and  its  metabolites  may  accumulate  in  such 
patients  beyond  concentrations  expected  in  patients 
without  renal  or  hepatic  impairment.  These  patients 
should  be  closely  monitored  for  possible  toxic  effects  of 
elevated  blood  and  tissue  levels  of  drug  and  metabo- 
lites. 

The  lowest  dose  which  maintains  remission  is  recom- 
mended. If  patients  do  not  demonstrate  an  adequate 
response  after  an  appropriate  period  of  treatment  at 
450  mg/day,  the  product  should  be  discontinued  ( see 
WARNINGS  in  summary  of  prescribing  information). 

Adverse  events  were  sufficiently  troublesome  to  cause 
discontinuation  of  Wellbutrin  treatment  in  approxi- 
mately ten  percent  of  the  2400  patients  and  volunteers 
who  participated  in  the  product’s  premarketing  clinical 
trials. 


OVERDOSE  EXPERIENCE 

There  has  been  limited  clinical  experience  with  over- 
dosage of  Wellbutrin. Thirteen  overdoses  occurred  dur- 
ing clinical  trials.  Twelve  patients  ingested  850  to  4200 
mg  and  recovered  without  significant  sequelae. 
Another  patient  who  ingested  9000  mg  of  Wellbutrin 
and  300  mg  of  tranylcypromine  experienced  a grand 
mal  seizure  and  recovered  without  further  sequelae. 
None  of  these  thirteen  patients  displayed  clinically  sig- 
nificant cardiovascular  abnormalities.  As  with  any 
antidepressant,  care  should  be  taken  to  lessen  the  risk 
of  suicide  by  writing  prescriptions  for  the  smallest 
number  of  tablets  consistent  with  good  patient  man- 
agement. 
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WELLBUTRIN* 

(Bupropion  HC1) 

HELPING  PATIENTS 

REDISCOVER  THE  BEAUTY  OF  LIFE 


WELLBUTRIN®  (BUPROPION  HYDROCHLORIDE)  Tablets. 

Jrief  Summary: 

VDICATIONS  AND  USAGE: 

Wellbutrin  is  indicated  for  the  treatment  of  depression  in  patients  who  fail  to  respond  adequately  to  or 
ho  cannot  tolerate  alternative  antidepressant  treatments.  Wellbutrin  is  not  recommended  as  an  antide- 
ressant  of  first  choice  for  most  patients  because  its  use  at  doses  approximately  one  and  one-third  times 
reater  than  the  usually  required  daily  dose  (450  mg|  is  associated  with  a high  risk  of  seizure  (see  WARN- 
4GS). 

The  efficacy  of  Wellbutrin  was  demonstrated  in  placebo  controlled  clinical  trials  which  enrolled  princi- 
ally  hospitalized  patients  with  diagnoses  of  depressive  neurosis  or  manic-depressive  (depressed  type) 
isorder.  The  depressive  illness  of  the  patients  studied  most  closely  corresponds  to  the  Major  Depression 
stegory  of  the  APA  Diagnostic  and  Statistical  Manual  III. 

Major  Depression  implies  a prominent  and  relatively  persistent  depressed  or  dysphoric  mood  that 
;ually  interferes  with  daily  functioning  (nearly  every  day  for  at  least  two  weeks);  it  should  include  at  least 
ur  of  the  following  eight  symptoms:  change  in  appetite,  change  in  sleep,  psychomotor  agitation  or 
tardation,  loss  of  interest  in  usual  activities  or  decrease  in  sexual  drive,  increased  fatigability,  feelings  of 
jilt  or  worthlessness,  slowed  thinking  or  impaired  concentration,  and  suicidal  ideation  or  attempts. 
Evidence  to  demonstrate  the  sustained  effectiveness  of  Wellbutrin  after  three  weeks  of  use  in  pla- 
:bo-controlled  investigations  is  not  presently  available 
ONTRAINDICATIONS: 

Because  of  its  potential  to  induce  seizures,  Wellbutrin  should  not  be  used  in  patients  with  a convulsive 
sorder. 

The  concurrent  administration  of  Wellbutrin  and  a monoamine  oxidase  (MAO)  inhibitor  is  contraindi- 
ited;  at  least  14  days  should  elapse  between  discontinuation  of  an  MAO  inhibitor  and  initiation  of  treat- 
ent  with  Wellbutrin. 

Wellbutrin  is  contraindicated  in  patients  who  have  shown  an  allergic  response  to  it 

ARNINGS: 

DNVULSIONS: 

Wellbutrin  appears  to  possess  a greater  epileptogenic  potential  than  other  marketed  antide- 
essants.  While  the  estimated  risk  of  seizure  at  doses  of  450  mg  and  below  does  not  appear 
cessive  in  comparison  to  the  risk  reported  for  other  antidepressant  drug  products,  the  esti- 
ated  risk  increases  almost  tenfold  between  a dose  of  450  and  600  mg  a day.  Given  the  wide 
riability  among  individuals  in  their  capacity  to  metabolize  and  eliminate  drugs,  this  dispro- 
irtionate  increase  in  seizure  incidence  with  dose  incrementation  is  a cause  for  concern. 
During  the  period  of  premarketing  evaluation,  25  among  approximately  2400  patients 
rated  with  Wellbutrin  experienced  seizures.  At  the  time  of  seizure,  seven  (7)  patients  were 
ceiving  daily  doses  of  Wellbutrin  at  or  below  the  lowest  documented  effective  daily  dose  of 
0 mg  Twelve  (12)  patients  experienced  seizures  at  daily  doses  of  600  mg  six  (6)  additional 
tients  had  seizures  at  daily  doses  between  600  and  900  mg.  The  risk  of  seizure  appears  to  be 
ongly  associated  with  dose  and  may  be  increased  by  predisposing  factors  (e  g.,  head  trauma. 
IS  tumor,  etc.)  or  a history  of  prior  seizure.  In  addition,  sudden  and  large  increments  in  dose 
sy  contribute  to  an  increased  risk.  While  many  seizures  occurred  early  in  the  course  of  treat 
;nt  some  seizures  did  occur  after  several  weeks  of  use  at  fixed  dose. 


INCIDENCE  OF  SEIZURES  IN  PATIENTS 
RECEIVING  WELLBUTRIN 


Wellbutrin 

Dose 

mg/day 

Total  Seizure 
Incidence 
(%) 

Seizure  Incidence  in  Patients 
Without  Seizure  Predisposition 
(%) 

Within 

Recommended 

Dose 

<450 

0.2% 

0.0% 

450 

0.3% 

0.2% 

Above 

Recommended 

Dose 

600 

2.3% 

1.3% 

600-900 

2.8% 

1.9% 

)0SAGE  AND  ADMINISTRATION  RECOMMENDATIONS  SHOULD  BE  STRICTLY  FOLLOWED  TO 
1IMIZE  THE  RISK  OF  SEIZURE  (see  DOSAGE  AND  ADMINISTRATION), 
reme  caution  should  be  used  when  combining  Wellbutrin  with  other  agents  which  lower  sei- 
e threshold  or  when  administering  Wellbutrin  to  patients  with  a history  of  seizure  disorder  or 
nial  trauma. 

ential  for  Hepatotoxicity:  In  rats  receiving  large  doses  of  bupropion  chronically,  there  was  an 
ease  in  incidence  of  hepatic  hyperplastic  nodules  and  hepatocellular  hypertrophy  In  dogs  receiving 
e doses  of  bupropion  chronically,  various  histologic  changes  were  seen  in  the  liver,  and  laboratory 
s suggesting  mild  hepatocellular  injury  were  noted.  Although  scattered  abnormalities  in  liver  function 
s were  detected  in  patients  participating  in  clinical  trials,  there  is  no  clinical  evidence  that  bupropion 
s as  a hepatotoxin  in  humans 
1CAUTIONS: 
leral: 

\g itation  and  Insomnia:  A substantial  proportion  of  patients  treated  with  Wellbutrin  experience 
le  degree  of  increased  restlessness,  agitation,  anxiety,  and  insomnia,  especially  shortly  after  initiation 
reatment.  In  clinical  studies,  these  symptoms  were  sometimes  of  sufficient  magnitude  to  require 
Itment  with  sedative/hypnotic  drugs  In  approximately  2%  of  patients,  symptoms  were  sufficiently 
ere  to  require  discontinuation  of  Wellbutrin  treatment 

'sychosis.  Confusion,  and  Other  Neuropsychiatric  Phenomena:  Patients  treated  with  Wellbutrin 
; been  reported  to  show  a variety  of  neuropsychiatric  signs  and  symptoms  including  delusions,  hallu- 
tions,  psychotic  episodes,  confusion,  and  paranoia.  Because  of  the  uncontrolled  nature  of  many  stud- 
it  is  impossible  to  provide  a precise  estimate  of  the  extent  of  risk  imposed  by  treatment  with 
butrin.  In  several  cases,  neuropsychiatric  phenomena  abated  upon  dose  reduction  and/or  with- 
val  of  treatment. 

ctivation  of  Psychosis  and/or  Mania:  Antidepressants  can  precipitate  manic  episodes  in  Bipolar 
iic  Depressive  patients  during  the  depressed  phase  of  their  illness  and  may  activate  latent  psychosis 
her  susceptible  patients.  Wellbutrin  is  expected  to  pose  similar  risks. 

Itered  Appetite  and  Weight  A weight  loss  of  greater  than  5 pounds  occurred  in  28%  of  Wellbutrin 
?nts.  This  incidence  is  approximately  double  that  seen  in  comparable  patients  treated  with  tricyclics 
acebo.  Furthermore,  while  34  5%  of  patients  receiving  tricyclic  antidepressants  gained  weight,  only 
’ of  patients  treated  with  Wellbutrin  did  Consequently,  if  weight  loss  is  a maior  presenting  sign  of  a 
mt  s depressive  illness,  the  anorectic  and/or  weight  reducing  potential  of  Wellbutrin  should  be  con- 
red. 

uicide:  The  possibility  of  a suicide  attempt  is  inherent  in  depression  and  may  persist  until  significant 
ission  occurs.  Accordingly,  prescriptions  for  Wellbutrin  should  be  written  for  (he  smallest  number  of 
:ts  consistent  with  good  patient  management. 

in  Patients  with  Systemic  Illness:  There  is  no  clinical  experience  establishing  the  safety  of 
butnn  in  patients  with  a recent  history  of  myocardial  infarction  or  unstable  heart  disease.  Therefore, 
should  be  exercised  if  it  is  used  in  these  groups.  Wellbutrin  was  well  tolerated  in  patients  who  had 
lously  developed  orthostatic  hypotension  while  receiving  tricyclic  antidepressants, 
ecause  bupropion  HCI  and  its  metabolites  are  almost  completely  excreted  through  the  kidney  and 
sooiites  are  likely  to  undergo  conjugation  in  the  liver  prior  to  urinary  excretion,  treatment  of  patients 
renal  or  hepatic  impairment  should  be  initiated  at  reduced  dosage  as  bupropion  and  its  metabolites 
accumulate  in  such  patients  beyond  concentrations  expected  in  patients  without  renal  or  hepatic 
iirment.  The  patient  should  be  closely  monitored  for  possible  toxic  effects  of  elevated  blood  and 
e levels  of  drug  and  metabolites. 

rmation  for  Patients:  Physicians  are  advised  to  discuss  the  following  issues  with  patients 
‘t'ents  should  be  instructed  to  take  Wellbutrin  in  equally  divided  doses  three  or  four  times  a day  to 


minimize  the  risk  of  seizure. 

Patients  should  be  told  that  any  CNS-active  drug  like  Wellbutrin  may  impair  their  ability  to  perform 
tasks  requiring  judgment  or  motor  and  cognitive  skills.  Consequently,  until  they  are  reasonably  certain 
that  Wellbutrin  does  not  adversely  affect  their  performance  they  should  refrain  from  driving  an  automo- 
bile or  operating  complex,  hazardous  machinery. 

Patients  should  be  told  that  the  use  and  cessation  of  use  of  alcohol  may  alter  the  seizure  threshold, 
and,  therefore,  that  the  consumption  of  alcohol  should  be  minimized,  and,  if  possible,  avoided  com- 
pletely. 

Patients  should  be  advised  to  inform  their  physician  if  they  are  taking  or  plan  to  take  any  prescription 
or  over-the-counter  drugs.  Concern  is  warranted  because  Wellbutrin  and  other  drugs  may  affect  each 
other's  metabolism 

Patients  should  be  advised  to  notify  their  physician  if  they  become  pregnant  or  intend  to  become 
pregnant  during  therapy. 

Drug  Interactions:  No  systematic  data  have  been  collected  on  the  consequences  of  the  concomitant 
administration  of  Wellbutrin  and  other  drugs. 

However,  animal  data  suggest  that  Wellbutrin  may  be  an  inducer  of  drug  metabolizing  enzymes.  This 
may  be  of  potential  clinical  importance  because  the  blood  levels  of  co-administered  drugs  mav  be 
altered. 

Alternatively,  because  bupropion  is  extensively  metabolized,  the  co-administration  of  other  drugs  may 
affect  its  clinical  activity.  In  particular,  care  should  be  exercised  when  administering  drugs  known  to  affect 
hepatic  drug  metabolizing  enzyme  systems  (e  g.,  carbamazepine,  cimetidine,  phenobarbital,  phenytoin). 

Studies  in  animals  demonstrate  that  the  acute  toxicity  of  bupropion  is  enhanced  by  the  MAO  inhibitor 
phenelzine  (see  CONTRAINDICATIONS). 

Limited  clinical  data  suggest  a higher  incidence  of  adverse  experiences  in  patients  receiving  concur- 
rent administration  of  Wellbutrin  and  L-dopa.  Administration  of  Wellbutrin  to  patients  receiving  L-dopa 
concurrently  should  be  undertaken  with  caution,  using  small  initial  doses  and  small  gradual  dose 
increases. 

Concurrent  administration  of  Wellbutrin  and  agents  which  lower  seizure  threshold  should  be  under- 
taken only  with  extreme  caution  (see  WARNINGS).  Low  initial  dosing  and  small  gradual  dose  increases 
should  be  employed. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility:  Lifetime  carcinogenicity  studies  were  per- 
formed in  rats  and  mice  at  doses  up  to  300  and  150  mg/kg/day,  respectively.  In  the  rat  study  there  was  an 
increase  in  nodular  proliferative  lesions  of  the  liver  at  doses  of  100  to  300  mg/kg/day;  lower  doses  were 
not  tested  The  question  of  whether  or  not  such  lesions  may  be  precursors  of  neoplasms  of  the  liver  is 
currently  unresolved.  Similar  liver  lesions  were  not  seen  in  the  mouse  study,  and  no  increase  in  malignant 
tumors  of  the  liver  and  other  organs  was  seen  in  either  study. 

Bupropion  produced  a borderline  positive  response  (2-3  times  control  mutation  rate)  in  some  strains 
in  the  Ames  bacterial  mutagenicity  test,  and  a high  oral  dose  (300,  but  not  100  or  200  mg/kg)  produced  a 
low  incidence  of  chromosomal  aberrations  in  rats.  The  relevance  of  these  results  in  estimating  the  risk  of 
human  exposure  to  therapeutic  doses  is  unknown 

A fertility  study  was  performed  in  rats;  no  evidence  of  impairment  of  fertility  was  encountered  at  oral 
doses  up  to  300  mg/kg/day. 

Pregnancy:  Teratogenic  Effects : Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
rabbits  and  rats  at  doses  up  to  15-45  times  the  human  daily  dose  and  have  revealed  no  definitive  evi- 
dence of  impaired  fertility  or  harm  to  the  fetus  due  to  bupropion  (In  rabbits,  a slightly  increased  inci- 
dence of  fetal  abnormalities  was  seen  in  two  studies,  but  there  was  no  increase  in  any  specific 
abnormality).  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed. 

Labor  and  Delivery:  The  effect  of  Wellbutrin  on  labor  and  delivery  in  humans  is  unknown 
Nursing  Mothers:  It  is  not  known  whether  Wellbutrin  is  excreted  in  the  milk  of  lactating  women.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  Wellbutrin  is  administered  to 
women  who  are  nursing. 

Pediatric  Use:  The  safety  and  effectiveness  of  Wellbutrin  in  individuals  under  18  years  old  have  not  been 
established 

Use  in  the  Elderly:  Wellbutrin  has  not  been  systematically  evaluated  in  older  patients. 

ADVERSE  REACTIONS:  (See  also  WARNINGS  and  PRECAUTIONS)  Adverse  events  commonly  encoun- 
tered in  patients  treated  with  Wellbutrin  are  agitation,  dry  mouth,  insomnia,  headache/migraine,  nausea/ 
vomiting,  constipation,  and  tremor. 

Adverse  events  were  sufficiently  troublesome  to  cause  discontinuation  of  Wellbutrin  treatment  in 
approximately  ten  percent  of  the  2400  patients  and  volunteers  who  participated  in  the  product's  pre- 
marketing  clinical  trials.  The  more  common  events  causing  discontinuation  include  neuropsychiatric  dis- 
turbances (3.0%),  primarily  agitation  and  abnormalities  in  mental  status;  gastrointestinal  disturbances 
(2.1%),  primarily  nausea  and  vomiting;  neurological  disturbances  (1.7%),  primarily  seizures,  headaches,  and 
sleep  disturbances;  and  dermatologic  problems  (1.4%),  primarily  rashes.  It  is  important  to  note,  however, 
that  many  of  these  events  occurred  at  doses  that  exceed  the  recommended  daily  dose. 

Accurate  estimates  of  the  incidence  of  adverse  events  associated  with  the  use  of  any  drug  are  difficult 
to  obtain.  Estimates  are  influenced  by  drug  dose,  detection  technique,  setting,  physician  judgments,  etc. 
Consequently,  the  table  below  is  presented  solely  to  indicate  the  relative  frequency  of  adverse  events 
reported  in  representative  controlled  clinical  studies  conducted  to  evaluate  the  safety  and  efficacy  of 
Wellbutrin  under  relatively  similar  conditions  of  daily  dosage  (300-600mg),  setting,  and  duration  (3-4 
weeks).  The  figures  cited  cannot  be  used  to  predict  precisely  the  incidence  of  untoward  events  in  the 
course  of  usual  medical  practice  where  patient  characteristics  and  other  factors  must  differ  from  those 
which  prevailed  in  the  clinical  trials.  These  incidence  figures  also  cannot  be  compared  with  those 
obtained  from  other  clinical  studies  involving  related  drug  products  as  each  group  of  drug  trials  is  con- 
ducted under  a different  set  of  conditions. 

Finally,  it  is  important  to  emphasize  that  the  tabulation  does  not  reflect  the  relative  severity  and/or 
clinical  importance  of  the  events.  A better  perspective  on  the  serious  adverse  events  associated  with  the 
use  of  Wellbutrin  is  provided  in  the  WARNINGS  and  PRECAUTIONS  sections. 


TREATMENT  EMERGENT  ADVERSE  EXPERIENCE  INCIDENCE  IN 
PLACEBO  CONTROLLED  CLINICAL  TRIALS' 

(Percent  of  Patients  Reporting) 


Adverse  Experience 

Wellbutrin 
Patients 
(n  323) 

Placebo 
Patients 
(n  = 185) 

CARDIOVASCULAR 

CARDIAC  ARRHYTHMIAS 

5.3 

4.3 

DIZZINESS 

22.3 

16.2 

HYPERTENSION 

4.3 

1.6 

HYPOTENSION 

2.5 

2.2 

PALPITATIONS 

3.7 

2.2 

SYNCOPE 

1.2 

0.5 

TACHYCARDIA 

10.8 

8.6 

DERMATOLOGIC 

PRURITIS 

2.2 

0.0 

RASH 

8.0 

6.5 

GASTROINTESTINAL 

ANOREXIA 

18.3 

18.4 

APPETITE  INCREASE 

3.7 

2.2 

CONSTIPATION 

26.0 

17.3 

DIARRHEA 

6.8 

8.6 

Adverse  Experience 

Wellbutrin 
Patients 
(n  323) 

Placebo 
Patients 
(n  = 185) 

GASTROINTESTINAL 

DYSPEPSIA 

3.1 

2.2 

NAUSEA/VOMITING 

229 

189 

WEIGHT  GAIN 

13.6 

227 

WEIGHT  LOSS 

23.2 

23.2 

GENITOURINARY 

IMPOTENCE 

3.4 

31 

MENSTRUAL  COMPLAINTS 

4.7 

1.1 

URINARY  FREQUENCY 

2.5 

2.2 

URINARY  RETENTION 

1.9 

2.2 

MUSCULOSKELETAL 

ARTHRITIS 

3.1 

2.7 

NEUROLOGICAL 

AKATHISIA 

1.5 

1 1 

AKINESIA/BRADYKINESIA 

8.0 

8.6 

CUTANEOUS  TEMP  DISTURBANCE 

1.9 

1.6 

DRY  MOUTH 

276 

18.4 

EXCESSIVE  SWEATING 

22.3 

146 

HEADACHE/MIGRAINE 

257 

22.2 

IMPAIRED  SLEEP  QUALITY 

40 

1 6 

INCREASED  SALIVARY  FLOW 

3.4 

3.8 

INSOMNIA 

186 

15.7 

MUSCLE  SPASMS 

1.9 

3.2 

PSEUDOPARKINSONISM 

1.5 

1.6 

SEDATION 

19.8 

19.5 

SENSORY  DISTURBANCE 

40 

3.2 

TREMOR 

21.1 

7.6 

NEUROPSYCHIATRIC 

AGITATION 

31.9 

22.2 

ANXIETY 

3.1 

1 1 

CONFUSION 

8.4 

4.9 

DECREASED  LIBIDO 

3.1 

1 6 

DELUSIONS 

1.2 

1.1 

DISTURBED  CONCENTRATION 

3.1 

3.8 

EUPHORIA 

1.2 

0.5 

HOSTILITY 

5.6 

3.8 

NONSPECIFIC 

FATIGUE 

5.0 

8.6 

FEVER/CHILLS 

1.2 

0.5 

RESPIRATORY 

UPPER  RESP  COMPLAINTS 

5.0 

114 

SPECIAL  SENSES 

AUDITORY  DISTURBANCE 

5.3 

3.2 

BLURRED  VISION 

14.6 

10.3 

GUSTATORY  DISTURBANCE 

3.1 

1.1 

’Events  reported  by  at  least  1%  of  Wellbutrin  patients  are  included 

Other  events  observed  during  the  entire  premarketing  evaluation  of  Wellbutrin:  During  its  pre 
marketing  assessment,  Wellbutrin  was  evaluated  in  almost  2400  sublets.  The  conditions  and  duration  of 
exposure  to  Wellbutrin  varied  greatly  and  a substantial  proportion  of  the  experience  was  gained  in  open 
and  uncontrolled  clinical  settings.  During  this  experience,  numerous  adverse  events  were  reported,  how- 
ever, without  appropriate  controls,  it  is  impossible  to  determine  with  certainty  which  events  were  or  were 
not  caused  by  Wellbutrin  The  following  enumeration  is  organized  by  organ  system  and  describes  events 
in  terms  of  their  relative  frequency  of  reporting  in  the  data  base  Events  of  major  clinical  importance  are 
also  described  in  the  WARNINGS  and  PRECAUTIONS  sections  of  the  labeling 
The  following  definitions  of  frequency  are  used;  Frequent  adverse  events  are  defined  as  those  occur- 
ring in  at  least  1/100  patients  Infrequent  adverse  events  are  those  occurring  in  1/100  to  1/1000  patients, 
while  rare  events  are  those  occurring  in  less  than  1/1000  patients 

Cardiovascular  Frequent  was  edema;  infrequent  were  chest  pain,  EKG  abnormalities  (premature  beats 
and  nonspecific  ST-T  changes),  and  shortness  of  breath/dyspnea,  and  rare  were  pallor  and  phlebitis. 
Dermatologic:  Frequent  were  nonspecific  rashes;  infrequent  were  alopecia  and  dry  skin;  rare  were 
change  in  hair  color  and  hirsutism 

Endocrine:  Infrequent  was  gynecomastia,  rare  were  glycosuria  and  hormone  level  change 
Gastrointestinal:  Infrequent  were  dysphagia,  thirst  disturbance,  and  liver  damage/jaundice,  rare  were 
rectal  complaints,  colitis,  G.l  bleeding,  and  intestinal  perforation 

Genitourinary:  Frequent  was  nocturia;  infrequent  were  vaginal  irritation,  testicular  swelling,  urinary  tract 
infection,  painful  erection,  and  retarded  ejaculation,  rare  were  dysuria,  enuresis,  urinary  incontinence, 
menopause,  ovarian  disorder,  pelvic  infection,  cystitis,  dyspareuma,  and  painful  ejaculation 
Hematologic/Oncologic:  Rare  was  lymphadenopathy. 

Neurological:  (see  WARNINGS)  Frequent  were  ataxia/incoordination,  seizure,  myoclonus,  dyskinesia, 
and  dystonia;  infrequent  were  mydriasis,  vertigo,  and  dysarthria,  and  rare  were  EEG  abnormality,  abnor- 
mal neurological  exam,  impaired  attention,  and  sciatica. 

Neuropsychiatric:  (see  PRECAUTIONS)  Frequent  were  mama/hypomama,  increased  libido,  hallucina- 
tions, decrease  in  sexual  function,  and  depression,  infrequent  were  memory  impairment,  depersonaliza- 
tion, psychosis,  dysphoria,  mood  instability,  paranoia,  formal  thought  disorder,  and  frigidity;  rare  was 
suicidal  ideation 

Oral  Complaints:  Frequent  was  stomatitis,  infrequent  were  toothache,  bruxism,  gum  irritation,  and  oral 
edema,  rare  was  glossitis. 

Respiratory:  Infrequent  were  bronchitis  and  shortness  of  breath/dyspnea,  rare  were  epistaxis  and  rate 
or  rhythm  disorder. 

Special  Senses:  Infrequent  was  visual  disturbance;  rare  was  diplopia 

Nonspecific:  Frequent  were  flu-like  symptoms,  infrequent  was  nonspecific  pain,  rare  were  body  odor, 
surgically  related  pain,  infection,  medication  reaction  and  overdose 

DRUG  ABUSE  AND  DEPENDENCE 

Humans:  Controlled  clinical  studies  conducted  in  normal  volunteers,  in  subjects  with  a history  of  multi 
pie  drug  abuse,  and  in  depressed  patients  showed  some  increase  in  motor  activity  and  agitation/excite- 
ment 

In  a population  of  individuals  experienced  with  drugs  of  abuse,  a single  dose  of  400  mg  Wellbutrin 


produced  mild  amphetamine-like  activity  as  compared  to  placebo  on  the  morphine-benzedrine  subscale 
of  the  Addiction  Research  Center  Index  (ARCI),  and  a score  intermediate  between  placebo  and  ampheta- 
mine on  the  Liking  Scale  of  the  ARCI  These  scales  measure  general  feelings  of  euphoria  and  drug  desir- 
ability. 

Findings  in  clinical  trials,  however,  are  not  known  to  predict  the  abuse  potential  of  drugs  reliably  None- 
theless, evidence  from  single  dose  studies  does  suggest  that  the  recommended  daily  dosage  of  bupro- 
pion when  administered  in  divided  doses  is  not  likely  to  be  especially  reinforcing  to  amphetamine  or 
stimulant  abusers  However,  higher  doses,  which  could  not  be  tested  because  of  the  risk  of  seizure,  might 
be  modestly  attractive  to  those  who  abuse  stimulant  drugs 

Animals:  Studies  in  rodents  have  shown  that  bupropion  exhibits  some  pharmacologic  actions  common 
to  psychostimulants,  including  increases  in  locomotor  activity  and  the  production  of  a mild  stereotyped 
behavior  and  increases  in  rates  of  responding  in  several  schedule-controlled  behavior  paradigms.  Drug 
discrimination  studies  in  rats  showed  stimulus  generalization  between  bupropion  and  amphetamine  and 
other  psychostimulants  Rhesus  monkeys  have  been  shown  to  self-admimster  bupropion  intravenously. 
OVERDOSAGE: 

Lethal  doses  in  animals:  In  rats,  the  acute  oral  LD^  values  were  607  mg/kg  (males)  and  482  mg/kg 
(females).  Respective  values  for  mice  were  544  mg/kg  and  636  mg/kg.  Signs  of  acute  toxicity  included 
labored  breathing,  salivation,  arched  back,  ptosis,  ataxia,  and  convulsions 

Human  overdose  experience:  There  has  been  limited  clinical  experience  with  overdosage  of 
Wellbutrin  Thirteen  overdoses  occurred  during  clinical  trials  Twelve  patients  ingested  850  to  4200  mg 
and  recovered  without  significant  sequelae  Another  patient  who  ingested  9000  mg  of  Wellbutrin  and  300 
mg  of  tranylcypromine  experienced  a grand  mal  seizure  and  recovered  without  further  sequelae 
Management  of  overdose:  Following  suspected  overdose,  hospitalization  is  advised  If  the  patient  is 
conscious,  vomiting  should  be  induced  by  syrup  of  ipecac  Activated  charcoal  also  may  be  admmistered 
every  6 hours  during  the  first  12  hours  after  ingestion.  Baseline  laboratory  values  should  be  obtained 
Electrocardiogram  and  EEG  monitoring  also  are  recommended  for  the  next  48  hours  Adequate  fluid 
intake  should  be  provided 

If  the  patient  is  stuporous,  comatose,  or  convulsing,  airway  intubation  is  recommended  prior  to  under- 
taking gastric  lavage  Although  there  is  little  clinical  experience  with  lavage  following  an  overdose  of 
Wellbutrin,  it  is  likely  to  be  of  benefit  within  the  first  12  hours  after  ingestion  since  absorption  of  the  drug 
may  not  yet  be  complete 

While  diuresis,  dialysis,  or  hemoperfusion  are  sometimes  used  to  treat  drug  overdosage,  there  is  no 
experience  with  their  use  in  the  management  of  Wellbutrin  overdose  Because  diffusion  of  Wellbutrin 
from  tissue  to  plasma  may  be  slow,  dialysis  may  be  of  minimal  benefit  several  hours  after  overdose 

Based  on  studies  in  animals,  it  is  recommended  that  seizures  be  treated  with  an  intravenous  benzo- 
diazepine preparation  and  other  supportive  measures,  as  appropriate 

Further  information  about  the  treatment  of  overdoses  may  be  available  from  a poison  control  center 
DOSAGE  AND  ADMINISTRATION:  At  doses  that  are  one  and  one-third  times  the  usually  required  dose 
(450  mg/day)  (see  WARNINGS),  the  observed  incidence  of  seizure  increases  by  as  much  as  tenfold.  This 
predicts  a relatively  narrow  therapeutic  ratio  for  the  safe  use  of  bupropion,  especially  as  there  is  consid 
erable  inter-individual  variability  in  the  capacity  of  patients  to  metabolize  drugs 

Consequently,  it  is  particularly  important  to  administer  bupropion  in  a manner  that  is  most  likely  to 
minimize  the  risk  of  seizure  Retrospective  analysis  of  clinical  experience  gained  during  its  premarketing 
development  suggests  that  the  risk  of  seizure  may  be  minimized  if  1)  the  total  daily  dose  of  Wellbutrin 
does  not  exceed  450  mg,  2)  the  daily  dose  is  administered  in  divided  doses  to  avoid  high  peak  concen- 
trations of  bupropion  and/or  its  metabolites,  and  3)  the  rate  of  incrementation  of  dose  is  very  gradual 

Wellbutrin  should  be  given  t.i.d , preferably  with  intervals  of  at  least  6 hours  between  successive  doses. 
Besides  its  apparent  value  in  lowering  the  risk  of  seizure,  gradual  dose  escalation  is  important  rf  agitation, 
motor  restlessness,  and  insomnia,  often  seen  during  the  initial  days  of  treatment,  are  to  be  minimized.  If 
necessary,  these  side  effects  may  be  managed  by  temporary  reduction  of  dose  or  the  transitory  adminis- 
tration of  a sedative  hypnotic.  A sedative  hypnotic  usually  is  not  required  beyond  the  first  week  of  treat- 
ment. 

The  following  suggested  dosing  regimen  incorporates  the  principles  described  above 
Usual  Adult  Dosage:  A starting  dose  of  225  mg/day  given  as  75  mg  t.i.d.  is  recommended.  Based  on 
clinical  response,  this  dose  may  be  increased  by  75  mg/day  no  sooner  than  every  three  days  according  to 
the  following  schedule,  up  to  a total  maximum  daily  dose  of  450  mg/day  Of  course,  if  distressing,  unto- 
ward effects  supervene,  dose  escalation  should  be  stopped 


DOSING  SCHEDULE 


Treatment 

Day 

75  mg  Tablets 

Morning  Midday 

Evening 

Total  Daily  Dose 

1 

1 

1 

1 

225  mg 

4 

2 

1 

1 

300  mg 

7 

2 

2 

1 

375  mg 

10 

2 

2 

2 

450  mg 

In  patients  who  do  not  demonstrate  an  adequate  response  after  an  appropriate  period  of  treatment  at 
450  mg/day,  drug  should  be  discontinued 

Elderly  Patients:  In  general,  older  patients  are  known  to  metabolize  drugs  more  slowly  and  to  be  more 
sensitive  to  the  anticholinergic,  sedative,  and  cardiovascular  side  effects  of  antidepressant  drugs.  Clinical 
trials  enrolled  several  hundred  patients  60  years  of  age  and  older  The  experience  with  these  patients  and 
younger  ones  was  similar 

Maintenance:  The  lowest  dose  which  maintains  remission  is  recommended  The  maximum  recom- 
mended maintenance  dose  is  450  mg/day.  While  it  is  generally  recommended  that  a course  of  antide- 
pressant drug  treatment  should  continue  for  several  months  and  many  patients  have  been  treated  with 
Wellbutrin  in  long-term  clinical  trials  of  up  to  2 years  duration,  there  has  been  no  systematic  placebo-con- 
trolled evaluation  of  the  efficacy  of  Wellbutrin  for  a period  beyond  three  to  four  weeks. 

HOW  SUPPLIED:  Wellbutrin  (bupropion  hydrochloride)  Tablets  are  supplied  as  75  mg  (yellow-gold)  round, 
biconvex  tablets  printed  "WELLBUTRIN”  and  "75,”  bottles  of  100  (NDC  0081-0177-55). 

Store  at  15°-25°C  (59°-77°F). 
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BALANCED 
CALCIUM 


Low  incidence  of  side  effects 

CAUDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

"Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-666,  1982.  ~ 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency* 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist)  Chemically, 
diltiazem  hydrochloride  is  1 5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2.3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


CH2CH2N(CH3)2 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  ot  450  98  Each  tablet  ot  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  tor  oral 
administration 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benelits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  Its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  ot  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ol  Action.  Although  precise  mechanisms  ot  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 
2,  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 
In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  cunent  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 
Hemodynamic  and  Electrophyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%,  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  w'th  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients 
Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subiect  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inbavenous  dosing)  of  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  drgoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin  Single  oral 
doses  of  30  hr  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 
1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exeicise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  resuit  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  In  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal’s 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  raie  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitio  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  tbe  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  tbe  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  tbe  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2  4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%)  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 
Gastrointestinal: 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae  urticaria,  photosensitivity. 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM  erythema  multiforme;  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT.  LDH,  and  CPK.  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate) 


Actual  treatment  and  dosage  should  depend  on  the  severity  ot  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively  The  intravenous  LD^'s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Eiertlonal  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents; 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS ) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088  1771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088  1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49)  Each  yellow 
tablet  is  engiaved  with  MARION  on  one  side  and  1772  on  the  other 
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special  feature 


Child  abuse  law  in  Pennsylvania 


Daniel  J.  Menniti,  PhD,  JD 


The  legal  literature  abounds  with 
cases  concerning  abused  children, 
and  we  need  not  look  far  to  see  that  hor- 
rible crimes  have  been  committed.  Our 
society  has  made  enormous  efforts  and 
spent  much  time  and  money  addressing 
the  problems  of  child  abuse.  Scholars 
have  studied  the  problem,  social  service 
agencies  have  mobilized,  lawmakers 
have  drafted  statutes  in  an  effort  to 
stem  the  tide  of  child  abuse.  Yet,  the 
problems  persist  and  show  no  sign  of 
abating. 

History 

Children  have  been  victims  of  vio- 
lence, neglect,  abandonment,  slavery, 
and  murder  since  antiquity,  and  until 
about  100  years  ago,  most  people  be- 
lieved that  children  were  the  property 
of  their  parents  and  should  be  made  to 
submit  to  their  will.  Children  in  ancient 
Rome,  even  when  grown,  could  be  put 
to  death,  sold  into  slavery,  or  bartered 
on  the  open  market  by  their  fathers.  In 
industrial  England,  three-year-olds 
could  be  indentured  and  goaded  into 
work  by  beatings.  Early  in  our  coun- 
try’s history,  eminent  theologians 
termed  children  “young  vipers”  and 
preached  the  doctrine  of  childhood  de- 
pravity which  could  be  erased  only  by 
“thrashing  the  child"  to  break  his  will. 
The  first  reported  case  of  child  abuse  in 
this  country  occurred  in  1655  when  a 
master’s  maltreatment  of  a twelve-year- 
old  resulted  in  the  death  of  the  child.1 

Coordinated  efforts  in  the  United 
States  in  the  area  of  child  protection  did 
not  come  about  until  well  into  the  nine- 
teenth century  when  the  abuse  of  chil- 
dren in  the  labor  market  prompted  child 
welfare  legislation.  To  better  under- 
stand the  hesitation  of  earlier  societal 
institutions  to  protect  the  welfare  of 
children,  it  is  essential  to  examine  the 


legal  rights  of  the  parents,  the  children, 
and  the  state. 

The  earliest  legal  doctrine  affecting 
this  tripartite  relationship  was  the  doc- 
trine of  patria  potestas,  derived  from 
Roman  law.  Under  this  theory,  the  fa- 
ther controlled  every  aspect  of  his 
child's  life,  including  the  power  of  life 
and  death. 

Another  theory  originating  in  Roman 
law  was  the  doctrine  of  parens  patriae, 
which  ultimately  became  the  corner- 
stone of  contemporary  juvenile  law.  Un- 
der this  doctrine,  state  intervention 
into  the  parent-child  relationship  is  jus- 
tified on  two  grounds:  (1)  the  state  will 
protect  all  who  cannot  protect  them- 
selves, and  (2)  the  state  may  compel 
parents  and  children  to  act  in  ways 
most  beneficial  to  society.  This  more  so- 
licitous view  seemingly  offered  children 
more  protection  because  now  the  rights 
of  the  father  were  balanced  by  the 
rights  of  the  state.  This  doctrine  was 
applied  in  our  country  during  the  nine- 
teenth century  when  a number  of  state 
legislatures  enacted  statutes  authoriz- 
ing courts  to  commit  children  to  houses 
of  refuge  or  industrial  schools  when  par- 
ents failed  to  provide  food,  clothing, 
shelter,  or  adequate  medical  care.  How- 
ever, the  institutionalization  of  children 
had  its  own  drawbacks  and  recent  de- 
cades have  seen  deinstitutionalization 
in  terms  of  “main-streaming.” 

Although  tempered  by  the  parens  pa- 
triae doctrine,  the  traditional  notion 
that  parents  are  entitled  to  custody  of 
their  children  did  not  disappear,  and  in 
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mission on  Bioethics. 


recent  years,  a presumption  has  devel- 
oped within  the  law  that  a child’s  wel- 
fare is  best  promoted  by  parental  cus- 
tody, and  only  when  the  parent  has  been 
shown  to  be  unfit  many  the  state  inter- 
vene and  assert  its  authority  over  the 
child.  The  presumption  in  favor  of  pa- 
rental custody  rights  is  well  entrenched 
and  the  majority  of  American  jurisdic- 
tions apply  it. 

Rights  of  parents 

If  we  look  to  the  U.S.  Supreme  Court 
for  guidance,  we  find  that  the  rights  of 
parents  cannot  be  terminated  unless  it 
is  clearly  shown  that  due  process  has 
been  exercised  and  there  is  a finding  by 
clear  and  convincing  evidence  that  a 
child  has  been  neglected.  Children  by 
the  name  of  Santosky  were  taken  away 
from  their  natural  parents  and  placed  in 
a foster  home  after  there  was  a finding 
of  neglect.  The  parents  appealed  be- 
cause the  New  York  statute  which  al- 
lowed the  Santosky  children  to  be  taken 
away  from  their  parents  required  find- 
ing evidence  of  neglect  only  by  a “fair 
preponderance  of  the  evidence.”  The 
court  rejected  that  standard,  noting 
that  in  the  U.S.,  the  courts  historically 
recognize  “that  freedom  of  personal 
choice  in  matters  of  family  life  is  a fun- 
damental liberty  protected  by  the  14th 
amendment.”2  Thus,  the  Supreme 
Court  imposed  on  agencies  seeking  to 
terminate  parental  rights  the  stricter 
burden  of  proof  by  “clear  and  convinc- 
ing evidence”  rather  than  the  much 
lower  standard  of  a fair  preponderance 
of  the  evidence. 

Very  often  the  public  outcries  have 
been  heard  concerning  the  slow  pace  re- 
quired for  the  legal  system  to  grind  out 
due  process  hearings.  But  we  must 
admit— even  in  our  haste  to  chastise  the 
legal  system— that  sometimes  the  me- 
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dia  or  publicity  have  led  us  astray.  Due 
process  hearings  and  proper  investiga- 
tions are  time-consuming,  and  the  me- 
dia often  seem  to  suggest  judgment  and 
action  without  weighing  all  the  evi- 
dence. 

The  Santosky  case  clearly  shows  that 
in  every  instance  there  must  be  a bal- 
ance between  the  rights  of  parents  and 
the  rights  of  the  state.  The  case  also 
points  out  that  the  power  of  the  state  is 
so  great  in  adversary  proceedings  that 
it  “dwarfs  the  parents’  abilities  to 
mount  a defense.”  It  is  truly  unfortu- 
nate in  our  system  that  there  is  such  a 
disparity  between  the  litigation  re- 
sources “of  the  state  and  the  parent.  In 
any  event,  it  is  clear  that  neither  the 
rights  of  parents  nor  the  duty  of  the 
state  to  preserve  and  promote  the  best 
interests  of  children  are  unfettered.” 
The  Supreme  Court  has  clearly  enunci- 
ated the  balance  necessary  when  the 
rights  and  duties  of  parents  toward 
their  children  are  litigated. 

The  law 

In  1973,  the  U.S.  Senate  Subcommit- 
tee on  Children  and  Youth  held  hearings 
throughout  the  country  in  response  to 
growing  concerns  that  child  abuse  laws 
were  ineffective  and  inadequate.  As  a 
result  of  those  hearings,  Congress 
passed  the  Federal  Child  Abuse  Preven- 
tion and  Treatment  Act  of  1974.'  The 
Act  established  the  National  Center  on 
Child  Abuse  and  Neglect  to  provide  re- 
search and  technical  assistance  as  well 
as  an  information  clearinghouse  for 
state  and  private  child  protection  pro- 
grams.4 The  Act  also  provided  for  find- 
ings to  be  used  in  developing,  strength- 
ening, and  implementing  child  abuse 
prevention  and  treatment  programs  at 


the  state  level.  ’ 

The  Pennsylvania  General  Assembly, 
pursuant  to  the  federal  inducement, 
passed  the  Child  Protective  Services 
Law  in  1975  (CPSL).6  Before  that  law 
was  enacted,  there  were  and  there  con- 
tinue to  be  statutes  concerning  the 
criminal  offenses  of  child  abuse.  How- 
ever, the  1975  law  made  Pennsylvania 
one  of  the  first  states  in  the  country  to 
adopt  a noncriminal  approach  to  child- 
abuse  prevention. 

The  CPSL  was  designed  to  provide  a 
legal  framework  within  which  the  Penn- 
sylvania General  Assembly  could  pro- 
tect abused  children  from  further  abuse 
while  steps  are  taken  to  rehabilitate  the 
family  unit.  The  focus  of  the  law  was  on 
intrafamily  relationships,  presuming 
that  many  could  be  salvaged  without 
resorting  to  the  criminal  justice  system 
and  all  of  its  procedures,  such  as  arrest, 
booking,  fingerprinting,  public  prosecu- 
tion, and  imprisonment. 

One  of  the  most  important  features  of 
the  law  is  the  comprehensive  definition 
of  “child  abuse”  as  “serious  physical  or 
mental  injury  which  is  not  explained  by 
the  available  medical  history  as  being 
accidental,  or  sexual  abuse  or  sexual  ex- 
ploitation or  serious  physical  neglect  of 
a child  under  18  years  of  age  if  the  in- 
jury, abuse,  or  neglect  has  been  caused 
by  acts  or  omissions  of  the  child's  par- 
ents or  by  a person  responsible  for  the 
child's  welfare,  or  any  individual  resid- 
ing in  the  same  home  as  the  child”  (em- 
phasis added).' 

An  interesting  case  concerning  the 
definition  of  child  abuse  is  the  Appeal 
of  E.S  f In  that  case,  the  father  was  pun- 
ishing a child  by  using  a belt  on  his  but- 
tocks. When  the  child,  in  an  isolated  in- 


cident, tried  to  avoid  the  belt,  he  was 
struck  unintentionally  on  the  back.  The 
father  appealed  a decision  that  he  had 
abused  the  child,  and  the  courts  agreed 
with  him  because  the  damage  was  acci- 
dental, the  situation  was  isolated,  and 
parents  do  have  the  right  to  inflict  rea- 
sonable punishment  on  their  children. 
The  court  stated:  “Parents  may  use  cor- 
poral punishment  to  discipline  their 
children,  so  long  as  the  force  used  is  not 
designed  or  known  to  create  a substan- 
tial risk  of  death,  serious  bodily  injury, 
disfigurement,  extreme  pain,  or  mental 
distress  or  gross  degradation.”9 

With  regard  to  the  question  of  what 
institutional  personnel  (educators,  phy- 
sicians, etc.)  can  be  reported  for  child 
abuse,  the  law  indicates  that  “a  person 
responsible  for  the  child’s  welfare”  is 
the  person  who  is  to  be  reported.  A pub- 
lic school  teacher  in  Pennsylvania  was 
reported  as  a child  abuser  for  striking  a 
child,  and  he  appealed  on  the  grounds 
that,  as  a teacher,  he  was  not  responsi- 
ble for  the  child's  welfare.  The  teacher 
(supported  by  education  associations) 
argued  that  the  purpose  of  this  legisla- 
tion was  to  limit  those  who  were  “re- 
sponsible for  the  child’s  welfare”  to 
those  who  provide  more  than  educa- 
tional services.  In  his  appeal,  he  was 
joined  by  the  Pennsylvania  State  Edu- 
cation Association  which  claimed  that 
teachers,  while  in  the  performance  of 
their  duties,  do  not  come  within  the  pur- 
view of  the  law.  The  court  agreed  with 
this  analysis  and  held  that  persons  re- 
sponsible for  the  child’s  welfare  means 
those  who  customarily  provide  “hous- 
ing, clothing,  furnishings,  income,  and 
medical  care.”10 

Once  child  abuse  is  suspected,  the  law 
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presents  a 

MEDICAL  INSURANCE  OPTION 


Pennsylvania  Medical  Society 
members  under  the  age  of  65  may 
apply  for  a sponsored  program  of 
medical  insurance.  This  comprehen- 
sive plan  is  open  to  members,  their 
families,  and  employees.  The  in- 
sured has  the  option  to  self-insure 
the  reasonable  medical  costs  while 
providing  generous  coverage  for 
the  "big  bills.” 

Rating  by  age  and  county  of  resi- 
dence are  two  additional  factors 
which  may  mean  lower  rates  for 
insureds. 

Applicants  may  choose  either  a 
$500  or  $ 1 ,000  deductible.  After  the 
deductible  is  met,  the  next  $2,500 
of  expenses  are  shared:  the  in- 
surance company  pays  80%,  the 
insured  pays  20%.  Thereafter,  the 
insurance  company  pays  100%  of 
expenses. 

Each  insured  has  a full  $ 1 ,000,000 
available  to  them.  The  deductible 
is  accumulated  on  a calendar  year 
basis,  with  a maximum  of  three 
deductibles  per  family  per  year. 

For  those  expenses  which  are 
the  result  of  an  accident,  the  first 
$300  will  be  paid  in  full  by  the 
insurance  company.  Thereafter,  the 
deductible  and  co-payment  will  be 
applied. 


Underwritten  by  Life  Insurance 
Company  of  North  America,  a CIGNA 
Company,  this  plan  pays  the  reason- 
able and  customary  rates  for  ser- 
vices. Covered  expenses  include: 

• Semi-private  hospital  room  and 
board 

• Intensive  care  and  cardiac  care 
(up  to  twice  the  semi-private 
room  and  board  rate) 

• Diagnostic  X-ray  and  laboratory 
service 

• Miscellaneous  hospital  services 

• Physicians’  and  surgeons'  ser- 
vices in  the  hospital,  office  and 
at  home 

• Ambulance  to  and  from  the 
hospital 

• Radiologist,  physiotherapist, 
anesthesiologist,  anesthetist 
and  anesthetics 

• Prescribed  drugs  and  medicines 

• Private  duty  care  in  the  hospital 
and  at  home  provided  by  a 
licensed  or  graduate  nurse 

• Blood,  blood  plasma,  artificial 
limbs  or  eyes,  casts,  splints, 
trusses,  braces  or  crutches, 
oxygen,  rental  of  durable  medi- 
cal equipment 

• Many  other  items,  as  described 
in  the  group  policy 


Because  this  plan  is  medically 
underwritten,  rates  should  continue 
to  remain  very  competitive.  Persons 
interested  in  applying  for  coverage 
should  apply  at  least  four  weeks  in 
advance  of  their  desired  effective 
date.  In  most  cases  a physical  exam 
will  not  be  required,  although  the 
company  reserves  the  right  to  re- 
quest one.  In  some  cases,  the  com- 
pany will  write  to  your  physician  to 
get  details  of  current  health  history. 

Eligible  applicants  are  Pennsyl- 
vania Medical  Society  members, 
theirfamiliesand  employees  under 
the  age  of  65. 

For  further  details,  including 
applicable  exclusions  and  limita- 
tions, please  contact  the  plan 
administrator: 

Bertholon-Rowland  Agencies 

P.O.  Box  77 
Media,  PA  1 9063 
(800) 556-2500 

Dexter-Bertholon-Rowland 

Suite  201,  Caste  Center 
Baptist  and  Grove  Roads 
Pittsburgh,  PA  15236 
(412)  885-6570 


special  feature 


requires  people  with  certain  occupa- 
tions to  report  suspected  abuse  to  a 
DPW  toll-free  “hot-line.”  (Sec.  2204.) 
Physicians,  nurses,  and  educators  are 
specifically  named  and  are  obligated  by 
law  to  report  child  abuse  when  they  “in 
the  course  of  their  employment,  occupa- 
tion, or  practice  of  their  profession 
come  into  contact  with  children”  whom 
they  believe  on  the  basis  of  their  profes- 
sional training  or  experience  are 
“abused  children”  as  defined  in  the  law. 
A physician  does  not  have  to  report  to 
authorities  personally,  but  must  notify 
the  “person  in  charge  of  the  institu- 
tion” or  a designated  agent. 

The  law  (Sec.  2205)  permits  any  per- 
son “who  has  reasonable  cause  to  sus- 
pect a child  is  an  abused  child”  to  re- 
port it.  There  are  penalties  established 
for  failure  to  report,  however,  by  those 
required  to  do  so  (Sec.  2207,  2208,  and 
2210).  Section  2212  states  that  “any 
person  or  official  required  by  this  act  to 
report  a case  of  suspected  child  abuse 
who  willfully  fails  to  do  so  shall  be 
guilty  of  a summary  offense,  except 
that  for  a second  subsequent  offense 
shall  be  guilty  of  a misdemeanor  of  the 
third  degree  (emphasis  added).”  The 
maximum  penalty  for  a misdemeanor  of 
the  third  degree  is  a $2,500.  fine  and  up 
to  one  year  in  prison. 

Section  2207,  obligations  of  persons 
required  to  report,  is  relevant  in  its  en- 
tirety: 

Any  person  or  official  required  to 
report  cases  of  suspected  child 
abuse  may  take  or  cause  to  be 
taken  photographs  of  the  areas  of 
trauma  visible  on  a child  who  is 
subject  to  a report  and,  if  medically 
indicated,  cause  to  be  performed  a 
radiological  examination  on  the 
child.  Medical  summaries  or  re- 
ports of  the  photographs  or  x-rays 
taken  shall  be  sent  to  the  child  pro- 
tective service  at  the  time  the  writ- 
ten report  is  sent,  or  as  soon  there- 
after as  possible.  Child  protective 
services  shall  have  access  to  the  ac- 
tual photographs  and  x-rays  and 
may  obtain  them  or  duplicates  of 
them  upon  request. 

The  remainder  of  the  law  reflects  re- 
quired procedures— for  example,  Sec- 
tion 2208  provides  that  an  abused  child 
may  be  taken  into  protective  custody  at 
the  behest  of  medical  professionals  pro- 
vided that  child  protective  services  are 
notified  and  the  courts  become  in- 
volved. 


An  interesting  section  of  the  law  is 
Section  2209  which  requires  all  "private 
and  public  hospitals”  to  admit  children 
“appearing  to  suffer  any  physical  or 
mental  trauma  which  may  constitute 
child  abuse.  Moreover,  the  child  “shall 
not  be  refused  or  deprived  in  any  way  of 
proper  treatment  and  care.”  The  refusal 
of  a hospital  to  comply  with  this  section 
renders  the  hospital  subject  to  equity 
actions  by  DPW  as  well  as  actions  for 
damages  on  the  part  of  the  person  who 
is  refused  treatment.  Section  2210  re- 
quires that  “any  person  or  official  re- 
quired to  report  cases  of  child  abuse  . . . 
who  has  reasonable  cause  to  suspect 
that  a child  died  as  a result  of  child 
abuse”  is  required  to  report  that  to  a 
coroner. 

Section  2211  declares  that  those  who 
use  the  law  “in  good  faith”  to  protect 


Because  of  the  serious  nature 
and  prevalence  of  the  problem 
of  child  abuse,  physicians  and 
other  health  care  providers 
should  recognize  their  duties 
in  this  sensitive  area. 


children  are  immune  from  liability.  And 
this  “good  faith”  is  presumed.  Please 
note  that  the  law  says  that  the  child- 
abuse  reporters  are  immune  from  liabil- 
ity. This  does  not  mean,  as  will  be  dis- 
cussed later,  that  they  are  immune  from 
suit. 

Section  2215  states  that  all  records 
kept  by  officials  of  reported  child  abuse 
are  generally  confidential. 

Once  the  appropriate  county  child 
protective  service  agency  has  been  in- 
formed of  suspected  child  abuse,  that 
agency  decides  whether  an  investiga- 
tion is  warranted.  Throughout  the  in- 
vestigation, all  the  identifying  informa- 
tion is  maintained  in  a pending 
complaint  file.  If  a complaint  is  deter- 
mined to  be  “founded"  or  “indicated,” 
the  file  will  be  entered  into  the  central 
register.  The  purpose  of  the  central  reg- 
ister is  to  aid  physicians  and  hospitals 
in  identifying  patterns  of  abuse.  For  ex- 
ample, some  parents  try  to  avoid  detec- 
tion by  bringing  children  to  different 
hospitals. 

In  the  summer  of  1985,  there  were 
three  enactments  which  affect  child 
abuse  legislation.  Act  34  of  1985  (H.B. 


1138)  mandates  background  checks  un- 
der penalty  of  fine  for  employes  of  insti- 
tutions which  provide  “child  care  ser- 
vices.” Act  35  (H.B.  1139)  requires 
prospective  employes  of  schools  to  pro- 
vide the  administration  with  a criminal 
history  report.  These  acts  also  restrict 
employment  (Sec.  E of  both  bills). 

Background  checks  consist  of  Penn- 
sylvania State  Police  reports  of  a crimi- 
nal history  record  which  must  be  pre- 
sented with  job  applications  and  if  an 
applicant  has  been  convicted  of  a crime 
of  violence  or  a crime  involving  children 
within  five  years  of  the  date  of  the  crim- 
inal report,  an  applicant  must  not  be 
given  a position.  Out-of-state  appli- 
cants are  required  to  present  with  their 
applications  for  a position,  a criminal 
record  report  from  the  Federal  Bureau 
of  Investigation. 

Act  49  of  1985  provides  that  the  stat- 
ute of  limitations  on  crimes  against  chil- 
dren does  not  begin  to  run  until  the 
child  becomes  18  years  of  age.  What 
this  means  is  that  if  a child  is  abused 
sexually  when  he  is  ten  years  of  age,  the 
statute  of  limitation  for  assault  will  not 
begin  to  run  until  that  child  is  eighteen, 
so  that  criminal  charges  can  be  filed  un- 
til the  victim  is  twenty-three  years  of 
age.  (The  criminal  code  provides  differ- 
ent statues  of  limitations  for  different 
crimes— in  this  case  five  years.) 

Children  in  court 

In  order  for  a child  to  be  separated 
from  his  parents,  the  U.S.  Supreme 
Court  holds  that  the  evidence  for  re- 
moval must  be  “clear  and  convincing.” 
The  purpose  of  legislation  concerning 
child  abuse  is  to  preserve  familial  rela- 
tionships, and  the  courts  have  held  con- 
sistently that  the  rights  of  parents  are 
subject  to  the  safeguards  of  the  four- 
teenth amendment.  When  the  child  is 
brought  into  court,  however,  for  child 
abuse  or  neglect  proceedings,  not  all 
constitutional  rights  accrue  to  the  de- 
fendants (i.e.,  the  parents)  in  the  same 
degree.  Contrast  these  two  decisions. 

In  the  case  of  In  re  Jones, ' ' the  chil- 
dren were  taken  from  a parent  who  was 
adjudged  unfit  partly  because  her 
spouse  was  of  the  same  sex.  One  of  the 
chief  witnesses  for  child  social  services 
retained  anonymity  by  being  ques- 
tioned in  the  judge’s  chambers  with 
only  the  opposing  attorneys  present.  A 
later  court  held  that  this  was  a violation 
of  a sixth  amendment  right  of  a defen- 
dant to  confront  the  witnesses  against 
him. 

The  same  right,  however,  does  not  ap- 
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ply  when  the  child  victim  is  questioned 
in  the  judge’s  chamber  with  only  oppos- 
ing counsel  present.1"  For  example,  a fa- 
ther requested  the  expungement  of  a re- 
port of  indicated  child  abuse  because 
his  constitutional  right  to  confront  a 
witness  against  him  was  abridged  when 
his  child  was  questioned  in  the  judge’s 
chambers  with  only  opposing  counsel 
present.  The  court  upheld  this  decision 
on  appeal,  relying  upon  the  state’s 
parens  patriae  right,  and  said,  “In  pur- 
suit of  its  interest  in  protecting  chil- 
dren, it  is  legitimate  and  appropriate  for 
government  to  adopt  affirmative  steps 
to  encourage  the  reporting  of  maltreat- 
ment by  abuse  victims.’’13  In  other 
words,  allowing  the  child  in  this  case  to 
speak  freely  without  the  presence  and 
intimidation  of  the  abusive  father  was 
not  a violation  of  the  patient’s  right  to 
face  his  accuser,  whereas,  in  the  Jones 
case,  it  was. 

Liabilities 

A person  who  in  good  faith  reports  a 
suspected  child  abuse,  is  immune  from 
liability;  this  does  not  mean  that  such  a 
person  is  immune  from  suit.  In  the  case 
of  Roman  v.  Appleby™  a high  school 
guidance  counselor  and  a social  worker 


were  sued  by  the  family  of  a young  man 
for  invasion  of  privacy  and  libel.  The 
young  man  went  to  the  school  counselor 
on  his  own  to  speak  to  him  about  his 
family,  family  affiliations,  sexual  mores, 
and  religious  beliefs.  When  the  guid- 
ance counselor  suggested  the  parents 
should  seek  professional  help  for  their 
child,  the  parents  refused  and  the  mat- 
ter was  referred  to  a child  service 
agency.  The  agency  turned  over  the 
matter  to  the  courts  to  have  the  child 
declared  a dependent  of  the  court.  In 
addition  to  a declaration  of  dependency, 
the  agency’s  petition  sought  an  order 
directing  psychological  and  psychiatric 
evaluation  of  the  child  because  of  his 
mental  instability  and  emotional  distur- 
bances. The  court  dismissed  the  agen- 
cy’s petition,  and  the  child,  in  the  mean- 
time, was  transferred  to  another  school. 
Later,  the  parents  instituted  a suit  in 
federal  court  against  the  guidance  coun- 
selor, the  school,  and  the  social  service 
agency  on  the  grounds  that  their  consti- 
tutional rights  of  privacy  and  freedom 
of  religion  were  violated.  The  court  dis- 
missed the  claims  of  the  parents  on  sev- 
eral grounds,  but  mainly  because  the 
defendants  acted  in  good  faith  and  thus 
were  immune.  One  can  easily  analogize 
from  this  case  to  a suit  being  instituted 
against  a family  physician  or  a psychia- 


trist on  the  same  grounds  under  vary- 
ing circumstances. 

Conclusion 

If  past  history  serves  as  a guide, 
many  changes  and  amendments  in  the 
child  abuse  laws  will  be  seen  in  the  fu- 
ture. Because  of  the  serious  nature  and 
prevalence  of  the  problem,  physicians 
and  other  health  care  providers  should 
recognize  their  duties  in  this  sensitive 
area.  Those  involved  in  serving  others 
must  recognize  that  such  a laudable 
purpose  also  imposes  concomitant  re- 
sponsibilities. Some  of  these  responsi- 
bilities have  been  framed  in  this  article 
as  a guide  for  physicians.  The  more  im- 
portant responsibilities,  it  is  hoped,  are 
indelibly  WTitten  on  the  heart.  □ 
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Finding  the  answers  to 

health  care  questions 
should  not  bea 
game  of  chance 


Be  on  target  - depend  on  Dorland’s  Medical  Directory 
• Metropolitan  Philadelphia  • Western  Pennsylvania  & Tri-State  Area 


Dorland’s  is  your  finger-tip 
guide  to  the  professionals, 
health  care  institutions 
and  organizations  that 
make  our  state’s 
medical  community  one  of 
the  finest  in  the  nation. 


In  Dorland’s  you  will  find  . . 

• Listings  of  physicians 

with  their  specialties, 
hospital  staff  affiliations, 
medical  school  and  year  of 
graduation  — in  addition  to 
office  and  home  addresses 
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• The  specialists  area 
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• A hospitals  section 
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in  my  opinion 

Medical  crisis  revisited 


Harry  Schwartz,  PhD 

It  is  now  roughly  two  decades  since  I 
first  began  to  devote  my  time  to  the 
problems  of  the  health  care  system — 
and  the  merits  as  well.  The  initial  stimu- 
lus for  my  interest  was  serious  illness- 
portal  hypertension  in  a child,  as  one 
example— in  members  of  my.  immediate 
family.  Although  my  own  health  had 
been  good  and  I myself  had  no  serious 
illness,  I felt  I had  formed  an  under- 
standing of  illness  and  its  treatment 
since  I had  seen  so  much  of  it  among 
those  I loved— including  two  aortic 
valve  replacements  and  a fatal  astrocy- 
toma. 

But  my  seeming  immunity  to  serious 
illness  ended  abruptly  early  last  year. 
For  several  days  my  left  leg  had  been 
swollen  and  I was  having  some  pain 
around  the  knee.  One  Saturday  night, 
after  flying  home  from  Seattle,  I de- 
cided to  call  my  doctor:  I was  convinced 
I had  phlebitis  (perhaps  because  it  was 
the  only  serious  ailment  expressing  it- 
self in  the  leg  that  I knew  of).  My  physi- 
cian is  a member  of  a group,  so  when  I 
called  that  night  I got  one  of  his  col- 
leagues. He  pooh-poohed  my  fears  of 
phlebitis,  said  I should  get  a good 
night's  sleep  and  call  him  in  the  morn- 
ing if  I continued  to  be  in  discomfort. 

The  next  morning  saw  the  status  quo 
unchanged  and  by  9 a.m.  I was  in  the 
emergency  room  of  my  local  community 
hospital  waiting  for  the  doctor  with 
whom  I had  spoken  over  the  phone.  He 
arrived,  examined  me,  and  laughed  at 
my  self-diagnosis.  He  was  sure  that  I 
had  a disease  with  a long  Latin  name 
that  I had  never  heard  of.  He  was  also 
convinced  that  24  hours  of  intravenous 
nafcillin  would  put  me  in  fine  shape,  and 
I would  be  completely  recovered. 

Fortunately,  before  I left  the  emer- 
gency rOom  my  own  doctor  arrived  to 
see  patients  and  took  an  independent 
look  at  my  leg.  He  turned  to  me  and  his 
colleague  and  declared,  “I  think  this  is  a 
classic  case  of  deep  vein  thrombosis. 
Harry  should  be  started  on  IV  heparin 
immediately.”  A third  member  of  the 


group  who  happened  to  be  there  then 
took  what  I was  told  was  a small  ultra- 
sonic gadget  and  examined  my  leg.  His 
report  was  that  he  detected  a large 
blood  clot  in  my  leg. 

On  to  residence  in  the  hospital,  where 
I remained  for  18  days  and  experienced 
a series  of  surprises.  The  first  was  that 
my  doctors  were  treating  me  for  both 
diagnoses:  I received  intravenous  naf- 
cillin and  heparin  both.  So  this  was  how 
medicine  is  really  practiced,  I thought, 
all  bases  are  covered.  I remembered  I 
had  once  asked  an  internist  how  he 
treated  ulcers  and  been  told  he  gave 
his  patients  Tagamet,  Carafate,  and 
Maalox  simultaneously,  rather  than  giv- 
ing one  of  these  modalities  alone.  My 
second  surprise  was  to  have  a large 
metal  plaque  hung  around  my  neck. 
The  plaque  covered  my  mid-chest  and  I 
soon  discovered  they  were  monitoring 
my  heart  beat  with  it.  If  I could  get  a 
nurse  no  other  way,  I had  only  to  take 
this  device  off  and  a small  army  of  con- 
cerned people  would  rush  into  my  room, 
fearing  I’d  dropped  dead  of  cardiac  ar- 
rest. 

Another  surprise  came  when,  a week 
into  my  course  of  treatment,  I was 
asked  to  sign  a consent  form  for  the  use 
of  streptokinase.  In  the  process  I was 
told  about  the  dangers  of  streptokinase 
and  decided  I really  didn't  want  it.  So  I 
signed  the  release,  but  put  pressure  on 
my  doctor  to  consult  with  others  more 
experienced  in  treating  thrombophle- 
bitis. I also  had  my  wife  call  up  an 
internist— a friend  who  practices  in 
Philadelphia— whose  reaction  was  that 
it  was  ridiculous  to  use  streptokinase. 


Dr.  Schwartz  currently  is  writer  in  residence 
at  the  College  of  Physicians  and  Surgeons  at 
Columbia  University.  His  many  articles  on 
health-related  matters  have  appeared  in  The 
New  York  Times,  Wall  Street  Journal,  New 
England  Journal  of  Medicine,  and  Medical 
Economics.  From  1951  to  1979  he  served  on 
the  editorial  board  of  The  New  York  Times. 


That  was  also  the  view  of  the  experts 
my  own  physician  queried,  so  I never 
got  streptokinase. 

All  that  led  me  to  realize  that  nobody 
had  ever  asked  my  permission  to  use 
heparin  and  therefore  I had  no  idea  of 
its  dangers.  I did  have  a PDR  at  home 
and  could  have  asked  my  wife  to  bring 
it  in  so  I could  learn  this  drug’s  prob- 
lems. But  I never  bothered.  I didn't 
want  to  know,  and  besides,  the  heparin 
didn't  seem  to  be  harming  me.  (So  much 
for  the  alleged  eagerness  of  all  patients 
to  have  informed  consent  imposed  upon 
them.) 

I have  not  mentioned  the  venograms, 
lung  scans,  arterial  blood  gas  determi- 
nations, and  miscellaneous  blood  let- 
ting for  routine  daily  checks  that  were 
inflicted  on  me.  I wondered  for  a while  if 
there  was  a conspiracy  to  kill  me  by 
draining  blood,  and  I fantasized  that 
my  doctors  were  really  vampires  who 
drank  my  blood  rather  than  testing  it. 

Of  the  boredom  of  hospital  life,  of  my 
fears  that  my  sins  had  finally  caught  up 
with  me  and  these  might  now  be  my  fi- 
nal days,  of  the  discomfort  of  being  de- 
nied the  right  to  move  out  of  bed  for 
some  days,  except  to  use  a portable  toi- 
let, I will  give  no  details.  They  are  well 
known. 

What  I learned  from  the  experience 
was  about  nurses  and  doctors.  I put 
nurses  first  because  they  surround  the 
patient  24  hours  a day.  A good  nurse,  I 
discovered,  can  do  a great  deal  to  make 
a patient  more  comfortable  and  to  put 
him  in  an  optimistic  frame  of  mind.  A 
bad  nurse  is  a disaster  in  all  ways.  I had 
both  kinds,  but  more  good  nurses  by  far 
than  bad.  But  why,  I wondered,  didn't 
my  hospital  have  the  same  nursing 
team  for  at  least  five  days  of  every 
week?  Why  did  I spend  so  many  days 
being  attended  by  nurses  I had  never 
seen  before  and  did  not  see  afterward? 

My  chief  physician,  I soon  discov- 
ered, was  available  for  me  24  hours  a 
day.  He  dropped  by  to  visit  me  at  least 
once  a day  and  sometimes  twice.  I ap- 
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preciated  his  effort  to  keep  me  in  good 
cheer,  but  later  decided  he  had  put  me  in 
too  optimistic  a frame  of  mind  early  in 
my  illness— I did  have  a moderately 
narrow  escape  from  the  grim  reaper,  I 
found  out.  But,  on  the  other  hand, 
would  anything  have  been  gained  by 
frightening  me  more  than  I already 
was?  I also  discovered  that  my  nurses 
regarded  my  doctor  as  fair  game  24 
hours  a day.  If  something  happened 
that  puzzled  or  bothered  them,  they 
called  him  at  his  office  or  his  home,  not 
caring  if  it  was  3 p.m.  or  3 a.m.  I myself 
would  not  take  it  kindly  if  somebody 
woke  me  at  3 a.m.  to  ask  what  to  do 
about  some  sick  person.  But  my  doctor 
seemed  to  regard  that  as  part  of  the  job, 


Who  is  the  poor 

John  L.  Coulehan,  MD,  FACP 

We  cluster  in  the  hall  on  rounds, 
eight  of  us,  creating  turbulence, 
obstructing  flow.  A medication  nurse 
pushes  her  cabinet  around  us  on  her 
way  down  the  hall,  while  the  breakfast 
lorry  closes  in  from  the  other  direction. 
The  intern  begins  his  presentation: 
“Mr.  Blank  is  a 52-year  old  man  who 
presents  with  abdominal  pain  . . . the 
patient  is  a poor  historian  . . .’’  We  learn 
that  this  sick  person  “claims”  to  have  a 
number  of  symptoms  and  he  is  “appar- 
ently” taking  several  medications.  The 
intern  hastens  to  add  that  his  compli- 
ance is  probably  poor,  he  doesn’t  seem 
to  understand  his  illness  and  he  is,  after 
all,  a “poor  historian.”  Having  dis- 
pensed with  the  preliminaries,  the 
house  officer  moves  on  to  reporting  the 
patient’s  physical  findings  and  the  ini- 
tial laboratory  data.  At  this  point  he 
drops  all  qualifiers:  the  magnesium 
does  not  “seem  to  be”  2.2,  it  is  2.2. 

Speaking  of  qualifiers,  we  seem  to 
have  left  the  patient  and  gone  on  to  his 
biochemistry  without  finding  out  much 
of  significance  about  him.  That’s  be- 
cause he’s  a poor  historian.  I start  let- 
ting that  phrase  roll  around  inside  my 
head,  perhaps  because  of  my  unconscio- 
nable lack  of  interest  in  magnesium. 
The  matrix  of  numbers  vibrating 
among  the  house  officers  and  students 
takes  on  a life  of  its  own,  while  I wonder 


and  never  even  mentioned  any  of  these 
nocturnal  intrusions. 

As  is  obvious  from  this  essay,  I sur- 
vived and  was  discharged  18  days  after 
entry  with  strict  instructions  about  tak- 
ing Coumadin  and  exercising  daily.  I 
also  found,  to  my  joy,  that  I had  been  on 
a 1 200  calorie  a day  diet  in  the  hospital 
and  had  lost  almost  20  pounds,  the 
most  I had  lost  in  decades  and  weight  I 
could  well  afford  to  do  without. 

One  thing  I have  contemplated  since 
my  release  is  that,  since  I am  a Medi- 
care patient,  my  doctors  were  reim- 
bursed according  to  fee  schedules  that 
had  been  frozen.  In  my  doctor’s  case,  he 
had  last  raised  his  fees  in  1982,  but  I am 
well  aware  that  inflation  and  rising  mal- 
practice premiums  have  plagued  my 
doctor— and  all  others— substantially  in 
the  past  three  years.  Yet  my  doctor 
gave  me  devoted  care  in  which  I could 


historian? 


about  his  poorness.  In  the  midst  of  all 
this  science,  I engage  in  fantasy.  Of 
course,  I know  exactly  what  the  house 
officer  is  trying  to  tell  me  with  the 
phrase.  He  doesn’t  mean  that  the  man 
is  an  impecunious  professor  of  history. 
Nor  does  he  mean  the  patient  is  a failed 
student  of  history.  Rather,  he  is  speak- 
ing in  a rather  precise  medical  short- 
hand and  he  means  to  say:  I was  unable 
to  reconstruct  a logical  story  of  the  ill- 
ness in  my  conversation  with  this  pa- 
tient. We  did  not  communicate  well  and 
consequently,  the  subjective  data  leave 
a lot  to  be  desired.  They  can’t  be  relied 
upon.  Reflecting  further,  I have  no 
problem  with  the  shorthand  “poor  his- 
torian,” but  I wonder  if  the  attribution 
is  correct.  Perhaps  the  intern  would  be 
more  correct  in  saying,  “such  and  such 
is  apparently  such  and  such,  but  it’s  un- 
clear because  I'm  a poor  historian.” 

If  my  intern  would  shoulder  some  re- 
sponsibility for  this  history’s  poorness, 
just  as  he  would  hasten  to  acknowledge 


Dr.  Coulehan  is  associate  professor  of  com- 
munity medicine  at  the  University  of  Pitts- 
burgh School  of  Medicine.  This  essay  first 
was  published,  in  condensed  form,  in  JAMA 
1984.  252:221.  Copyright  1984,  American 
Medical  Association. 


detect  not  even  slight  evidence  of  stint- 
ing because  I was  a patient  who  would 
pay  substandard  fees.  How  much 
longer,  I wonder,  can  Washington  freeze 
physicians’  Medicare  fees  and  count 
upon  the  kind  of  devoted  care  I got, 
care  that  has  been  traditional  in  Ameri- 
can medicine.  That  kind  of  care  will  not 
last  forever  if  Medicare  fees  are  allowed 
to  go  the  way  of  Medicaid  fees. 

Above  all,  I suppose  I became  aware 
of  the  profound  truth  of  a comment  I 
had  often  made  cynically  to  friends  who 
asked  me  what  I had  learned  from  my 
interest  in  medical  care  delivery.  My  re- 
ply had  been  “Don’t  get  sick  if  you  can 
help  it,  but  if  you  have  to  get  sick,  pick 
an  illness  doctors  can  do  something 
about.”  I was  lucky  this  time,  but  will  I 
be  as  fortunate  the  next  time?  Maybe 
not,  but  then  nobody  escapes  the  termi- 
nal disease  we  call  life.  □ 


difficulty  in  doing  a bone  marrow  or  in- 
terpreting an  x-ray,  we  could  devote 
some  energy  to  exploring  avenues  that 
might  improve  the  history.  We  could 
make  this  a teaching  exercise  in  the 
clinical  art.  But  first  we  would  have  to 
agree,  at  the  risk  of  sounding  maudlin 
and  creating  some  awkwardness  in  our 
group  of  eight,  that  our  real  job  is  to 
help  this  sick  person  through  some  diffi- 
culties and  it  is  not  simply  to  recon- 
struct, and  halt  if  possible,  the  disease 
that  is  marching  through  him. 

The  first  avenue  we  could  explore  is 
the  process  of  communication  itself.  On 
the  doctor’s  part,  that  means  slowing 
down  to  listen.  Listening  is  a skill  that 
must  be  finely  honed.  We  must  develop 
an  ear  for  meaning,  patterns,  style,  and 
intent,  just  as  we  train  our  ear  to  detect 
the  subtleties  of  cardiac  oscultation. 
More  time  listening  to  the  patient  and 
less  spent  agonizing  over  the  meaning 
of  a magnesium  value  could  be  a step  in 
the  right  direction.  I can  imagine  the 
house  officer  replying  that  he  already 
spent  an  hour  with  the  patient,  that  he 
had  four  admissions  and,  in  any  case, 
the  doctor  must  control  the  interview. 
We  must  direct  the  patient,  he  would 
say,  and  not  let  the  interview  wander.  In 
this  imaginary  dialogue,  I would  agree. 
I would  point  out,  however,  that  over- 
control is  more  commonly  the  problem 
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in  taking  a medical  history  than  under- 
control. If  he  is  willing  to  be  a careful 
listener,  I could  suggest  techniques  for 
directing  and  clarifying  the  interview, 
techniques  which  will  also  (at  the  risk  of 
causing  more  awkwardness  in  our 
group)  help  to  lead  the  patient  to  trust 
him.  It  stands  to  reason  that  if  the  per- 
son trusts  you  and  believes  you  really 
understand  his  problem  and  would  like 
to  help,  he  will  be  more  willing  to  ex- 
plain himself  completely.  Certain  quali- 
ties you  demonstrate  to  the  patient, 
qualities  like  empathy,  positive  regard, 
genuineness,  and  respect  help  create 
this  trust  relationship.  It  is  difficult  to 
be  empathic  or  hold  the  patient  in  posi- 
tive regard  while  at  the  same  time  label- 
ing him  a poor  historian. 

The  patient’s  style  is  a second  area 
we  could  search  for  clues  to  poor  history 
taking.  The  illness  itself,  of  course,  may 
directly  or  indirectly  limit  the  person’s 
ability  to  communicate.  The  febrile,  de- 
hydrated patient  who  feels  like  the  bot- 
tom has  just  fallen  out  of  his  life  may 
not  be  interested  in  telling  his  tale  in 
great  detail,  even  though  he  is  “ori- 
ented x3.”  It  is  easy  to  understand 
that,  but  more  difficult  sometimes  for 


doctors  to  understand  that  patients' 
styles,  the  way  they  perceive  and  cope 
with  reality,  may  differ  greatly  from  the 
physician’s  own  style.  Moreover,  a per- 
son’s style  is  apt  to  be  less  flexible  and 
rational  in  the  stress  of  illness.  One  pa- 
tient may  be  subject  to  dramatic,  global 
expressions  which  defeat  the  attempt 
to  pinpoint  mundane  features  such  as 
the  sequence  or  description  of  symp- 
toms. Another  person’s  story  may  be 
fraught  with  obsessive  detail,  a third 
patient  may  minimize  or  deny  his  symp- 
toms enough  to  call  forth  your  righ- 
teous anger.  The  intern’s  aggressive,  ra- 
tional, well-organized  and  unemotional 
style  might  seem  a “gold  standard” 
with  which  to  compare  the  chaos  of  pa- 
tient styles.  It  is  certainly  the  orthodox 
of  our  medical  team,  the  model  for  stu- 
dents to  emulate.  But  isn’t  there  a 
range  of  normal  values  here,  as  with  se- 
rum magnesium  and  amylase?  Our  pa- 
tient with  severe  abdominal  pain  may 
simply  be  at  a different  point  along  the 
coping-spectrum  from  you  or  me  and 
may  express  himself  accordingly. 

What  can  we  do  to  improve  the  qual- 
ity of  our  history  if  the  patient’s  style  is 
interfering?  The  first  thing  to  realize  is 
that  understanding  his  coping  strate- 
gies and  mechanisms  is  important  data, 
usually  as  important  to  caring  for  the 
person  as  are  specific  symptom  descrip- 


Chemotherapy 


You  keep  me  on  this  medicine,  and  will  not  explain 
Why  the  dose  cannot  be  lowered. 

And  I am  tired  of  being  sick. 

And  I am  sick  of  being  tired. 

I feel  so  frustrated  that 
Your  only  explanation  is  that 
You  are  the  doctor,  and  I 
Am  the  patient.  So  there. 

I am  furious  with  you  tonight— 

Your  lack  of  sensitivity  in 
Explaining  my  medical  condition 
Has  made  me  feel  worse  than  before. 

I will  not  see  you  for  awhile. 

Maybe  by  then  we  can  reconcile 
Our  different  understandings 
Of  a disease  not  wanted 
And  of  symptoms  and  side  effects 
Not  always  easily  ignored. 


Sue  H.  Winard,  MD 
Philadelphia 


tions.  Secondly,  we  can  attempt  to  over- 
come the  communication  problems  by 
more  carefully  guiding  the  interview  to 
focus  on  crucial  data.  Finally,  we  can  re- 
duce the  person’s  anxiety  by  being  em- 
pathic and  by  addressing  and  attempt- 
ing to  relieve  his  fears.  With  acute 
anxiety  reduced,  the  person  is  more 
likely  to  shine  through  the  illness.  He 
may  even  bounce  back  into  our  “normal 
range"  of  historical  responses. 

The  third  set  of  factors  to  explore  in 
an  ailing  history  situation  relates  to  the 
meaning  of  illness,  the  meaning  of  this 
particular  sickness  to  the  patient.  Sta- 
tistical explanations  may  be  satisfac- 
tory to  you  as  the  doctor,  but  they  are 
not  very  comforting  for  your  patient. 
When  his  abdominal  pain  has  become 
so  severe  that  he  goes  to  the  emergency 
room,  the  patient  wants  to  know  not 
only  what  is  wrong,  but  why  and  what 
will  happen  next.  His  illness  trajectory 
has  reached  a high  point,  but  he  has  no 
way  of  knowing  when  or  if  it  will  peak 
or  begin  to  decline.  Much  of  the  suffer- 
ing of  illness  grows  from  uncertainty, 
anxiety,  and  fear  of  the  unknown.  We 
physicians  are  often  satisfied  with 
knowing  how  things  happen  because 
with  that  knowledge  we  can  devise  how 
to  alter  their  course.  But  sick  people 
seek  to  organize  their  illness  around 
some  meaning.  They  want  to  know  why 
they  are  sick  and,  in  the  process  of  in- 
terpreting the  illness  to  themselves,  de- 
velop hypotheses  about  what  went 
wrong  and  what  might  happen  next. 
Explanations  for  illness  might  be  based 
upon  past  experience,  discussion  with 
friends  or  family,  television,  magazines, 
religious  beliefs,  or  the  common  sense 
folk  physiology  of  our  society.  The  per- 
sonal meaning  of  illness  may  get  in  the 
way  of  good  history  taking  when,  for 
example,  the  patient  is  sure  his  pain  is 
caused  by  heart  disease  since  he  has  al- 
ready read  a description  of  angina  and 
relates  his  symptoms  through  the  filter 
of  that  description.  Similarly,  if  the  pa- 
tient is  convinced  he  has  cancer  because 
of  the  guilt  eating  away  inside  of  him, 
his  story  is  likely  to  be  colored  by  that 
belief.  While  the  doctor  may  not  be  able 
to  change  a person’s  beliefs,  she  can  cer- 
tainly identify  them  in  the  course  of  a 
good  interview.  This  is  a little  tricky  at 
first,  because  you  can’t  just  cough  up 
with  “what  do  you  think  your  problem 
is?”  out  of  the  blue.  Outside  the  context 
of  mutual  trust,  the  patient  is  liable  to 
respond  “that's  what  I came  here  to 
find  out,  doc.” 

Failure  to  understand  personal  mean- 
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Dear  Keystone  Technologies,  Inc., 

Just  moments  into  the  presentation  of  your  computer  system  by  a Keystone  Technologies  sales 
counselor,  we  knew  that  it  was  the  answer  to  our  office  management  needs. 

Your  pre-installation  visit  thoroughly  prepared  us  for  the  complexities  of  changing  from  our 
cumbersome,  paper-oriented  system  to  an  efficient,  electronic  system. 

The  “hands  on”  training  period  was  very  effective  in  helping  us  understand  the  system  and  how  to 
make  it  work  to  our  full  advantage.  The  Keystone  instructor  covered  every  aspect  of  the  computer’s 
operation  in  depth  and  allowed  ample  time  for  our  questions. 

After  training,  your  telephone  communication  during  the  transition  period  was  encouraging  and 
helpful.  Every  question  we  asked  was  treated  as  if  it  were  the  most  important  one  asked  that  day. 

Your  follow-up  support  even  now,  three  months  later,  assures  us  that  we  will  not  be  alone  if  a 
problem  arises. 

We  are  very  satisfied  with  our  system.  #, 

Cardiology  Associates  of  Greater  Hazleton 


Keystone 
Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


Keystone  Technologies’  100th  System 


You  too  would  benefit  from  office  automation.  To  find  out  more  call  us  at 

(717) 975-7159 


in  my  opinion 


ings  disrupts  the  logic  of  conversation. 
I had  a patient  recently  who  was 
amazed  when  I told  him  he  was  mildly 
hypertensive.  He  could  not  understand 
how  his  blood  pressure  could  possible 
be  elevated.  Some  years  ago,  while  serv- 
ing in  the  Army  in  Germany,  a doctor 
had  told  him  to  take  two  aspirin  every 
day  as  a “blood  thinner.”  He  continued 
conscientiously  to  take  two  aspirin  ev- 
ery day.  Therefore,  he  asked,  how  could 
his  blood  pressure  be  high?  Hyperten- 
sion and  aspirin  don’t  seem  in  our  way 
of  looking  at  things  to  be  connected, 


but  to  this  man  they  were.  He  believed 
that  high  blood  pressure  was  caused  by 
thickening  or  sludging  of  blood,  and 
that  a blood  thinner  (aspirin)  should 
prevent  this  from  happening.  It  was  un- 
derstandable, then,  why  he  looked  upon 
his  elevated  blood  pressure  with  so 
much  dismay  since  he  believed  he  had 
been  working  hard  to  prevent  it  for 
many  years. 

Meanwhile,  back  at  the  cluster  of 
physicians  and  would-be  physicians  on 
rounds,  I am  about  to  visit  the  “poor 
historian”  at  his  bedside  and  try  to 
learn  something  about  his  suffering.  I 
don't  regret  the  wandering  thoughts. 
After  all,  it  is  easy  to  inquire  again 
about  a laboratory  value.  The  real  aca- 


Abuse  of  children 


George  A.  Rowland,  MD 

Some  time  ago  there  was  an  out- 
burst of  news  items  in  the  press  de- 
tailing child  abuse  of  a serious  kind- 
beatings,  burnings,  drownings,  torture, 
and  murder,  planned  and  accidental. 
There  was  a shocked  outcry  in  re- 
sponse. 

Strangely  enough,  this  was  neither 
pronounced  nor  prolonged.  Very  shortly 
it  was  replaced  by  a more  sensational 
outcry  protesting  the  sexual  abuse  of 
children.  For  the  last  year  or  so  news 
items  and  articles  have  been  liberally 
laced  with  this  spicy  subject. 

There  are  several  unfortunate  aspects 
of  this  situation.  In  the  first  place  it  has 
blunted  consideration  of  the  initial 
problem,  which  has  not  diminished  in 
any  way.  We  know  that  children  are  in- 
creasingly in  poverty,  hunger,  and  want 
as  the  government  reduces  aid.  They 
are  also  subject  to  cruel  treatment  of  all 
kinds,  but  unless  cruelty  is  spiced  with 
sadism,  a little  kinky  and  salacious,  it 
will  not  sell  on  prime  time  or  in  the  En- 
quirer. 

Since  children  are  far  and  away  our 
most  valuable  resource,  they  should  be 
protected  against  all  abuse.  What,  then, 
is  sexual  abuse?  Do  we  have  a defini- 
tion? 

The  laws  of  different  states  vary  re- 
garding the  age  of  consent,  the  age  at 
which  a female  may  voluntarily  consent 
to  sexual  intercourse.  Statutory  rape 
applies  to  any  and  all  such  relationships 
before  that  age.  There  are  also  laws  that 
define  legal  activities  of  a sexual  nature 


regardless  of  age.  Actions  beyond  these 
limits  are  called  perversions.  Sodomy  is 
defined  differently  in  different  jurisdic- 
tions. 

There  are  sexual  acts  that  can  be  per- 
formed with  children  that  can  cause 
pain  and  actual  physical  damage  to  the 
body.  In  any  case  that  such  things  are 
done  to  a child,  true  child  abuse  occurs. 

The  suggestion  is  generally  apparent 
in  stories  and  TV  plots  that  serious  psy- 
chological damage  results  from  all  “sex- 
ual abuse  of  children.”  I wish  the  evi- 
dence were  clearer  in  this  respect. 

In  a recent  television  description  of 
such  a case,  a teenage  girl  baby  sitter 
was  charged  and  jailed  for  sexual  abuse 
because  in  caressing  a small  child  she 
was  accused  of  touching  the  genital 
area. 

Evidence  of  injury  can  be  difficult  to 
establish.  Broken  bones  and  burns  of 
the  skin  are  easily  identified  but  effects 
on  the  mental  or  moral  state  are  subjec- 
tive. One  ten  year  old  girl  may  be  se- 
verely shocked  by  viewing  an  exhibi- 
tionist’s display  of  his  genitals. 
Another  may  herself  instigate  complex 
sex  with  persons  both  younger  and 
older. 

We  know  that  sexual  thoughts  and 
activities  occupy  much  of  the  time  of 
adults.  We  also  know  that  these  con- 
cerns start  very  early  in  life  and  that  a 

Dr.  Rowland  is  a family  physician  in 
Millville , Columbia  County,  and  has  been  ac- 
tive at  all  levels  of  medical  society  activity. 


demic  job  here  is  to  teach  the  students 
and  house  officers  that  interview  data 
must  be  judged  by  criteria  of  precision, 
accuracy,  and  completeness,  just  as  any 
other  medical  data.  But  we  don’t  get  a 
free  ride  on  this  history  any  more  than 
on  a sigmoidoscopy.  We  gain  skill  in  us- 
ing the  sigmoidoscope  over  time  with 
supervised  practice,  concentration  and 
strict  attention  to  detail.  The  doctor  is 
the  instrument  of  history  taking.  We 
must  learn  to  use  our  interaction  with 
the  patient  to  obtain  the  most  useful, 
robust  data  possible.  No  doubt,  there 
always  will  be  poor  historians  in  medi- 
cine, but  if  more  attention  is  paid  to  the 
clinical  art,  fewer  of  these  will  be  the 
doctors  themselves.  □ 


healthy  sexual  development  is  ex- 
tremely important  to  a well  balanced 
adult.  We  do  not  know  how  that  is  to  be 
accomplished  or  what  the  most  serious 
pitfalls  are  that  need  to  be  avoided. 

In  our  ignorance  we  handle  the  prob- 
lem by  sweeping  it  all  under  the  rug. 
“There  will  be  no  overt  sex  activity  by 
children.”  The  three  year  old  boy  who 
handles  his  penis  is  beaten.  “Adults  in- 
volved in  any  sexual  way  with  children 
will  be  punished  as  major  criminals.” 
Fathers,  uncles,  and  brothers  must  be 
especially  careful  of  hugging  and  kiss- 
ing because  of  the  danger  of  incest. 

Charles  Dickens  wrote  much  about 
the  cruelty  children  were  exposed  to  in 
schools  and  workhouses  in  Victorian 
England.  There  is  a trend  today,  fearing 
charges  of  sexual  abuse,  that  the  only 
safe  approach  for  a teacher  or  baby  sit- 
ter is  the  harsh  word  and  the  stick. 
“Did  you  hug  your  kid  today?”  can  go 
on  the  car  bumper  but  you  must  be  very 
careful  in  carrying  out  the  act.  For 
Heaven’s  Sake— keep  your  hands  above 
the  waist. 

It  is  this  that  is  the  most  disturbing 
result  of  the  preoccupation  with  sexual 
abuse.  With  inspectors,  lawyers,  and 
even  neighbors  constantly  on  the 
watch,  the  fear  of  appearing  to  cross  the 
line  is  in  many  minds.  Hugging,  kissing 
and  caressing  become  dangerous.  Show- 
ing love  to  a little  child  becomes  a risky 
thing  to  do.  I suspect  that  lack  of  love  is 
a kind  of  abuse  that  we  should  guard 
against  more  than  any  other  kind.  □ 
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Mercy  Catholic  Medical  Center 

Fitzgerald  Mercy  and  Misericordia  Divisions 

Reproductive  Surgery 

For  the  Micro  and  Non-Micro  Surgeon 

May  22-23,  1986 

Sherman  W.  Everlof,  M.D.,  Conference  Chairman 

TOPICS 

Tubal  Physiology  and  Pathology;  Investigation  of  the  Fallopian  Tubes; 

Evaluation  of  Pelvic  Disease,  When  to  be  Conservative;  Counseling  and 
Strategies  for  the  Patient  Who  Wants  Repair  after  Tubal  Ligation; 

Principles  of  Microsurgery;  Adjuncts  in  Microsurgery  as  They  Apply  to 
All  Reproductive  Surgery;  Ectopic  Pregnancy,  Treatment  Options; 

Techniques  in  Salpingolysis  and  Salpingoostomy;  Reversal  of 
Sterilization;  Endometriosis,  Treatment  by  Micro  and  Non-Micro  Surgery; 

Laser  in  Reproductive  Surgery;  and  In  Vitro  Fertilization  and  Alternatives. 

FACULTY 

Edwin  A.  Bowman,  M.D.,  Clinical  Assoc.  Prof.,  Louisiana  State  Univ., 

LSU  Medical  Center,  Dept,  of  Ob/Gyn;  Carlton  A.  Eddy,  Ph.D.,  Assoc. 

Prof,  of  Ob/Gyn,  Univ.  of  Texas  Health  Science  Center  at  San  Antonio; 

Sherman  W.  Everlof,  M.D.,  Dir.  of  Microsurgical  Program,  Mercy  Catholic 
Medical  Center,  and  Asst.  Clinical  Prof,  of  Ob/Gyn,  Jefferson  Medical 
College;  Brian  Cohen,  M.B.,  Ch.B.,  M.D.,  Clinical  Assoc.  Prof,  of  Ob/Gyn, 

Univ.  of  Texas  Health  Science  Center  at  Dallas,  and  Dir.  of  Fertility 
Center  of  North  Texas;  Celso-Ramon  Garcia,  M.D.,  William  Shippman, 

Jr.,  Prof,  of  Ob/Gyn,  Univ.  of  Pennsylvania,  Dir.  of  Human  Reproduction, 
and  Dir.  of  Women’s  Wellness  Program;  Patrick  J.  Taylor,  M.D.,  Prof,  of 
Reproductive  Medicine,  Univ.  of  Calgary;  and  Thomas  F.  Toomey,  M.D., 

Chairman,  Dept,  of  Ob/Gyn,  Mercy  Catholic  Medical  Center,  and  Assoc. 

Clinical  Prof.,  Jefferson  Medical  College. 

For  further  information,  please  call  215-237-4977.  Conference  fee  $200.  CME  creaits. 
Department  of  Obstetrics  and  Gynecology,  Mercy  Catholic  Medical  Center 
Lansdowne  Avenue  and  Baily  Road,  Darby,  PA  19023 
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special  feature 


Physician  has  enjoyed  music  throughout  career 

Jeff  Roth 


“Rhythm  is  so  much  a part  of  life.  Ev- 
erything we  do  is  rhythmical.  We  walk 
with  rhythm,  our  heart  beats  with 
rhythm,  even  our  brain  waves  portray  a 
rhythmical  pattern.  Rhythm  is  an  in- 
nate part  of  our  anatomy,  an  innate  part 
of  our  being.  When  people  comprehend 
that,  it  will  have  a great  impact  on  our 
learning  processes,”  said  E William 
Sunderman,  MD,  professor  of  pathol- 
ogy and  director  of  the  Institute  for 
Clinical  Science  at  Hahnemann  Univer- 
sity and  Hospital  in  Philadelphia. 

Dr.  Sunderman  began  playing  the  vio- 
lin at  age  four.  His  parents  encouraged 
his  interest  in  music.  Even  with  his 
busy  schedule  (in  addition  to  his  teach- 
ing and  administrative  duties  at  the  In- 
stitute for  Clinical  Science,  Dr.  Sunder- 
man is  a member  of  the  editorial  board 
for  the  American  Journal  of  Industrial 
Medicine  and  the  founder  of  the  Annals 


Missing:  Andrea  Nicole  Burchett 
Born:  4/23/77 

Disappeared:  8/14/81  (Parental  Abduction) 
From:  Todd,  Kentucky 
Blond  hair,  blue  eyes,  birthmark  on  lower 
right  back,  pierced  ears 
Case  #1826p 

If  you  see  this  child  or  have  information  con- 
cerning this  child  please  call  toll  free  1-800- 
l-AM-LOST. 


of  Clinical  and  Laboratory  Science),  he 
finds  time  to  practice  and  to  play  pro- 
fessionally. 

Dr.  Sunderman,  an  alumnus  of  Get- 
tysburg College,  was  involved  in  two  of 
the  major  scientific  undertakings  of  the 
20th  century.  During  World  War  II  he 
was  assigned  to  ordnance  at  Los  Ala- 
mos, New  Mexico,  as  a consultant  for 
the  Manhattan  Project  to  develop  the 
first  atomic  bomb.  Years  later,  on  May 
5,  1961,  Dr.  Sunderman,  a clinical  con- 
sultant for  NASA,  the  National  Aero- 
nautics and  Space  Administration, 
watched  as  his  friend  and  colleague 
Alan  Sheppard,  Jr.,  rode  in  the  Mercury 
space  capsule  aboard  a Redstone 
rocket. 

Throughout  his  entire  scientific  ca- 
reer, Dr.  Sunderman’s  avocation  has 
been  playing  his  violin.  “I  take  my  vio- 
lin everywhere,”  he  said.  “I  have  to 
practice  every  day.  I was  in  Africa  on 
safari  one  time  years  ago  and  I was 
playing  at  a lodge  in  Kenya  one  morn- 
ing, just  practicing  scales,  and  there 
wasn’t  anyone  around.  As  I played  on 
the  veranda,  two  great  bull  elephants 
came  out  of  the  bush. 

“They  never  heard  these  sounds  be- 
fore. They  cocked  their  ears  and  I kept 
playing.  They  were  within  100  feet  of 
me  and  they  stood  there  and  listened 
and  listened.  Finally  they  went  away.  I 
told  this  story  to  a friend  of  mine  who  is 
a newspaper  cartoonist  and  he  said  it 
would  be  a wonderful  subject  for  a car- 
toon with  the  elephants  listening  and 
one  saying  to  the  other,  ‘Oh  no.  Not  the 
Mendelssohn  again,’  ” Dr.  Sunderman 
said. 

While  on  assignment  in  Antartica,  he 
said  his  playing  attracted  another 
group  of  animals— this  time  penguins. 
A colleague  joked  that  his  audience 
was,  at  least,  properly  attired. 

“Music  has  been  and  continues  to  be 
an  essential  part  of  my  life.  I couldn’t 
live  without  music.  I can  come  home 
with  all  the  battles  and  worries  of  the 
day  from  medicine,  take  out  my  fiddle, 
start  playing,  and  within  three  minutes 


I have  forgotten  all  that.  It  is  the  great- 
est form  of  relaxation  that  I know.  I 
have  to  put  my  mind  so  much  on  my 
music  that  I clear  out  the  cobwebs  and 
the  biases  and  I feel  better.  Then,  I can 
look  at  the  facts  more  clearly,”  he  said. 

“Music  and  medicine  complement 
each  other,”  he  continued.  “The  harder 
I work  at  my  fiddle  and  chamber  music, 
the  harder  I work  at  other  things.  Mu- 
sic is  something  you  can  enjoy  for  years 
and  years.  I like  to  think  that  if  more 
people  played  music,  you  wouldn't  see 
as  many  old  folks’  homes  or  as  many  re- 
tired people.  I think  they  would  get  a 
lot  more  enjoyment  out  of  life.” 

Besides  receiving  recognition  for  his 
scientific  career— he  has  been  listed  in 
Who's  Who  in  the  World,  American 
Men  of  Science,  and  Who's  Who  in 
America— his  name  has  appeared  in  the 
International  Who's  Who  in  Music.  In 
Volume  II  of  Samuel  and  Sada  Appel- 
baum’s  book,  The  Way  They  Play,  a 
whole  chapter  has  been  devoted  to  his 
musical  career.  He  has  performed  as  a 
violin  soloist  for  the  Chautauqua  Sum- 
mer Series,  the  Pennsylvania  String 
Teachers  Association,  and  as  the  guest 
participant  in  the  1983  Unstrung  He- 
roes Concerto  Soloists’  15th  Anniver- 
sary Season  in  Philadelphia. 

He  has  passed  his  passion  for  music 
on  to  his  children,  and  they  to  their  chil- 
dren. Whenever  possible,  his  family 
gets  together  to  play  chamber  music. 
He  also  has  an  extensive  collection  of 
stringed  instruments,  including  an  au- 
thentic Irish  Stradivarius  violin. 

Dr.  Sunderman  said,  “I  am  never 
lonely.  My  violin  is  always  a companion 
and  I always  have  something  to  do.”  He 
said  he  plans  to  continue  to  play  profes- 
sionally and  to  work  in  medicine.  “The 
future  is  very  bright  for  me,"  he  said.  “I 
just  keep  on  going— and  keep  on  play- 
ing!” 


The  author  is  a member  of  the  public  rela- 
tions department  at  Gettysburg  College. 
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day  from  medicine,  take  out  my  fidd 
start  playing,  and  within  three  minut 
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TABLETS 


After  a nitrate, 

add  ISOPTIN 

(verapamil  HCI/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 

These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome  , , . 

(if  no  artificial  pacemaker  is  present)  ISOPTIN.  AQCI0Q 

and  second-  or  third-degree  AV  block.  anfianm'nal  rkrrkto-HKrm 

So,  the  next  time  a nitrate  is  not  enough,  add  CUllUUiyilldl  prOl0ClIOIl 

Isoptin. . .for  more  comprehensive  antianginal  WlthOUt  betd-blOCker 
protection  without  side  effects  which  may  . j rr 

cramp  an  active  life  style.  S1Q0  ClTBCtS. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge.  Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
theiapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1  8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 


2406 


“Quality  Science  in  Medicine” 

(7  Category  I Credits  Pending) 


April  18  & 19,  1986 
Hershey,  Pennsylvania 


Sponsored  by: 

Pennsylvania  Chapter  of  the  American  College 
of  Utilization  Review  Physicians 


TOPICS: 


£ • DRG’s  Influence  on  Liability 

£ • Current  Reimbursement  Policies 


* • Practical  Approaches  to  Alternative  Delivery  £ 

* Services  * 

•>  • Computer-Assisted  Clinical-Decision  •> 

•>  Analysis  ♦> 


For  further  information  contact: 

American  College  of  Utilization 
Review  Physicians 

30  North  36th  Street 
Camp  Hill,  PA  1701 1 
(717)  737-5660 


June  21, 1986 


6TH  ANNUAL  ADVANCES 
IN  GASTROENTEROLOGY 

Bally’s  Park  Place 

Atlantic  City,  New  Jersey 


Sponsored  by  the  Gastrointestinal  Section  of  the  Hospital  of 
the  University  of  Pennsylvania  and  the  Continuing  Medical 
Education  Department  of  the  Underwood  Memorial  Hospi- 
tal, Woodbury,  New  Jersey. 

Category  1 credit  offered 

INFORMATION:  Registration  Supervisor,  SLACK  Incorpo- 
rated, 6900  Grove  Road,  Thorofare,  New  Jersey  08086, 
609-848-1000. 
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obituaries 


•Denotes  PMS  membership  at  death. 

• John  Hancock  Arnett  Durham,  North 
Carolina;  University  of  Pennsylvania  School 
of  Medicine,  1916;  age  96,  died  October  29, 

1985.  Dr.  Arnett  was  on  the  faculty  of  the 
University  of  Pennsylvania  School  of  Medi- 
cine from  1931  until  1955. 

• Antonio  Bianco,  St.  Petersburg,  Florida; 
University  of  Pittsburgh  School  of  Medicine, 
1917;  age  93,  died  August  1,  1985.  Dr.  Bianco 
was  a former  member  of  the  medical  staff  of 
Western  Pennsylvania  Hospital. 

• Joseph  R.  Bierman,  Allentown;  New 
York  University  School  of  Medicine,  1929; 
age  81,  died  January  6,  1986.  Dr.  Bierman 
was  Allentown's  first  health  officer. 

• Lewis  T.  Buckman,  Wilkes-Barre;  Uni- 
versity of  Pennsylvania  School  of  Medicine, 
1922;  age  89,  died  December  30,  1985.  Dr. 
Buckman  served  as  president  of  the  Pennsyl- 
vania Medical  Society  in  1941. 

• Salvatore  G.  DeMarco,  Easton;  Faculty 
of  Medicine  and  Surgery,  University  of  Na- 
ples, Italy,  1924;  age  87,  died  January  9, 

1986.  Dr.  DeMarco  practiced  in  Easton  for  50 
years. 

• Jacob  Goldblum,  Pittsburgh;  University 


of  Pittsburgh  School  of  Medicine,  1935;  age 
73,  died  December  12,  1985.  Dr.  Goldblum 
was  former  chief  of  radiology  at  the  Union- 
town  Hospital. 

• Michael  Groll,  Rydal;  University  of 
Pennsylvania  School  of  Medicine,  1964;  age 
46,  died  January  1,  1986.  Dr.  Groll  special- 
ized in  endocrinology. 

• Charles  J.  Kistler,  Kingston;  Hahne- 
mann Medical  University,  1924;  age  85,  died 
December  19,  1985.  Dr.  Kistler  was  an  otolar- 
yngologist. 

• John  A.  Kubek,  Bethlehem;  Jefferson 
Medical  College  of  Thomas  Jefferson  Univer- 
sity, 1941;  age  69,  died  January  1,  1986.  Dr. 
Kubek  was  a general  practitioner. 

• Willis  E.  Manges,  West  Chester;  Jeffer- 
son Medical  College  of  Thomas  Jefferson 
University,  1942;  age  70,  died  December  1, 
1985.  Dr.  Manges  served  as  chief  of  radiology 
at  Methodist  Hospital,  Philadelphia. 

• Rebecca  C.  McConnell,  Upper  St.  Clair; 
Cornell  University  Medical  College,  1925; 
age  86,  died  December  30,  1985.  Dr.  McCon- 
nell, a gynecologist,  was  a member  of  the 


staff  of  Allegheny  General  Hospital  for  25 
years. 

• John  J.  McParland  Jr.,  Jamestown;  Uni- 
versity of  Pittsburgh  School  of  Medicine, 
1944;  age  65,  died  December  31,  1985.  Dr. 
McParland  specialized  in  emergency  medi- 
cine. 

• Samuel  B.  Willard,  Doylestown;  State 
University  of  New  York  Downstate  Medical 
Center  College  of  Medicine,  1941;  age  71, 
died  December  25,  1985.  Dr.  Willard  was  a 
family  physician  and  former  Bucks  County 
coroner. 

John  Reichel,  Haverford;  University  of  Penn- 
sylvania School  of  Medicine,  1940;  age  71, 
died  January  1,  1986.  Dr.  Reichel  was  former 
chief  of  ophthalmology  at  Bryn  Mawr  Hospi- 
tal. 

Stanley  E.  Turel,  Bethlehem;  University  of 
Pennsylvania  School  of  Medicine,  1935;  age 
74,  died  January  4, 1986.  Dr.  Turel  was  a gen- 
eral practitioner. 

Charles  N.  Wang,  Reading;  Jefferson  Medi- 
cal College  of  Thomas  Jefferson  University, 
1951;  age  69,  died  December  16,  1985.  Dr. 
Wang  was  a pathologist. 
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physicians  in  the  news 


Waldo  Emerson  Nelson,  MD,  Philadel- 
phia, received  the  distinguished  Gold 
Medal  award  from  the  Children's  Hos- 
pital of  Philadelphia.  The  Gold  Medal  is 
given  for  outstanding  achievements  in 
the  promotion  of  the  health  and  welfare 
of  children.  Dr.  Nelson  edited  “Text- 
book of  Pediatrics.”  The  sixth  edition  of 
this  textbook  was  published  by  W.  B. 
Saunders  in  1969. 

Three  Pennsylvania  physicians  were 
recognized  by  Medical  Economics  for 
articles  they  submitted  to  the  maga- 
zine’s 1985  Article  Awards  Contest.  In- 
ternist Ira  B.  Kron,  MD,  Altoona,  was 
one  of  three  runners-up  in  the  contest. 
His  entry,  “What  it’s  like  to  have  your 
heart  replaced,”  was  published  in  the 
January  6 issue  of  Medical  Economics. 
Dr.  Kron  is  back  in  practice  after  a 
heart  transplant.  Two  other  physicians 
received  certificates  for  outstanding  ar- 
ticles, to  be  published  this  year.  They 
are  J.  Mostyn  David,  MD,  Danville,  and 
Charles  J.  Lusch,  MD,  West  Reading. 

Paul  F.  Engstrom,  MD,  Ambler,  has 
been  appointed  to  serve  as  a member  of 
the  Board  of  Scientific  Counselors  at 


the  National  Cancer  Institute’s  Divi- 
sion of  Cancer  Control  and  Prevention. 
Dr.  Engstrom  is  vice  president  for  can- 
cer control  and  continuing  education  at 
Fox  Chase  Cancer  Center,  Philadelphia. 

Sue  H.  Winard,  MD,  Philadelphia,  has 
been  appointed  a member  of  the  board 
of  the  northwest  Philadelphia  unit  of 
the  American  Cancer  Society,  and  as  ed- 
ucation coordinator  for  patient  services 
and  public  education. 

William  S.  Frankl,  MD,  Wynnewood, 
has  been  elected  to  a position  in  the 
American  College  of  Cardiology.  He  will 
serve  as  governor  for  eastern  Pennsyl- 
vania through  March  1989.  Dr.  Frankl 
is  1985-86  president  of  the  Pennsylva- 
nia affiliate  of  the  American  Heart  As- 
sociation, and  he  is  coeditor  of  the  book, 
“Valvular  Heart  Disease:  Comprehen- 
sive Evaluation  and  Treatment."  He  is 
professor  of  medicine  and  codirector  of 
Likoff  Cardiovascular  Institute  of 
Hahnemann  University. 

Richard  B.  Johnston  Jr.,  MD,  has  been 
named  physician-in-chief  at  the  Chil- 
dren’s Hospital  of  Philadelphia.  In  addi- 


tion, Dr.  Johnston  was  named  William 
H.  Bennett  Professor  of  Pediatrics  and 
chairman  of  the  department  of  pediat- 
rics at  the  University  of  Pennsylvania 
School  of  Medicine.  Dr.  Johnston  also 
serves  as  president  of  the  board  of 
trustees  of  the  International  Pediatric 
Research  Foundation. 

Luther  W.  Brady  Jr.,  MD,  Philadelphia, 
presented  a speech,  titled  “Cancer  Cure 
with  Organ  Preservation  Using  Radia- 
tion Therapy,”  to  the  Radiological  Soci- 
ety of  North  America  at  the  group’s  an- 
nual meeting  in  Chicago.  Dr.  Brady  is 
the  outgoing  president  of  the  organiza- 
tion. He  is  professor  and  chairman  of 
the  department  of  radiation  oncology 
and  nuclear  medicine  at  Hahnemann 
University. 

George  Manstein,  MD,  and  Carl  H. 
Manstein,  MD,  plastic  surgeons  in  the 
Philadelphia  area,  have  been  joined  in 
practice  by  Mark  E.  Manstein,  MD, 
who  completed  a five  year  residency  in 
general  surgery  at  Pennsylvania  Hospi- 
tal and  two  years  of  training  in  plastic 
surgery  at  Duke  University  Medical 
Center. 

Barbara  Shelton,  MD,  Philadelphia,  has 
joined  the  faculty  and  medical  staff  of 
the  Medical  College  of  Pennsylvania 
(MCP).  Dr.  Shelton  is  an  instructor  in 
the  division  of  orthopedics  and  rehabili- 
tation of  the  department  of  surgery  at 
MCP. 

Gian  Carlo  Salmoiraghi,  MD,  Philadel- 
phia, has  been  named  chairman  of  the 
department  of  physiology  at  Hahne- 
mann University.  Dr.  Salmoiraghi  has 
been  professor  of  neurology  and  physi- 
ology and  assistant  vice  president  for 
research  at  Hahnemann  since  1984. 

Joseph  R.  Cruse,  MD,  has  been  ap- 
pointed corporate  medical  director  of 
the  Richard  J.  Caron  Foundation, 
Wernersville.  Dr.  Cruse,  of  Sioux  Falls, 
South  Dakota,  is  a staff  columnist  for 
the  U.S.  Journal  of  Drug  and  Alcohol 
Dependency.  He  has  been  active  with 
the  National  Council  on  Alcoholism, 
and  is  the  author  of  “The  Romance:  The 
Story  of  Chemical  Dependency.”  The 
Caron  Foundation  operates  a network 
of  detoxification  centers. 


Members  of  the  Pennsylvania  Academy  of  Ophthalmology  and  Otolaryngology  (PAOO) 
gathered  in  Harrisburg  to  watch  Governor  Dick  Thornburgh  sign  a proclamation  desig- 
nating January  as  Eye  Health  Care  Month  in  Pennsylvania.  Shown  seated  from  left  at  the 
signing  ceremony  are  H.  Arnold  Muller,  MD,  state  secretary  of  health,  Governor  Thorn- 
burgh, and  Donald  P.  Vrabec,  MD,  an  otolaryngologist  who  is  current  president  of  PAOO. 
Standing  from  left  are  ophthalmologists  Edward  A.  Jaeger,  MD;  Paul  H.  Cox,  MD; 
Sheldon  Kaplan,  MD;  Bennett  Chotiner,  MD,  and  Thomas  R.  Pheasant,  MD. 
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among  leading 
benzodiazepines, 
has  proof  that  its 
pharmacokinetics 
are  not 
significantly 
altered  by  age 1 


Only  Ativan 


With  Ativan,  elimination 


half-life  was  very  similar  X 


between  young  and 
elderly  groups  tested; 
differences  did  not 
approach  statistical 
significance.1 


Comparison  of 
elimination  half-lives 
in  young  and 
elderly  subjects. 


Ativan®  (iorazepam)  6 


300 


Young 
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Wyeth  Laboratories 

‘ Philadelphia,  PA  19101 


Ativan®,  which  is  conjugated 
rather  than  oxidized,  shows  little 
difference  in  half-life  (tVSt) 
between  young  and  elderly 
subjects? 


References: 

1.  Greenbfatt  DJ:  Clinical  study, 
pharmacokinetics  and  bioavailability  In  the 
elderly,  Ativan®  (iorazepam).  Data  on  file, 
Wyeth  Laboratories. 

2.  Greenblatt  DJ,  Allen  MD,  Locniskar  A,  et  al: 
Lorazepam  kinetics  in  the  elderly,  Clin 
Pharmacol  Ther 26:103-113, 1979. 
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In  addition  to 
effective  relief  of 
anxiety  associated 
with  depressive 
symptoms... 


Iliil: 


❖t  hSr 


Brief  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
disorders  or  short-term  relief  of  symptoms  of  anxiety 
or  anxiety  associated  with  depressive  symptoms  Anxiety 
® y \Y^  or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic. 

y Y*  Effectiveness  in  long-term  use.  i.e.,  more  than  4 months,  has  not 

been  assessed  by  systematic  clinical  studies  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient 

XA  Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 

/Vp  glaucoma. 

^ Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 
Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating).  Addiction-prone  individuals, 
eg.  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 

For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation. 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day)  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established 

ESSENTIAL  LABORATORY  TESTS  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol. 

CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study.  No  studies  regarding  mutagenesis  have  been  performed. 

PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals,  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  However,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies.  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuromde 

NURSING  MOTHERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose.  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3,4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety. 

Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation.  Hypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Inaction  U.S.P.  Usefulness  of  dialysis  has  not  been  determined. 

e Ativan 

lOPorQZBperri) 

Anxiety 

DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 
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Rare  migraine  and  migraine  equivalents: 
Is  migraine  a pineal  syndrome? 


Joseph  U.  Toglia,  MD 

The  objective  of  this  review  is  to  fo- 
cus attention  on  the  complexity  of 
migraine.  Migraine  is  termed  “classic” 
when  headaches,  usually  of  unilateral 
onset,  are  associated  with  symptoms 
and  signs  caused  by  dysfunction  of  the 
autonomic  nervous  system  and  the  cen- 
tral nervous  system.  The  autonomic 
signs  and  symptoms  include  nausea, 
vomiting,  pallor,  tremor,  photophobia, 
diarrhea,  constipation,  and  sweating. 
The  symptoms  associated  with  the 
central  nervous  system  include  visual 
disturbances,  aphasia,  paresthesia, 
hemiplegia,  ophthalmoplegia,  global 
amnesia,  ataxia,  and  vertigo. 

When  neurological  signs  and  symp- 
toms are  lacking,  migraine  is  desig- 
nated as  “common.”  When  the  neuro- 
logical signs  outlast  the  headache  the 
migraine  is  defined  as  “complicated  mi- 
graine.” When  autonomic  and  neurolog- 
ical manifestations  occur  periodically 
without  headache  in  a patient  with  per- 
sonal and  or  family  history  of  migraine, 
the  spells  are  designated  as  migraine 
equivalents.  This  review  will  deal  specif- 
ically with  the  rare  types  of  complicated 
migraine  and  the  migraine  equivalents. 

Rare  types  of  migraine  occur  in  about 
2 percent  of  the  migraine  population 
and  include  hemiplegic  migraine,  digito- 
lingual  syndrome,  dsyphrenic  migraine, 
hemianopic  migraine,  ophthalmoplegic 
migraine  and  basilar  migraine. 

Hemiplegic  migraine,  digito-lingual 
syndrome,  dysphrenic  and  hemianopic 
migraine  are  attributed  to  transient 
ischemia  of  the  cerebral  cortex.  (The 
hemiplegic  migraine  also  has  been  re- 
ported on  a hereditary  basis.) 

The  opthalmoplegic  migraine  and  the 
basilar  migraine  are  attributed  to  tran- 
sient ischemia  of  the  brain  stem.  These 
patients  develop  paralysis  of  ocular 
muscles,  incoordination,  ataxia,  ver- 
tigo, and  facial  nerve  paralysis.  The 
neurological  manifestations  of  both  cor- 
tical and  brainstem  migraine  usually 
precede  the  headache  and  at  times  they 
may  be  permanent.  If  the  headache 


phase  of  all  these  syndromes  is  lacking 
the  neurological  manifestations  are  bet- 
ter defined  as  migraine  equivalents  and 
may  be  misdiagnosed  as  transient  isch- 
emic attacks  (TIAs)  in  the  distribution 
of  the  carotid  or  basilar  artery. 

A diagnosis  of  complicated  migraine 
or  migraine  equivalent  is  based  on  the 
following  observations:  these  patients 
are  usually  young  with  personal  or  fam- 
ily history  of  migraine,  and  no  evidence 
of  rheumatic  heart  disease,  emboligenic 
disorders,  collagen  vascular  diseases, 
sickle  cell  anemia,  or  hypercholesterole- 
mia. The  headache  is  much  more  fre- 
quent than  in  TIAs  and  is  associated 
with  autonomic  symptoms  such  as  nau- 
sea, vomiting,  sweating,  and  photopho- 
bia. The  neurological  symptoms  last  for 
a few  hours,  or  at  most  a few  days.  On 
those  few  occasions  where  angiograms 
have  been  performed,  they  were  normal. 
If  spasm  is  present  in  the  angiograms 
of  the  cervical  vessels,  other  diagnoses 
to  be  considered  include  ergotism, 
methysergide  toxicity,  LSD  use,  carotid 
dissection  and  idiopathic  regressing  ar- 
teriopathy;  however,  in  the  latter  group 
the  arteriographic  and  neurological  ab- 
normalities last  a few  months,  whereas 
in  a migraine  they  usually  clear  in  sev- 
eral hours  or  at  most  a few  days. 

In  patients  with  complicated  mi- 
graine, the  urinalysis  may  show  in- 
creased metabolites  of  serotonin.  On  a 
few  occasions  when  the  clinical  picture 
is  not  typical  of  complicated  migraine, 
it  may  be  necessary  to  obtain  digital 
subtraction  angiography  or  contrast  ar- 
teriography to  rule  out  the  possibility 
of  intracranial  aneurysms,  arteriove- 
nous malformations  or  other  types  of 
CNS  pathology.  It  should  also  be  men- 


The  author  is  professor  of  neurology  and  di- 
rector of  electrodiagnostic  laboratories  at 
Temple  University  School  of  Medicine.  He 
presented  this  paper  at  last  year's  Family 
Practice  Review,  organized  by  the  continuing 
education  department  at  Temple  University. 


tioned  that  the  presence  of  hypodense 
areas  in  the  CT  scan  of  the  brain  does 
not  determine  whether  the  patient  had 
an  attack  of  complicated  migraine  or  an 
infarction,  because  these  hypodense  ar- 
eas may  occur  in  either  case. 

Migraine  equivalents  occur  in  20-30 
percent  of  the  migraine  population  and 
yet  are  less  recognized  because  the 
headache  phase  is  lacking  or  the  clinical 
manifestations  are  outside  the  CNS. 
The  clinical  signs  may  include  monocu- 
lar blindness,  vertigo,  angina  attacks, 
thoracic  and  pelvic  pain,  and  recurrent 
abdominal  pain.  The  diagnosis  is  easier 
if  one  remembers  the  guidelines  cited 
above  for  the  diagnosis  of  migraine. 
This  diagnosis  should  not  be  made 
without  having  ruled  out  underlying 
structural  pathology. 

In  my  practice  of  neuro-otology  I see 
a number  of  patients  with  vertiginous 
or  vestibular  migraine  who  were  first  di- 
agnosed as  having  recurrent  viral  laby- 
rinthitis, Meniere’s  syndrome,  basilar 
artery  insufficiency,  or  brain  stem  TIA. 
Many  patients  who  develop  Meniere’s 
attacks  in  middle  age  have  a strong  per- 
sonal and  family  history  of  migraine; 
when  the  migraine  stops  the  “Me- 
niere's” begins!  At  times  migraine  and 
vestibular  migraine  can  alternate  in  the 
same  patients. 

The  differential  diagnosis  is  neces- 
sary for  the  appropriate  therapy.  Vertig- 
inous or  vestibular  migraines  are 
treated  with  antiserotonin  agents, 
whereas  Meniere’s  syndrome  is  treated 
differently. 

Migraine  equivalents  may  cause  am- 
aurosis fugax.  If  not  recognized  the  pa- 
tient may  be  exposed  to  a number  of  un- 
necessary tests,  some  of  which  may 
even  be  dangerous:  for  instance,  a pa- 
tient with  migrainous  retinal  ischemia 
may  develop  optic  nerve  ischemia  or  ce- 
rebral infarction  during  angiography 
because  they  are  at  risk  for  vasospasm. 

Before  discussing  therapy,  I must 
note  that  the  old  pathogenetic  theory 
that  migraine  results  from  vasocon- 


Pennsylvania  Medicine,  March  1986  57 


LIKOFF  CARDIOVASCULAR  INSTITUTE 

of  Hahnemann  University 

Broad  & Vine  Streets,  Philadelphia,  Pennsylvania  19102 


CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  physician  and  provides  an  intensive  survey  of  the  current  status  of 
Clinical  Cardiology  . . . 


Wednesday,  April  2,  1986 
Aortic  Valve  Disease 
Moderator:  Mariell  J.  Likoff,  M.D. 

3 p.m. 

Case  Presentation:  Aortic  Stenosis — Bruno  Manno,  M.D. 

Discussion,  Including  Work-up  and  Management — Ronald  S.  Pennock,  M.D. 
Case  Presentation:  Aortic  Regurgitation — Daniel  Mason , M.D. 

Discussion,  Including  Work-up  and  Management — Stanley  Spitzer,  M.D. 
Questions  and  Answers — The  Audience 


• NO  REGISTRATION  FEE  • NO  ADVANCE  REGISTRATION  REQUIRED 
• CME  CATEGORY  I CREDITS  CERTIFIED  • WINE  & CHEESE  • 

For  further  information  please  call  (215)  448-8063 


medical  feature 


striction-vasodilatation  of  intracranial 
and  extracranial  vessels  has  been  dis- 
missed by  many  investigators.  They 
propose  that  migraine  is  due  to  a cen- 
tral process  involving  the  metabolism 
of  serotonin.  This  theory,  however, 
makes  no  attempt  to  explain  the  strong 
clinical  correlation  between  migraine  at- 
tacks and  environmental  factors,  such 
as  light  and  darkness,  qualitative  and 
quantitative  nutritional  factors,  cold, 
stress,  odors,  noise,  exertion,  and 
weather.  I have  taken  these  factors  into 
account  in  my  theory,  which  is  based  on 
experimental  observations,  even 
though  they  cannot  be  extrapolated 
confidently  from  animal  to  man. 

The  link  between  environment  and 
the  internal  milieu  of  migraine  patients 
is  the  pineal  gland.  During  normal  day- 
light, norepinephrine  (NE)  reaches  the 
pineal  gland  by  way  of  cervical  sympa- 
thetic chain  fibers  running  along  the 
vessels  of  the  posterior  choroidal  arter- 
ies. The  NE  binds  to  the  beta  adrener- 
gic receptors  of  the  pineal  cells,  activat- 
ing an  enzyme  which  transforms 
tryptophan  into  serotonin  (5-HT).  The 
pineal  has  another  enzyme  (5  HIOMT) 


which  is  inhibited  by  the  light  and 
transforms  5 HT  into  melatonin  at 
night.  This  circadian  rhythm  of  the  mel- 
atonin with  low  levels  during  the  day 
and  high  levels  at  night  is  eliminated  by 
sympathectomy,  reserpine,  and  pro- 
panolol  which  block  the  beta  adrenergic 
receptors  of  the  pinealocytes. 

Migraine  is  caused  by  the  interaction 
between  environmental  factors  and  the 
“hormones”  of  the  pineal  gland.  The  ex- 
cess of  5-HT  in  the  pineal  gland,  CSF, 
and  CNS  causes  depolarization  of  neu- 
rons in  the  cerebral  cortex  and  brain 
stem  nuclei  causing  the  neurological 
symptoms  and  signs  of  migraine  pro- 
dromes. When  this  depolarization 
reaches  the  nerve  endings  of  the  blood 
vessels  of  the  brain  and  the  extracranial 
vessels,  it  causes  secondary  vasodila- 
tion and  pain.  Furthermore  decreased 
melatonin  causes  less  inhibition  of  the 
hypothalamus  and  pituitary  gland, 
hence  concomitant  endocrine  abnormal- 
ities observed  in  migraine.  Therapy 
should  be  to  eliminate  triggering  envi- 
ronmental factors  and  to  control  the  de- 
polarization of  CNS  neurons. 

Therapy  for  migraine  may  be  prophy- 
lactic or  abortive.  Prophylaxis  is  war- 
ranted when  a patient  has  several  at- 
tacks per  month  or  fewer  attacks  but 


with  more  severe  symptoms  and  longer 
duration.  Abortive  therapy  is  recom- 
mended when  the  patient  has  one  at- 
tack per  month  or  less,  and  if  more,  the 
attacks  usually  last  a few  hours. 

Therapy  of  complicated  migraine  and 
migraine  equivalents  should  be  aimed 
at  preventing  recurrent  vascular  spasm 
or  at  terminating  the  spasm  in  the 
shortest  possible  time.  The  prophylac- 
tic use  of  methysergide  (Sansert®,  San- 
doz)  in  doses  of  2 mg  one  to  three  times 
a day  is  based  on  the  fact  that  methy- 
sergide blocks  the  vasconstrictive  ef- 
fects of  serotonin  (serotonin  being  re- 
sponsible for  vasoconstriction). 
However,  methysergide  is  not  very  ef- 
fective in  blocking  the  vasoconstrictor 
effect  of  serotonin  in  the  distribution  of 
the  internal  carotid  artery.  Further- 
more, methysergide  may  cause  perma- 
nent vasoconstriction  as  one  of  the  seri- 
ous side  effects.  Other  side  effects 
include  fibrosis  in  the  retroperitoneal 
space,  kidney,  and  heart;  and  if  methy- 
sergide is  used,  it  should  be  discontin- 
ued for  two  months  after  six  months  of 
use. 

Ergot  alkaloids  are  used  to  prevent 
the  headache  caused  by  vasodilatation 
of  the  branches  of  the  external  carotid. 
Ergot  alkaloids  do  not  work  on  vessels 
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in  the  territory  of  the  internal  carotid, 
hence  they  can  be  safely  given  in  pa- 
tients with  classic  and  complicated  mi- 
graine. They  are  not  helpful  in  compli- 
cated migraine  or  migraine  equivalent 
because  they  do  not  affect  the  intracra- 
nial vessels.  Ergots  in  high  doses  block 
the  alpha  receptors,  hence  they  may  in- 
hibit the  vasoconstriction.  However, 
the  side  effect  of  high  doses  do  not  war- 
rant their  use  (ergotism). 

Propanolol  blocks  beta  receptors,  in- 
hibits vasodilatation,  and  therefore  is 
not  used  for  abortive  therapy  of  compli- 
cated migraine  and  migraine  equiva- 
lents. Propanolol  also  blocks  catheco- 
lamine-induced  lipolysis,  hence  de- 
creases arachidonic  acid,  prostaglandin 
synthesis,  platelet  aggregation,  and  ex- 
cessive release  of  serotonin.  Propanolol 
may  be  used  as  a prophylactic  agent  for 
patients  with  classic  and  complicated 
migraine  as  well  as  for  migraine  equiva- 
lents. 

Amitriptyline  (Elavil®,  Merck  Sharp 
& Dohme)  inhibits  the  re-uptake  of  sero- 
tonin and  cathecolamine  and  should  be 
recommended  even  though  there  is  not 
general  consensus  as  to  its  efficacy. 
Acetylsalicylic  acid  (aspirin)— not  so- 
dium salicylate— in  small  doses  inhibits 
the  synthesis  of  thromboxane  without 
inhibiting  the  synthesis  of  the  vasodi- 
lating prostacyclin.  As  a result  there  is 
less  platelet  aggregation,  less  free  sero- 
tonin, and  less  vascular  spasm.  Aspirin 
should  be  chosen  over  other  drugs  that 
also  decrease  platelet  adhesiveness 
such  as  sulfinpyrazone  (Anturane®, 
Ciba),  dipyridamole  (Persantine®, 
Boehringer  Ingelheim)  and  fenoprofen 
(Nalfon®,  Dista)  because  it  has  fewer 
side  effects. 

More  recently,  calcium  channel  block- 
ers have  been  advocated,  (flunarazine, 
cinnarazine,  nifedipine,  verapamil)  to 
prevent  spasm  of  the  vessel  walls,  vas- 
coconstriction  ischemia,  and  hypoxia. 

Once  the  migraine  attack  has  oc- 
curred, analgesics,  narcotics,  and 
phenothiazines  are  useful  for  the  treat- 
ment of  pain,  nausea,  and  vomiting  but 
not  for  spasm  of  the  intracranial  ves- 
sels, the  major  problem  in  complicated 
migraine  and  migraine  equivalents.  The 
spasm  must  be  relieved  as  soon  as  pos- 
sible to  avoid  permanent  cerebral  dam- 
age. The  use  of  naloxone  IV  (0.8  mg  in  2 
cc),  papaverine  IV  (100  mg),  dexametha- 
sone  IV  (20  mg  in  2 mi)  and  carbon  diox- 
ide inhalation  have  been  advocated 
from  time  to  time,  but  much  more  needs 
to  be  learned.  □ 


The  doctor  told  you  to  exercise,  lose  weight, 
cut  down  on  stress— but  where  do  you  begin? 
What's  safe  for  you?  What's  right  and  how 
much?  You  need  a total  and  personal  program— 
a unique  preventive  and  rehabilitative  cardio- 
vascular program  developed  by  the  Human 
Performance  Laboratory  (HPL)  at  Holy  Redeemer 
Hospital  and  Medical  Center.  At  the  HPL,  you 
get  the  latest  equipment  and  medical  tech- 
niques. A personal  prescription  for  medically 
monitored  exercises.  Physician  counselling 
in  nutrition,  weight  loss  and  lifestyle.  Everything 
to  help  you  function  at  your  peak  at  work  and 
at  home. 


It's  no  wonder  that  our  9-year  record  of  safety 
is  unparalleled,  and  why  over  700  doctors 
have  referred  their  patients  to  the  HPL's  pro- 
grams. Now  that  you  know,  shouldn’t  you  look 
into  it  too? 

For  more  information  and  a tour  of  the  HPL  facilities 
on  the  campus  of  Holy  Redeemer  Hospital  and 
Medical  Center,  call  947-5971 

HOLY  REDEEMER 


iioxpiHil  and  ^Irdirat  ( nilcr 

1648  Huntingdon  Pike,  Meadowbrook,  PA  19046 
Quality  • Compassion  • Excellence 
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practice  management 

Medical  practice  as  a business 


Leif  C.  Beck,  LLB,  CPBC 
Geoffrey  T.  Anders,  JD,  CPBC,  CPA 
Dorothy  R.  Sweeney 


There  is  no  doubt  that  the  practice 
of  medicine  is  becoming  vastly 
more  complex  than  ever  before.  While 
clinical  information  multiplies  rapidly, 
the  demands  on  practice  from  a busi- 
ness standpoint  are  escalating  even 
faster.  Concerns  of  marketing,  handling 
computer-produced  data  bases,  con- 
tracting with  large  business  organiza- 
tions, managing  substantial  capital  re- 
quirements and  so  many  more 
sophisticated  matters  require  the  skills 
of  an  MBA  instead  of  an  M.D. 

But  the  physician-owner(s)  cannot 
delegate  all  such  responsibility  to  a 
manager  or  administrator— not  even  to 
one  having  extensive  business  educa- 
tion and  experience.  In  every  other  in- 
dustry, success  or  failure  depends 
largely  on  the  entrepreneurial  and  man- 
agerial skills  of  the  person  in  charge— 


the  “CEO”— who  we  believe  must  still 
be  one  of  the  practice’s  doctors. 

Medical  school  provides  virtually  no 
help  in  this  regard.  While  some  people 
suggest  that  the  schools  offer  manage- 
ment courses,  we  agree  that  such 
courses  would  be  too  brief  and  too  inci- 
dental to  satisfactorily  prepare  a young 
doctor  for  the  business  world  of  medical 
practice.  In  fact,  the  students'  and  resi- 
dents’ management  seminars  of  which 
we  are  aware  (and  even  participate  in) 
are  woefully  inadequate  to  prepare  the 
attendees  for  business. 

Mindset  needed 

How,  then,  can  a very  busy  physician 
learn  to  be  a businessperson  able  to 
guide  the  practice  in  a tough  business 
world?  Our  first  reply  is  that  the  tradi- 
tional management  courses  are  almost 


PANY. 
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Solutions  to  today's  business  problems  of 
medicine  requires  more  than  a computer! 

You  need  a total  system  designed  uniquely 
to  the  requirements  of  your  speciality...  One 
that  comes  complete  with  professionals 
to  educate,  train,  service,  install,  and 
support  you  without  any  interruptions 
to  your  day-to-day  practice.  You  get  all 
of  this  and  more...  with 

Tri-Mark's  Medical  Management  System 
So,  if  you  are  thinking  about  a computer, 
please  call  us  today  for  more  information. 


• SOFTWARE 

• HARDWARE  • TRAINING 

• INSTALLATION  • 

• ON-LINE  SUPPORT  • 

• ON-SITE  SERVICE  • 


TRIMARK 


THE 

FULL  SERVICE 
COMPUTER 
SYSTEMS,  INC  company 


SUITE  #1,4  TERRY  DRIVE 
NEWTOWN,  PA  18940 

215/860-1500 
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useless.  The  ins  and  outs  of  personnel 
management,  bilhng  and  collection  rou- 
tines (even  on  new  computer  systems) 
and  marketing  steps  will  not  make  you 
a successful  businessperson;  they  are 
best  delegated  to  a manager. 

Rather,  doctors  need  high-level, 
longer  range  educational  involvement 
providing  a comprehensive  background 
in  business  thought.  A two-year  course 
providing  someone  with  an  MBA  de- 
gree, for  example,  accomplishes  most 
by  training  the  student  to  think 
differently— to  approach  problems  and 
opportunities  as  an  entrepreneur  would. 
While  very  few  doctors  can  take  two 
years  out  for  that  purpose,  the  need  for 
an  entirely  different  “mindset”  is  im- 
portant. 

Educational  opportunities 

We  have  urged  physician  CEOs  to  be 
on  the  lookout  for  broad-based  semi- 
nars which  help  serve  this  purpose. 
Some  universities  offer  courses  one 
night  a week,  or  one  or  two  full  weeks 
running,  for  a variety  of  neophyte  busi- 
nessmen. Aspen  Seminars  offers  many 
three-day  courses  on  high-level  health 
care  planning;  the  American  Group 
Practice  Association  does  the  same. 
Audio-tapes  and  general  business  publi- 
cations (starting  with  the  Wall  Street 
Journal ) can  be  helpful. 

Becoming  a proficient  businessper- 
son able  to  cope  with  big  business  con- 
cerns will  take  a new  set  of  talents.  The 
doctor  who  expects  to  cope  will  have  to 
seek  out  ways  to  prepare  himself  or  her- 
self. It  won’t  be  easy,  but  the  true  entre- 
preneurs will  find  a way.  □ 


The  authors  are  principal  attorneys  and  con- 
sultants affiliated  with  The  Health  Care 
Group,  Bala  Cynwyd. 
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The  PMS  Council 
on  Medical  Practice 

The  Council  on  Medical  Practice 
offers  programs  and  services  to  assist 
you  as  you  practice  medicine.  One  of 
the  primary  goals  of  the  Council  is  to 
ensure  that  as  a PMS  member,  you 
have  the  resources  necessary  for 
establishing  and  maintaining  a viable 
medical  practice  in  an  increasingly 
competitive  health  care  environment. 

For  more  information,  contact 
the  Council  on  Medical  Practice, 
20  Erford  Road,  Lemoyne,  PA 
17043;  (717)  763-7151  or  return 
this  coupon. 

PENNSYLVANIA 

MEDICAL 

SOCIETY 


Please  send  me  information  on 
the  following  Council  services: 

□ Marketplace  Analysis  Service 

□ Physician  Placement  Service 

□ Practice  Management  Consulting 
Network 

□ Patient  Satisfaction  Analysis  Service 

□ Practice  Management  Seminars 

□ Contracting  Handbook 

□ Attorney  Locater  Service 

□ Council  Speakers  Bureau 

□ General  Consulting  for  Medical  Staffs 

□ Medical  Staff  Speakers  Bureau 
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Phlebitis  complicating  central  venous  infusion 

Samuel  S.  Laucks  II,  MD 
Miodrag  D.  Kukrika,  MD 


The  authors  are  associated  with  York  Hospi- 
tal. Dr.  Kukrika  is  on  the  medical  staff  in  the 
division  of  hematology  and  oncology,  and  Dr. 
Laucks  is  a resident  in  surgery. 


Various  complications  relating  to 
improperly  positioned  central  ve- 
nous lines  have  been  reported.  Phlebitis 
of  the  tributaries  of  the  subclavian  vein 
has  occurred  when  hyperosmolar  hy- 
peralimentation solutions  were  infused 
through  malpositioned  central  cathe- 
ters. The  authors  were  recently  in- 
volved in  the  care  of  a patient  who  de- 
veloped a self-limiting  phlebitis  of  the 
left  internal  mammary  vein.  She  was  re- 
ceiving a continuous  vinblastine  sulfate 
infusion  through  a central  venous  cath- 
eter which  had  been  placed  percuta- 
neously  via  the  left  internal  jugular  vein 
and  which  had  coursed  into  the  left  in- 
ternal mammary  vein.  We  are  not  aware 
of  any  previous  reports  of  this  compli- 
cation occurring  during  central  intrave- 
nous therapy  with  antineoplastic 
agents. 

Because  continuous  chemotherapy  in- 


fusions are  being  used  in  many  cancer 
treatment  protocols,  physicians  in- 
volved in  the  care  of  these  patients 
must  be  able  to  recognize  and  avoid  this 
potentially  disastrous  problem. 

Case  history 

A 57  year  old  white  female  with  Stage 
IV  carcinoma  of  the  breast  and  symp- 
tomatic bony  metastases  was  admitted 
for  a 5 day  course  of  central  intravenous 
vinblastine  sulfate  therapy.  A central 
venous  catheter  was  placed  via  the  left 
internal  jugular  vein.  There  was  smooth 
flow  of  the  intravenous  fluid  and  good 
blood  return  through  the  catheter. 

The  line  apparently  coursed  into  the 
left  internal  mammary  vein.  A portable 
frontal  chest  x-ray  was  checked,  but  the 
catheter  malposition  was  not  recog- 
nized. Vinblastine  infusion  was  begun. 

Eighteen  hours  later,  the  patient  com- 
plained of  mild  left  parasternal  chest 
pain.  Three  hours  later  the  pain  was 
moderately  worse.  It  seemed  to  be  local- 
ized along  the  left  side  of  the  sternum. 
There  was  also  slight  tenderness  noted 
over  that  area.  Frontal  and  lateral  chest 


x-rays  were  obtained,  which  showed  the 
central  line  in  the  left  internal  mam- 
mary vein.  At  that  point,  the  blood  re- 
turn was  sluggish  and  the  line  was  re- 
moved. The  pain  gradually  subsided 
and  disappeared  over  the  next  12  hours. 
The  patient  remained  afebrile.  The  cen- 
tral venous  line  was  replaced  via  the  left 
subclavian  vein  and  the  chemotherapy 
course  was  completed  uneventfully. 

Discussion 

Many  complications  are  associated 
with  central  venous  catheterizations. 
These  include  pneumothorax,  lacera- 
tion of  vessels,  carotid  artery  or  subcla- 
vian artery  puncture,  air  embolism, 
neurologic  damage,  hydrothorax,  me- 
diastinal infiltration  and  mediastinitis, 
laceration  of  the  pleura,  hematoma,  coil- 
ing or  knotting  of  the  catheter,  broken 
catheter,  and  intersitial  pulmonary 
edema.1  11  Perhaps  the  most  common 
complication  of  central  venous  therapy 
is  catheter  malposition. J 1 An  improp- 
erly positioned  catheter  can  lead  to  in- 
accurate CVP  readings,  catheter  knot- 
ting, vascular  thrombosis,  and  the 


Figure  1 Frontal  chest  x-ray  demonstrating  the  central  venous  Figure  2 Lateral  chest  x-ray  demonstrating  the  central  venous 
catheter  in  the  left  internal  mammary  vein.  catheter  in  the  left  internal  mammary  vein. 
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infusion  of  toxic  or  viscous  substances 
into  the  small  vessels.5 

An  understanding  of  the  basic  venous 
anatomy  of  the  region  is  important  to 
fully  understand  how  catheter  malposi- 
tion may  occur. 

The  right  subclavian  and  right  inter- 
nal jugular  veins  join  to  form  the  right 
brachiocephalic  vein.  The  right  bra- 
chiocephalic vein  receives  both  the 
right  internal  mammary  vein  and  right 
vertebral  vein. 

The  left  subclavian  and  left  internal 
jugular  veins  join  to  form  the  left  bra- 
chiocephalic vein.  The  left  bra- 
chiocephalic vein  receives  the  left  supe- 
rior intercostal  vein,  the  left  internal 
mammary  vein,  the  pericardiophrenic 
vein,  the  right  and  left  inferior  thyroid 
veins,  the  left  vertebral  vein,  and  the 
thymic  vein. 

In  rare  instances,  a persistent  left  su- 
perior vena  cava  may  be  present  as  a 
vascular  anomaly. 

Catheterization  of  many  of  these  trib- 
utary veins  of  the  brachiocephalic  sys- 
tem is  possible.  ’ 

When  the  right  internal  mammary 
vein  has  been  cannulated,  it  is  nearly 
impossible  to  identify  the  malposition 
on  a routine  frontal  chest  x-ray.  When 
the  left  internal  mammary  vein  is  cathe- 
terized,  the  complication  may  be  recog- 
nized by  the  fact  that  the  catheter  ap- 
pears to  pass  “through,”  or  to  the  left 
of,  the  aortic  knob.  In  both  cases,  the 
malposition  can  be  easily  identified  on 


lateral  chest  films.  In  both  cases,  the 
catheter  will  be  seen  in  the  immediate 
retrosternal  area.” 

Catheterization  of  the  internal  mam- 
mary vein  is  generally  felt  to  be  a rare 
complication,4  b but  one  study  shows  a 2 
percent  incidence  in  a series  of  242  con- 
secutive central  venous  catheteriza- 
tions^ 

Thrombosis  may  even  occur  when  a 
central  venous  line  is  properly  located 
within  the  superior  vena  cava  or  subcla- 
vian vein.  Predisposing  factors  are  low 
flow  states,  hypotension,  vessel  narrow- 
ing, infection,  and  the  infusion  of  hyper- 
tonic solutions.1  ' ‘ 

Thrombophlebitis  is  much  more 
likely  to  occur  in  smaller  vessels  (such 
as  the  internal  mammary  vein  and  in 
the  peripheral  vessels),  especially  if  irri- 
tating or  hyperosmolar  substances  are 
being  infused.  Dudrick  has  noted  that 
even  a 10  percent  glucose  solution  can 
cause  thrombophlebitis  in  small  ves- 
sels.8 

It  is  reported  that  phlebitis  of  the  in- 
ternal mammary  veins  can  occur  if  hy- 
pertonic hyperalimentation  solutions 
are  inadvertently  infused  into  them.2 

It  is  well  known  that  many  antineo- 
plastic chemotherapeutic  agents  will 
cause  thrombophlebitis.  Cellulitis  and 
necrosis  may  occur  if  there  is  extravasa- 
tion from  the  vessel.  This  may  be  sec- 
ondary to  hypertonicity  of  the  fluid,  the 
presence  of  irritating  dilutants  such  as 
alcohol,  highly  alkaline  or  highly  acidic 
pH,  or  particulate  matter  in  the  infu- 
sate.9 


Vinblastine  sulfate  is  a vinca  alkaloid 
type  of  antineoplastic  agent.  It  is  a 
strong  tissue  irritant  and  may  fre- 
quently cause  phlebitis.  If  it  extrav- 
asates  from  the  vein,  cellulitis,  tissue 
necrosis,  and  sloughing  may  occur."1  It 
is  logical,  therefore,  to  assume  that  a 
vinblastine  infusion  would  also  cause 
phlebitis  in  a relatively  small  venous 
tributary  of  the  central  venous  system, 
such  as  the  internal  mammary  vein. 

In  our  patient,  the  internal  mammary 
vein  phlebitis  was  manifested  by  local- 
ized pain  and  tenderness.  If  allowed  to 
progress,  phlebitis  of  the  internal  mam- 
mary vein  may  lead  to  cellulitis  of  the 
chest  wall  with  abscess  formation,  pleu- 
ral effusion,  mediastinal  effusion  and 
widening,  and  unexplained  interstitial 
pulmonary  edema.4  There  is  usually  no 
bleeding  if  the  vessel  perforates,  due  to 
the  gradual  nature  of  the  inflammation 
and  erosion.1 

Summary 

This  case  emphasizes  the  importance 
of  carefully  evaluating  the  chest  x-ray 
for  subtle  abnormalities  that  may  sug- 
gest malposition  of  the  central  line.  If  a 
patient  who  is  receiving  any  irritating 
substance  through  a central  venous 
catheter  develops  localized  chest  pain 
or  tenderness,  malposition  of  the  line 
with  resultant  phlebitis  must  be  consid- 
ered. A lateral  chest  x-ray  usually  is 
helpful  in  determining  the  actual  posi- 
tion of  the  catheter.  C 
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Twentieth  Annual  Main  Line  Conference 

Thursday,  Friday,  and  Saturday 
April  17,  18,  and  19,  1986 

The  American  College 
Bryn  Mawr,  Pennsylvania 

Program  includes:  Evaluation  and  management  of  an  extended  family  • 
Vascular  • Rheumatic  • Psychological  problems  • Gastroenterology  • Cardiac  • 
Metabolic  • Geriatric  • Infections  • Trauma  • 22  concurrent  clinics 

Accreditation:  AMA,  PMS— 24  hours,  Category  I,  AAFP— 20  hours,  Prescribed, 
AOA  and  ACGPOMS  approved 

For  Information:  Harold  J.  Robinson,  M.D.,  Director,  Main  Line  Conference, 

The  Bryn  Mawr  Hospital,  Bryn  Mawr,  PA  19010 

Registration  Fee:  $2  10— includes  3 luncheons,  cocktails,  and  dinner 
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IRA  holders  now  can  extend  withdrawal  period 


Vasilios  J.  Kalogredis,  JD,  CPBC 
Robert  A.  Wade,  JD 
Susan  F.  Dubow,  JD 

The  IRS  believes  IRAs  should  serve 
as  retirement  income  for  people, 
not  as  death  benefits  for  their  heirs.  Un- 
til this  year,  it  pushed  this  philosophy 
by  requiring  owners  to  withdraw  a fixed 
minimum  amount  out  of  their  IRAs 
each  year,  starting  after  age  7OV2. 

IRA  holders  may  begin  penalty-free 
withdrawals  at  age  59 V2,  but  are  faced 
with  mandatory  withdrawal  minimums 
after  April  1 of  the  year  they  reach 
70  V2.  Those  who  fail  to  take  these  dis- 
tributions are  slapped  with  a 50  percent 
excise  tax  on  “excess  accumulations”— 
the  money  they  should  have  with- 
drawn, but  didn’t. 

So  a doctor  with  sufficient  retirement 
income  from  other  sources,  who  doesn’t 
necessarily  need  regular  IRA  with- 
drawals, under  the  old  rules,  may  have 
been  forced  to  tap  out  a minimum 
amount  each  year  after  age  7OV2  from 
that  tax-free  nest  egg,  and  then  pay 
taxes  on  it,  instead  of  leaving  it  to  grow 
tax-free. 

Now  there’s  a new  tax  law  that  helps. 
Starting  this  year,  the  person  who 
wants  to  withdraw  less  money  from  his 
IRA  (perhaps  to  pass  along  more  when 
he  dies  and  save  income  tax  while  he 
lives)  can  have  his  or  her  life  expectancy 
recalculated  each  year  to  adjust  those 
minimum  ‘after-70V2’  withdrawals. 

For  example,  under  the  old  system,  if 
IRS  mortality  tables  give  70-year-old 


Calculating  Minimum  IRA  Withdrawals 


At  age: 

Men 

Women 

Divide 

account 

balance 

by: 

65 

70 

15.0 

70 

75 

12.1 

75 

80 

9.6 

80 

85 

7.5 

85 

90 

5.7 

90 

95 

4.2 

95 

100 

3.1 

Dr.  Elizabeth  Anyperson  a 15-year  life 
expectancy,  a withdrawal  program  was 
designed  so  that  all  her  IRA  monies 
would  be  exhausted  in  that  15-year 
span.  So  if  Dr.  Anyperson  outlived  the 
projection  for  her,  by  age  85  all  her  IRA 
monies  would  be  gone. 

But  under  the  new  law,  Dr.  Anyper- 
son could  have  money  left  at  age  85.  Ac- 
cording to  the  IRS’  adjusted  life  expect- 
ancies (see  table),  at  age  75,  the  IRS 
says  she  has  12.1  years  to  live.  Her  min- 
imum annual  withdrawal  is  calculated 
by  dividing  that  number  into  the 
amount  remaining  in  her  IRA.  Now,  she 
isn’t  tied  to  the  old  15-year  divisor  for 
each  age  between  7OV2  and  85.  Each 
year,  as  her  life  expectancy  number 
falls,  that  divisor  is  smaller,  too.  So  at 


age  85,  Dr.  Anyperson  would  divide  her 
account  balance  by  her  life 
expectancy— another  llh  years. 

A former  method  of  calculating  mini- 
mum withdrawal  amounts,  and  a way 
of  stretching  them  out,  was  to  use  the 
IRS’  joint  life  expectancy  calculation. 
This  is  a number  that  encompasses  life 
expectancy  of  two  individuals,  that  of 
the  owner  and  perhaps,  the  spouse. 
Now,  since  this,  too,  can  be  refigured 
every  year,  payments  can  be  sprinkled 
further  into  the  future. 

A 71 -year-old  doctor  might  have  a life 
expectancy  of  11.6  years,  but  his  joint 
life  expectancy  with  a 57-year-old  wife 
might  be  27  years.  Obviously,  his  yearly 
withdrawals  would  be  much  lower  by 
using  the  joint  number  rather  than  his 
own. 

An  interesting  point  is  that  joint  life 
expectancy  doesn’t  have  to  apply  to  the 
IRA  owner’s  spouse.  It  can  be  applied 
to  another  beneficiary— perhaps  a child 
or  grandchild.  Although  withdrawals 
can  be  much  smaller  using  a young  ben- 
eficiary, the  youth’s  life  expectancy  can- 
not be  recalculated  every  year. 

But  there  is  a catch  to  this  ‘stretch- 
ing’ technique.  The  limit  to  spreading 
out  IRA  payments  is  this:  The  present 
value  of  projected  distributions  to  the 
owner  must  be  at  least  half  the  present 
value  of  the  projected  distributions  to 
both  the  owner  and  beneficiary  to- 
gether. (Present  value  is  a calculation 
stating  the  amount  one  needs  to  invest 
today,  assuming  a certain  interest  rate, 
to  yield  a set,  regular  income  in  the  fu- 
ture.) This  stipulation  practically  as- 
sures that,  somewhere  along  the  line, 
use  of  a younger  beneficiary  won’t  ex- 
tend minimum  payments  any  further. 

Since  IRA  withdrawals  must  be  re- 
ported as  taxable  income,  any  with- 
drawal plan  should  also  be  assessed 
from  a tax  standpoint,  as  well  as  from  a 
projection  of  need.  □ 


The  authors  are  the  principal  consultants  for 
Professional  Practice  Consulting,  Inc., 
Wayne.  They  are  attorneys  specializing  in 
professional  corporation  matters. 


Did  You  KnowThat  Last  Year’s  U.S.  Savings  Bonds 

Average  Rate  Exceeded  9%? 


Surprise!  U.S.  Savings  Bonds  give 
you  market-based  interest  rates— like  the 
money  markets— plus  a guaranteed 
return.  What's  more,  Savings  Bonds 
give  you  big  tax  advantages,  cost  as  little 
as  $25  and  are  easy  to  buy.  For  more  in- 
formation, call  toll-free 
1-800-US-BONDS. 

US  SAVINGS  BONDS' ^ 

Paying  Better  Than  Ever ' 

Market-based  rates  apply  to  Bonds  purchased  on  and  after 
11/1/82  and  held  at  least  five  years  Bonds  purchased  before  11/1/82 
earn  market-based  rates  when  held  bevond  10  31 '87.  Bonds  held 
less  than  five  years  earn  lower  rates. 

A public  service  of  this  publication 
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In  ten  yearsyour  malpractice 
carrier  mav  be  iust  a memory 


may 

Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


just  a memory 

stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


*■  p ; t a 
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Lester R.  Wilson,  Jr.,  Joseph  Pulcini,  Jr,,  Suite  125,  Commerce  Plaza 
5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 

Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr. 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 


Sidney  B.  Elston,  Jr. 

1902  Market  Street,  Camp  Hill.  PA  17011,  (717)  737-99  00 

Ned  Wells,  Donald  C.  Hoffman.  Grant  R.  Stewart,  David  M.  Gusic 
Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


A peripheral 
vasodilator 
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leg  cramps 
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LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®(300  mg. 

Each  time-release  capsule  con 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1)  25mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg 

Niacinamide  75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 

DOSE:  1 to  3 tablets  daily 
AVAILABLE:  Bottles  of  100,  500 


LIPO-NICIN*/100  mg. 

Each  blue  tablet  contains 


Nicotinic  Acid  100  mg. 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1)  25mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi 
lator  in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg  or  250  mo.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  )o  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg 
nant  patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

1 b'rO.M Jfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057  iPDB 
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Real  men  don’t  repent 

Naomi  Bluestone,  MD 


Time  was  when  summer  vacations 
were  for  leisure  reading,  the  junk 
reading  one  can  never  justify  during  the 
busy  winter,  when  grabbing  sandwiches 
and  eavesdropping  on  a nurse’s  review 
of  a recent  film  while  annotating  a chart 
constitutes  one’s  entire  range  of  culi- 
nary and  cultural  experience.  But  this 
summer,  in  defiance  of  all  the  laws  of  na- 
ture and  civilization,  I lugged  over  one 
hundred  unread  back  issues  of  the  New 
England  Journal  of  Medicine  up  to  the 
country,  a collection  representing  an 
amount  almost  equal  in  weight  to  my 
own,  and  occupying  the  entire  back  seat 
of  the  car.  What  is  even  more  surprising 
is  that  I actually  managed  to  march 
through  one  paper  after  another  like  a 
good  little  soldier,  coming  to  a dead  halt 
only  late  one  evening  when  one  block- 
buster piece  commanded  my  immediate 
attention. 

I found  it  in  the  Sounding  Board  sec- 
tion of  the  Journal,  that  department 
dedicated  to  the  experiential  and  social 
aspects  of  medical  practice.  Poking  my 
husband  with  my  elbow  in  the  middle  of 
the  night,  a phenomenon  known  in  the 
writing  business  as  the  “Hey,  wake-up- 
and-read-this  response,”  I insisted  that 
he  have  a gander  at  the  article  entitled, 
“Facing  Our  Mistakes,”  by  one  Dr. 
David  Hilfiker  of  the  nation’s  capitol 
(NEJM.  Vol.  310,  No.  2,  Page  118,  Janu- 
ary 12,  1984). 

After  a brief  period  of  dead-night  si- 
lence, disturbed  only  by  the  sound  of 
two  minds  reading,  the  Hilfiker  piece 
was  returned  to  me.  “Brave  man,”  said 
my  husband,  rolling  over  and  commit- 
ting his  brain  to  sleep  latency.  Brave 
man,  indeed!  I stayed  up  a good  bit 
longer,  pondering. 

Since  I trust  that  those  of  you  who 
have  read  this  piece  will  either  immedi- 
ately recall  it,  or  be  able  to  retrieve  it 
from  those  nether  regions  of  the  human 
mind  to  which  you  have  repressed  it,  I 
will  offer  only  the  briefest  summary.  Dr. 
Hilfiker,  while  practicing  in  the  rurali- 
ties  of  Minnesota,  made  a clinical  deci- 


sion to  curette  the  uterus  of  a friend  and 
patient  who  had  apparently  suffered  a 
missed  abortion  of  a much-desired  preg- 
nancy. Basing  his  decision  largely  on 
four  negative  serial  pregnancy  tests, 
and  missing  both  an  enlarging  uterus 
and  a sonogram  which  would  have  of- 
fered clarification  (he  had  wished  to 
spare  his  patient  the  travel  and  expense 
this  procedure  would  entail),  he  entered 
the  uterus,  only  to  find  himself  remov- 
ing the  living  parts  of  a fetus  the  re- 
ports of  whose  death  had  been  greatly 
exaggerated.  His  horror  at  what  he  had 
done  was  no  less  than  that  of  the  reader. 

In  his  essay,  Dr.  Hilfiker  issues  an  un- 
sparing clinical  retrospective,  a mea 
culpa  of  nearly  theological  proportions. 
He  shares  without  stinting  his  reason- 
ing processes  at  each  clinical  step.  He 
discusses  his  intercurrent  feelings  of 
shock,  panic  and  disbelief.  He  details 
his  ensuing  moral  battles  with  guilt  and 
remorse,  as  well  as  his  thwarted  need 
for  penitence  and  atonement  for  his  sin- 
ful error.  He  confesses  more  errors  and 
near  errors.  He  concludes  with  a generic 
discussion  on  indefensible  human  mis- 
takes (as  opposed  to  explicable  clinical 
error),  and  how  they  are  dealt  with  by 
perpetrators,  peers,  and  organized  med- 
icine as  a profession. 

In  his  discussion  of  making  mistakes, 
Dr.  Hilfiker  reiterates  that  physicians 
are  given  no  quarter  when  one  is  com- 
mitted and  no  recognition  of  their  spiri- 
tual need  for  confession,  restitution, 
and  absolution.  Forbidden  by  malprac- 
tice attorneys  even  to  ask  for  forgive- 
ness from  those  they  have  damaged 


Dr.  Bluestone  is  in  the  private  practice  of  psy- 
chiatry in  Great  Neck,  New  York.  A freelance 
writer,  she  contributes  frequently  to  Penn- 
sylvania Medicine.  Besides  her  medical  de- 
gree from  the  Medical  College  of  Pennsylva- 
nia, Dr  Bluestone  has  a master's  degree  in 
public  health.  She  is  the  author  of  the  book 
“So  You  Want  to  be  a Doctor,"  and  has  writ- 
ten and  published  over  100  articles  on  various 
health  care  topics. 


they  are  consigned  to  a spiritual  purga- 
tory. 

“. . . I never  shared  with  them  the 
agony  that  I underwent  trying  to  deal 
with  the  reality  of  the  events.  I never 
did  ask  for  their  forgiveness.  I felt 
somehow  that  they  had  enough  sorrow 
without  having  to  bear  my  burden  as 
well.  Somehow,  I felt,  it  was  my 
responsibility  to  deal  with  my  guilt 
alone.” 

Hilfiker  also  tackles  head-on  what 
happens  when  disruption  occurs  in  that 
routine  denial  of  ultimate  responsibility 
for  life  and  death  which  enables  physi- 
cians to  practice  in  the  first  place. 

“.  . . sooner  or  later  we  will  make  the 
mistake  that  kills  or  seriously  injures 
another  person.  How  can  we  live  with 
that  knowledge?  . . . How  can  we 
continue  in  daily  practice  and  expose 
ourselves  again?  How  can  we  who  see 
ourselves  as  healers  deal  with  such 
guilt?” 

And,  he  goes  on  to  say, 

“. . . The  climate  of  medical  school  and 
residency  training,  for  instance,  makes 
it  nearly  impossible  to  confront  the 
emotional  consequences  of 
mistakes.  ...  I cannot  remember  a 
single  instance  in  which  another 
physician  initiated  a discussion  of  a 
mistake  for  the  purpose  of  clarifying 
his  or  her  own  emotional  response  or 
deciding  how  to  follow  up.  . . . The 
medical  profession  seems  to  have  no 
place  for  its  mistakes.” 

In  short,  Hilfiker  asserts  that  the  tra- 
ditional scientific  inquiry  that  is  imme- 
diately launched  to  explain  errors  fails 
in  that  it  does  not  go  on  to  address  the 
additional  needs  of  practitioners  who 
are  men  as  well  as  scientists.  Hear, 
hear!  Let  us  all  take  note  of  this  coura- 
geous proposition! 

The  author  must  have  known  what  he 
was  letting  himself  in  for  when  he  pub- 
lished his  deeply  personal  manifesto. 
He  got  it  six  months  later  (condensed 
into  three  days  by  my  peculiar  reading 
schedule).  (NEJM,  Vol.  310,  No.  25,  Pg. 
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1675).  In  all.  seven  letters  were  pub- 
lished, hardly  the  outpouring  I would 
have  expected  from  this  galvanic  stimu- 
lus, but  probably  a representative  sam- 
ple nevertheless. 

The  first,  which  concluded,  “Physi- 
cian, forgive  thyself,”  agreed  with  the 
author,  then  proceded  to  outline  a cook- 
book methodology  (“Five  basic  ap- 
proaches can  help.  . .”)  for  provision  of 
the  absolution  physicians  require  when 
they  have  sinned  through  error.  The  sec- 
ond lauded  him  with  Nobelist  rhetoric. 
(“By  his  candor,  humanity,  and  insight, 
David  Hilfiker  has  made  a major  contri- 
bution to  the  practice  of  medicine, 
which  will  be  appreciated  by  physicians 
everywhere.”)  A third  letter  came  from 
a grateful  lay  reader.  A fourth  corre- 
spondent recalled  the  terror  of  his  train- 
ing days,  when  mistakes  were  openly 
ridiculed.  (“We  should  learn  from  our 
mistakes,  not  be  crucified  for  them.")  A 
fifth,  while  agreeing  with  the  author, 
then  went  on  to  tout  computers  as  a 
way  of  cutting  down  on  errors! 

The  final  two  letters,  in  giving  Hilfi- 
ker what  for,  would  have  succeeded  in 
proving  his  point  had  he  not  made  it  so 
persuasively  himself.  The  first,  which 
might  have  been  issued  from  some 
locker  room  in  the  midwest,  described 
the  piece  as  being  “neurotic,”  and  hav- 
ing no  place  in  the  journal.  The  implica- 
tion was  that  Hilfiker  was  a bleeding 
heart  and  that  “real  men  don’t  repent.” 
He  was  dismissed  as  a weakling  be- 
cause he  insisted  on  contaminating  oth- 
ers with  a need  for  repentance. 

The  final  response  came  from  a hang- 
ing doctor  if  I ever  read  one,  who  ap- 
peared to  insinuate  that  an  incompetent 
like  Hilfiker  should  be  drummed  out  of 
the  corps.  Citing  his  clinical  errors  in  in- 
exorable detail,  errors  that  had  been 
conceded  from  the  outset  of  the  original 
article,  this  writer  built  up  a good  case 
that  obstetrical  care  should  be  provided 
only  by  “health  care  providers  with  ade- 
quate training  and  experience."  The  en- 
tire point  of  the  article  had  been  missed. 

In  undertaking  a meticulous  reply  to 
each  of  his  pen-pals,  it  seems  to  me  that 
Dr.  Hilfiker  lost  a great  opportunity  to 
shut  up.  He  had  said  it  all  the  first  time, 
and  could  only  dilute  his  position  by  en- 
gaging in  dialogue.  And  so  the  issue 
closed  . . . until  it  occurred  to  me  to  reo- 
pen it  in  these  pages. 

It  would  be  tragic  if  we  could  not  find 
some  way  to  encourage  dialogue  on  this 
issue,  which  would  balm  wounds  similar 


to  those  of  Dr.  Hilfiker.  He  is  wrong  in 
his  belief  that  physicians  never  initiate 
discussions  of  their  mistakes  . . . psy- 
chodynamic psychiatrists  do  it  all  the 
time,  routinely,  daily,  hourly,  in  the 
course  of  their  interactions  with  pa- 
tients. Sometimes  acknowledgement  of 
error  to  patients  not  only  helps  the  psy- 
chiatrist but  speeds  the  maturation  pro- 
cess of  patients. 

At  one  time,  at  Montefiore  Hospital 
in  New  York,  faculty  and  residents  of 
the  residency  program  in  social  medi- 
cine met  weekly  in  small  “Balint 
groups,”  to  discuss  their  deepest  feel- 
ings about  what  they  do  with  patients. 
These  meetings  were  sealed  once  a 
group  had  formed,  and  members  were 
free  to  confess  whatever  tormented 
their  souls,  secure  in  the  knowledge 
that  only  other  sinners  and  questers 
could  hear. 

How  deeply  all  of  us  are  scarred, 
molded,  and  created  by  our  mistakes! 
For  some  of  us,  the  very  nature  of  our 
clinical  specialization  is  determined  by 
our  responses  to  our  failures,  to  those 
patients  who  made  us  uncomfortable, 
to  those  challenges  we  felt  we  had  failed 
once  and  could  not  bear  to  endure 
again!  Few  of  us  are  enabled  to  talk 
about  our  suffering  or  to  “work  it 
through,”  as  we  say  in  the  psychiatric 
business.  At  best  we  are  given  defenses, 
armor,  coping  mechanisms,  rationaliza- 
tions and  hollow  supports.  (“It  could 
have  happened  to  anyone,  kid,  you  did 
the  best  you  could!") 

I am  willing  to  make  book  that  if  I 
put  ten  physicians  in  a room  and  said, 
“TALK!”,  and  gave  them  enough  spir- 
its, fatigue,  and  support  to  enhance 
that  process,  the  walls  would  quiver  by 
daybreak.  We  would  hear  not  just  the 
mistakes,  incidental  to  our  theme,  but 
the  rage  at  being  left  alone  with  horror, 
the  self-loathing  at  what  we  have  been 
forced  to  do  to  preserve  our  dignity,  the 
compensations  we  have  sought  for  our 
suffering  and  how  poorly  they  have  rec- 
ompensed us.  We  have  had  enough  ex- 
hortations about  the  honor,  the  glory, 
the  satisfactions  of  practicing  medicine. 
Dr.  Hilfiker  asks  us  to  confront  the  real- 
ities that  surface  when  the  wind  turns. 

We  are  living  in  times  of  great  an- 
guish and  travail  for  physicians.  We  are 
being  tossed  about  like  the  chaff  which 
the  wind  driveth  away.  Never  before 
have  we  needed  so  desperately  to  be  at 
peace  with  ourselves,  and  the  way  we 
are  practicing  medicine.  Daily  we  are 
forced  into  decisions  we  ourselves 
would  not  have  made,  had  we  been  able 


to  do  only  what  conscience  demands. 
Our  mistakes  are  multiplying  geometri- 
cally, and  our  capacities  for  dealing  with 
the  residue  are  fraying. 

Perhaps  this  is  why  I see  Dr.  Hilfiker 
as  a medical  Jeremiah,  calling  to  us  to 
cleanse  ourselves  before  it  is  too  late. 
Am  I nuts?  My  response  to  his  article 
was  to  envision  a conference  on  medical 
mistakes.  I can  see  it  now,  the  neat  lit- 
tle brochure  arriving  in  the  mail,  and 
crossing  the  desks  in  both  my  private 
office  and  my  cubby  hole  at  Creedmoor 
Psychiatric  Center.  It  will  offer  no  Cate- 
gory I credits.  It  will  not  be  held  on  a 
cruise  ship  plying  the  blue  waters  of  the 
Carribbean.  Its  fees  will  be  modest.  No 
freebie  memo  pads  pushing  drugs. 

And  it  will  have  a star-studded  cast. 
Maybe  the  20  best  known  names  in 
medicine.  They  will  not  be  there  to  dis- 
cuss the  latest  billion  dollar  diagnostic 
tool.  They  will  not  present  the  definitive 
cure  for  cancer.  They  will  not  make  one 
case  presentation,  not  even  the  intrigu- 
ing case  of  a 47  year  old  man  with  im- 
petigo, blepharospasm  and  elevated  cre- 
osote levels,  soon  to  be  published  in  the 
New  England  Journal  of  Medicine. 
They  will  be  there  to  talk  about  their 
mistakes.  They  will  be  permitted  to  say 
all  the  things  they  are  not  allowed  to 
say  anywhere  at  the  present  time.  They 
will  be  helped  to  do  so.  They  might  even 
weep  in  public. 

Keynote  speaker?  Dr.  Hilfiker,  of 
course.  Title  of  the  conference?  The 
Management  of  Human  Error  in  Medi- 
cine. Conference  proceedings?  Unpub- 
lishable! Sponsorship?  We  ourselves. 

It  seems  almost  idyllic  that  physi- 
cians might  someday  have  the  opportu- 
nity to  search  their  souls  for  a weekend, 
instead  of  indulging  what  has  become  a 
frantic  pursuit  of  technical  knowledge. 
We  have  become  strangulated  with  edu- 
cational opportunities,  all  repetitive,  ex- 
pensive and  evasive  of  the  nonclinical 
issues  we  struggle  with  every  day. 
Could  we  not  convene  once  at  the  tem- 
ple, instead  of  the  school  or  market- 
place, to  consider  the  lacunae  in  our 
hearts  as  well  as  our  minds? 

Hilfiker!  Consider  this  Response 
Number  Eight.  □ 

Editor's  note:  In  the  summer  of  1985,  David 
Hilfiker.  MD,  had  his  book,  "Healing  the 
Wounds,"  published  by  Pantheon  Press.  Al- 
though the  book  seems  to  be  written  for  an 
audience  of  physicians,  the  book  has  had  fa- 
vorable reviews  in  the  lay  press,  and  its  au- 
thor has  received  press  and  television  cover- 
age as  a result. 
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new  members 


ALLEGHENY  COUNTY 

Christina  M.  Benamati,  MD,  Family  Practice,  Shadyside 
Hospital,  5230  Centre  Avenue,  Pittsburgh  15232 

Nicholas  E Flores,  MD,  408  Hay  Street,  Pittsburgh  15221 

BERKS  COUNTY 

James  P.  Barrett,  MD,  Anesthesiology,  1304  Farr  Road, 
Reading  1961 1 

Barron  M Batchelder,  MD,  Anesthesiology,  910  Oak  Lane. 
Wyomissing  19610 

Steven  S.  Cohen,  MD,  General  Practice.  2324  Bragg  Street, 
Apartment  2-D,  Brooklyn  11229 

Ronald  E Smith,  MD,  Anesthesiology,  960  Wayne  Avenue, 
Wyomissing  19610 

Antonio  E.  Sotomayor.  MD,  Neurology,  1630  East  High 
Street,  Pottstown  19464 

Joseph  W,  Strangarity,  MD,  Family  Practice,  1713  Haak 
Street,  Reading  19602 

BLAIR  COUNTY 

Loretta  A.  Opila,  MD,  Internal  Medicine,  201  Park  Lane, 
Edensburg  15931 

BUTLER  COUNTY 

Deepak  Midha,  MD,  General  Surgery,  318  Fifth  Street,  But- 
ler 16001 

Usha  K.  Nandigam,  MD,  Internal  Medicine,  Sethi  Cardiology 
Ltd  , 230  South  Washington  Street,  Butler  16001 

CLINTON  COUNTY 

James  M Andriole,  DO,  Family  Practice,  112  West  Main 
Street,  Lock  Haven  17745 

CRAWFORD  COUNTY 

Daniel  Goldberger,  MD,  Family  Practice,  104  East  Adams 
Street,  Cochranton  16314 

Jane  R Hanneken,  MD,  Family  Practice.  104  East  Adams 
Street,  Cochranton  16314 

Richard  E.  Moran,  DO,  Family  Practice,  160  Erie  Street, 
Linesville  16424 

CUMBERLAND  COUNTY 

Shiv  S.  Aggarwal,  MD.  Psychiatry,  405  Brian  Court.  Me- 
chanicsburg  17055 

Margaret  Y.  Groff,  MD,  Family  Practice,  Holy  Spirit  Hospital, 
Camp  Hill  1701 1 

DAUPHIN  COUNTY 

Elizabeth  M Adams,  MD,  Obstetrics/Gynecology,  M S 
Hershey  Med.  Ctr. , Dept  Med.,  500  University  Drive, 
Hershey  17033 

John  E.  W.  Beach,  MD,  Internal  Medicine,  M.S.  Hershey 
Medical  Center,  Hershey  17033 

Susan  K,  Bodtke,  MD,  247  University  Manor,  Hershey  1 7033 

Karen  E,  Oerter,  MD,  Pediatrics,  133  University  Manor, 
Hershey  17033 

DELAWARE  COUNTY 

Brenda  G.  Fahy,  MD,  436  South  Lansdowne  Avenue,  Apart- 
ment F-303,  Yeadon  19050 

Angus  T,  Gillis,  MD,  105  Mulberry  Lane.  Newton  Square 
19073 

John  F.  Zimmerman,  MD,  Internal  Medicine,  6724  Marshall 
Road,  Apartment  A-208,  Upper  Darby  19082 

ERIE  COUNTY 

Matthew  J.  Landfried,  MD,  Orthopaedic  Surgery,  Hamot 
Medical  Center,  201  State  Street,  Erie  16550 

FRANKLIN  COUNTY 

John  W.  Laing,  MD,  Neurosurgery,  764  Lincoln  Way  East, 
Chambersburg  17201 

LACKAWANNA  COUNTY 

Debra  A Daquilante,  MD,  Internal  Medicine,  746  Jefferson 
Avenue,  Scranton  18510 

Robert  W,  Kaville,  MD,  Pike  6,  Viewmont  Village,  Scranton 
18508 

Richard  M.  Macarin,  MD,  Diagnostic  Radiology,  Five  Hunts 
Court,  Clarks  Summit  18411 

LANCASTER  COUNTY 

William  E.  Behrens,  MD,  Family  Practice,  Family  Health 
Center,  555  North  Duke  Street,  Lancaster  17604 


Jeffrey  H Levy,  MD,  Anesthesiology.  53  Valleybrook  Drive, 
Lancaster  17601 

LUZERNE  COUNTY 

Gary  W.  Lawrence,  MD,  Pediatrics,  1010  East  Mountain 
Drive,  Wilkes-Barre  18702 

Donald  M.  Shapiro,  DO,  Internal  Medicine,  401  Third  Ave- 
nue, Kingston  18704 


MIFFLIN- JUNIATA  COUNTY 

David  L Aldinger  II,  MD,  Family  Practice,  PO.  Box  94,  Mc- 
Alisterville  17049 

Kimberly  J.  Manganaro,  MD,  Family  Practice,  Geisinger 
Med  Group,  Lewistown.  Third  Street  and  Highland  Ave- 
nue, Lewistown  17044 

Arvind  L Suthar,  MD,  Cardiovascular  Diseases,  Geisinger 
Medical  Group,  Third  Street  & Highland  Ave.,  Lewistown 
17044 


MONTGOMERY  COUNTY 

Norman  P Alpert,  MD,  Internal  Medicine,  1012  Barr  Lane, 
Gladwyne  19035 

Alberto  Esquenazi,  MD,  Physical  Medicine/Rehabilitation, 
12th  and  Tabor  Roads,  Philadelphia  19141 

Loren  J.  Jensen,  MD,  Orthopaedic  Surgery,  152  Trent  Road, 
Penn  Wynne  19151 

Gerald  A.  Sweeney,  MD,  Physical  Medicine/Rehabilitation, 
661  Church  Road,  Flourtown  19031 

MONTOUR  COUNTY 

Robert  M.  Greco,  MD,  Internal  Medicine,  500  Pine  Street  #6, 
Danville  17821 

Kevin  N,  Lorah,  MD,  Pediatrics,  121  First  Street,  Danville 
17821 

NORTHAMPTON  COUNTY 

Joseph  B Dente,  MD,  General  Surgery,  800  Ostrum  Street, 
Bethlehem  18015 


JEANES 

HOSPITAL 

presents 

The  Seventh  Annual 
Sonneborn  Memorial  Lecture 


Stuart  A.  Shapiro,  MD,  MPH 
Executive  Vice  President  of  Health  Care 
First  Pennsylvania  Bank 

Health  Care  in 
Philadelphia 

Wednesday,  April  23,  1986 
9:00  a.m. 

Jeanes  Hospital 
Stapeley  Building  (1A) 

7600  Central  Avenue 
Philadelphia,  PA  19111 
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. . . because  we  care 


SURGERY  OF  THE  HAND  AND  UPPER  EXTREMITY 
HAND  THERAPY  • PHYSICAL  & OCCUPATIONAL  THERAPY 
EVALUATIONS  • WORK  THERAPY 

Pennsylvania  Hand  Center 
846  Lancaster  Avenue 
Bryn  Mawr,  PA  19010 

Tel.  (215)  525-1000 

just  outside  Philadelphia 


Emergencies 
Bryn  Mawr  Hospital 
Bryn  Mawr,  PA  19010 

Tel.  (215)  896-3577 


new  members 


John  J laleggio,  MD,  Orthopaedic  Surgery.  81  Blenheim 
Drive,  Easton  18042 

Charles  R.  Reina,  MD,  Orthopaedic  Surgery,  2031  Hay  Ter- 
race, Easton  18042 

PHILADELPHIA  COUNTY 

Paul  J.  Adelizzi,  MD,  Radiology,  517  Merwyn  Road,  Nar- 
berth  19072 

Tsodik  Aronin,  MD,  8012  Bustleton  Avenue,  Philadelphia 
19152 

Patricia  D,  Baccash,  MD,  Geriatrics,  6766  Germantown  Ave- 
nue, Philadelphia  19119 

Larry  S.  Bishop,  MD,  Urological  Surgery,  3500  Powelton  Av- 
enue, B-401,  Philadelphia  19104 

William  H Burslein,  MD.  Lankenau  Hospital,  Philadelphia 
19131 

James  M.  Callahan,  MD,  Pediatrics,  100  East  Glenolden  Av- 
enue. 5-7,  Glenolden  19036 

Jeffrey  A,  Cohen,  MD,  Neurology,  410  Kent  Road,  Bala 
Cynwyd  19004 

Vera  Frumin-Eisenberg,  MD,  Pediatrics,  25  Deaver  Road, 
Wyncote  19095 

June  E.  Grutzmacher,  MD,  Ophthalmology,  1034  Magee  Av- 
enue, Philadelphia  19111 

Stephanie  A Jones,  MD,  Ophthalmology,  1000  Walnut 
Street,  #1312,  Philadelphia  19107 

Aaron  H.  Kalcher,  MD,  Psychiatry,  Medical  Tower  #2508, 
255  South  17th  Street,  Philadelphia  19103 

Craig  A,  Kimmel,  MD,  Otolaryngology,  315  Edge  Hill  Road, 
Glenside  19038 

Albert  L.'  Pizzica,  DO,  Neonatal-Perinatal  Medicine,  Episco- 
pal Hospital,  Philadelphia  19125 

Benjamin  E Price,  MD,  Pediatrics,  4210  Osage  Avenue, 
Philadelphia  19107 

Joseph  B Szgalsky,  MD,  Family  Practice,  Family  Practice 
Center,  Underwood  Memorial  Hospital,  Woodburg,  NJ 
08096 

Joseph  C Tsai.  MD.  4701  Pine  Street,  Box  53,  Philadelphia 
19143 


Jeffrey  R,  Winkler,  MD,  1709  Spruce  Street,  Philadelphia 

19103 

Newman  M.  Yeilding,  MD,  3400  Spruce  Street,  Philadelphia 

19104 

UNION  COUNTY 

Deborah  A Poplawsky,  MD,  Obstetrics/Gynecology,  129 
Market  Street,  Lewisburg  17837 

VENANGO  COUNTY 

Charles  C Huston,  III,  MD,  General  Surgery,  9 Glenview  Av- 
enue, Oil  City  16301 

WARREN  COUNTY 

Jay  E Endres.  MD,  Family  Practice,  204  Willoughby  Avenue, 
Warren  16365 

WASHINGTON  COUNTY 

Bertha  L.  Cabrera,  MD,  Pediatrics,  5700  Bunker  Hill  Road, 
Apartment  2206,  Pittsburgh  15206 
\ 

WYOMING  COUNTY 

Ezzat  M Soliman,  MD,  Orthopaedic  Surgery,  Tyler  Memorial 
Hospital,  RD  1,  Tunkhannock  18657 

YORK  COUNTY 

Donald  Daugherty,  MD,  Family  Practice,  986  Victoria  Road, 
Warminster  18974 

Gregory  B Lanpher,  MD,  Allergy  and  Immunology,  2200 
South  George  Street,  York  17403 

STUDENTS 

Monique  L.  Abner,  Apartment  74,  University  Manor,  Hershey 
17033 

Nadine  H Alex,  Summit  Park  East.  Apt  Q16.  8201  Henry 
Avenue,  Philadelphia  19128 

Joseph  A,  Anistranski,  226  University  Manor,  Hershey  17033 
Gerald  R Baer,  5676  Bossier  Road,  Elizabethtown  17022 
Bruce  A Cairns,  4052  Chestnut  Street,  Philadelphia  19104 
Maria  Cirone.  1014  Clinton  Street,  Philadelphia  19107 
Malanie  H Cohen,  Greenbrier  Apt  #90.  Philadelphia  19131 
David  M Deisher,  4836  Havel  Ave  , Third  FI  , Philadelphia 
19143 


William  Drobner,  3422  Bowman  Street,  Philadelphia  19129 
Jeffrey  D.  Dubin,  4246  Spruce  Street.  Philadelphia  19104 
Paul  A Dura,  3900  Chestnut  Street,  Apt  516,  Philadelphia 
19104 

Joseph  W Fanelle,  331  5th  Avenue,  Bellmawr,  NJ  08031 
Jonathan  C Fong,  950  Walnut  Street,  Apt  809,  Philadelphia 
19107 

Christopher  B Furlong.  1314  Disston  Street,  Philadelphia 
19111 

Mark  S Georgiadis,  4300  Spruce  Street.  Apartment  B-102, 
Philadelphia  19104 

Stephen  S Greenspan,  950  Walnut  Street,  Apartment  301, 
Philadelphia  19107 

Sean  P Harbison,  316  Roberts  Avenue,  Glenside  19038 
Dori  Heinrich,  225  West  Tulpehocken  Street.  Philadelphia 
19144 

Alice  L Kagan,  8201  Henry  Avenue,  Apt.  T-21,  Philadelphia 

19128 

Kevin  D Kravitz,  3327  Indian  Queen  Lane,  Philadelphia 

19129 

Thomas  A Mikolinnas,  79  Plumtree  Lane.  Willmgboro,  NJ 
08046 

John  C Milanick,  613  South  Third  Street.  Apt  #3,  Philadel- 
phia 19147 

Carol  A Miller,  149C  Haddon  Hills  Apt  . Haddonfield,  NJ 
08033 

Derrick  K Mobley,  1010  Belmont  Avenue,  Philadelphia 
19104 

Christopher  Novak,  321 1 North  Front  Street,  White  Hall 
18052 

Kathleen  A O'Mara,  19  Scarlet  Oak  Drive,  Lafayette  Hill 
19444 

Kim  Y Palfey,  3426  Henry  Avenue,  Philadelphia  19129 
Susan  E Roth.  3436  Bowman  Street.  Philadelphia  19129 
Marlin  A Schaeffer.  3466  Bowman  Street.  Philadelphia 
19129 

Thomas  A.  Selvaggi,  3315  Indian  Queen  Lane,  Philadelphia 
19129 

Howard  M Stein,  41  Hamilton  Circle,  Philadelphia  19130 
James  W.  Thomas,  4213  Regent  Square,  Philadelphia  19104 
Lisette  Triana,  1700  Benjamin  Franklin  Parkway,  Suite  608. 
Philadelphia  19103 

Eli  S Zinner,  4400  Pine  Street,  Apt  1,  Philadelphia  19104 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC, 


2500  West  Sixth  Street,  Los  Angeles,  CA  90057 


For  Full  Prescribing  Information,  Please  See  PDR. 


Android  5 10  25 

Methyltestosterone  U.S.R  Tablets 


classified  advertising 


Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

NEEMA  Emergency  Medical  — a profes- 
sional association.  Emergency  medicine  po- 
sitions available  with  emergency  physician 
group  in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and 
throughout  New  England,  the  Southeast,  and 
the  Midwest,  including  all  suburban,  rural  and 
metropolitan  areas.  Fee-for-service  with  mini- 
mum guarantee  provided.  Malpractice  paid. 
Practice  credits  toward  board  certification. 
Physicians  department  directors  also  de- 
sired. Please  send  resume  to:  NEEMA  Emer- 
gency Medical,  Suite  400,  399  Market  Street, 
Philadelphia,  PA  19106  or  phone  (215)  925- 
351 1 in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligi- 
ble. Mental  hospital  in  metropolitan  area. 
Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with 
excellent  fringe  and  retirement  benefits. 
Pennsylvania  license  required.  Contact  Mrs. 
Kathleen  D.  Reese,  ACSW,  Superintendent, 
Clarks  Summit  State  Hospital,  Clarks  Sum- 
mit, Pennsylvania  18411;  (717)  586-2011. 

Emergency  physicians  — Emergency  medi- 
cine opportunities  available  for  career  ori- 
ented medical  directors  and  staff  physicians 
licensed  in  Maryland  and/or  Pennsylvania. 


PHYSICIANS  WANTED 

Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent 
experience.  Competitive  income  and  mal- 
practice insurance  provided.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  W.  Sunrise 
Boulevard,  Building  C,  Plantation,  FL  33322, 
or  call  (305)  472-6922. 

Northwest  Pennsylvania  — Immediate  di- 
rectorship available  at  moderate  volume  hos- 
pital in  summer  and  winter  resort  area.  Attrac- 
tive compensation  with  malpractice  insurance 
provided.  Please  submit  resume  to  Emer- 
gency Consultants,  Inc.,  2240  South  Airport 
Road,  Room  27,  Traverse  City,  Ml  49684;  or 
call  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

Desirable  central  Pennsylvania  location  — 

otolaryngologist  (ear,  nose,  throat  surgeon). 
Solo  practice  with  cross  coverage  available. 
American  Board  affiliation  required.  Area  has 
recreational  advantages.  Assistance  avail- 
able. Write  to  Box  134,  Pennsylvania  Medi- 
cine. 20  Erford  Road,  Lemoyne,  PA  17043. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine.  20  Erford 
Road,  Lemoyne,  PA  17043. 


MEDICAL  DIRECTORS 

NEEMA  MEDICAL  SERVICES  announces  unique  opportunities  for  physicians 
who  are  Board  eligible  or  certified  in  a primary  care  specialty,  with  clinical 
background  or  expertise  in  developmental  disabilities/chronic  care  medicine  and 
who  have  supervisory/administrative  experience.  Join  a creative,  growing 
professional  organization  in  a Medical  Director’s  position  that  offers: 

• Competitive  compensation 

• Regular  week-day  hours  with  largely  optional  call/coverage 

• Paid  malpractice 

• Paid  vacation,  holidays  and  continuing  medical  education  leave 

• Opportunity  to  initiate  and  direct  a comprehensive  health  care  program 

Positions  are  or  will  be  available  in  Pennsylvania  and  in  other  areas  throughout  the 
United  States.  Some  staff  positions  are  also  available  in  these  areas. 

For  additional  information,  please  mail  inquiries  to  NEEMA  Medical  Services, 
399  Market  Street,  Suite  400,  Philadelphia,  Pennsylvania  19106,  or  contact 
Mr.  Robinson  on  1-800-523-0776  (outside  Pennsylvania)  or  1-215-925-3511 
(in  Pennsylvania  or  outside  the  United  States). 


Pennsylvania  — An  additional  Board- 
prepared  or  certified  physician  is  needed  to 
complete  an  emergency  medicine  group  at  a 
308-bed  hospital.  Please  send  your  resume  to 
Robert  H.  Spratt,  MD,  Chairman,  Department 
of  Emergency  Medicine,  Holy  Redeemer 
Hospital  and  Medical  Center,  1648  Hun- 
tingdon Pike,  Meadowbrook,  PA  19046. 

Ob-Gyn,  Board-certified,  minimum  3-years 
experience,  desired  to  join  busy  ob-gyn  prac- 
tice in  Bucks  County,  Pennsylvania.  Please 
send  curriculum  vitae  to  Post  Office  Box  401, 
Newtown,  PA  18940. 

Orthopedic  surgeon  to  work  in  expanding 
pain  center,  part-time,  N.E.  Philadelphia.  Call 
(215)  464-1516. 

Internist  or  general  practitioner  — Unique 
opportunity  exists  to  establish  a practice  in  a 
fast-growing  community  of  30,000+  with  low 
overhead  structure.  Area  located  near  the 
ocean  and  within  two  hours  of  Philadelphia 
and  Baltimore.  Opportunity  available  immedi- 
ately. Send  inquiries  to:  J.  Stokes,  PO.  Box 
809,  Milford,  DE  19963. 

Physician  group  seeks  EM/FP/IM  physician 
for  unique  rural  family  practice/urgent  care 
center.  FP  is  located  one  hour  north  of  Phila- 
delphia. Needs  physician  for  20-30  hours/ 
week.  Hospital  patients  covered  or  cover 
them  yourself.  Minimum  salary  guaranteed  or 
sub-let  practice  with/without  option  to  buy. 
Shifts  available  at  nearby  urgent  care  center 
at  $35. 00/hour.  Contact  Joseph  Balavage 
(717)  823-0499. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full-time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  CV  to 
Box  145,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pediatrician  — Practice  opportunity  avail- 
able in  our  community  located  in  northeastern 
Pennsylvania  for  a Board  certified  or  Board 
eligible  pediatrician  If  you  can  appreciate  a 
country  style  of  living  and  yet  be  close  to  ma- 
jor metro  areas,  we’d  like  to  talk  to  you.  Send 
CV  to  Box  146,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 150  bed  hospital  in  Penn- 
sylvania. Educational  opportunities  available 
as  well  as  abundant  outdoor  recreation.  Send 
CV  to  Box  147,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
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Emergency  Medicine 

Physician 

Full  time  position  for  career  emergency  medicine 
physician  in  active  community  hospital 
emergency  department  with  25,000  annual  visits. 
Hospital  setting  is  in  a very  attractive  community, 
home  of  Pennsylvania  State  University,  providing 
the  cultural,  economic,  and  social  environment  of 
a large  university  and  recreational  and  life  style 
benefits  of  a rural  area. 

Candidates  must  be  Board  prepared  with 
residency  training  in  EM,  IM,  or  FP,  possess  ACLS 
and  ATLS  certification,  and  membership  in  ACER 
This  position  offers  a very  competitive  salary  and 
exceptional  benefits.  Forward  complete  resume 
to: 

Thomas  P.  Bern,  M.D. 

Director  of  Emergency  Services 
Centre  Community  Hospital 
State  College,  PA  1 6803 


NEED  A TEMPORARY  PHYSICIAN? 

You  can  take  time  off  while  your  practice 
keeps  working!  Lease  CompHealth  physi- 
cians for  your  vacations,  CMEs  or  for  supple- 
mentary help. 

WANT  FREE  TIME  WHILE  YOU 
PRACTICE  MEDICINE? 

Join  CompHealth's  Locum  Tenens  Physician 
Group. 

For  further  information  about  temporary  cov- 
erage or  locum  tenens  practice  opportuni- 
ties, call  collect: 

412/741-3310 

gjj  CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 
114  Centennial  Avenue 
Sewickley,  PA  15143 


Anesthesiology  Chairman 


A 256  bed  community  hospital  in  Philadelphia 
is  currently  seeking  a chairman  of  the 
department  of  anesthesiology.  Must  be  Board 
certified  with  several  years  of  experience.  Fee 
for  service  basis  with  a salary  guarantee  for  the 
first  two  years. 

Qualified  applicants  should  submit  Curriculum 
Vitae  in  confidence  to: 


Paul  Noble,  M.D. 

Chairman,  Search  Committee 
Methodist  Hospital 
2301  South  Broad  Street 
Philadelphia,  PA  19148 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  Hew  & You.” 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties— call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  _ ____  __ 

Bala  Cynwyd,  PA  19004  B B 1 

(2 1 5)  667-8630  §§p(|  M 

A Division  of  §73  --v-  — 

Health  Care  Group 
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certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  148,  Pennsylvania  Medicine,  20  Er- 
ford  Road,  Lemoyne,  PA  17043. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  149,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  150,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Psychiatrist  — State  College,  PA  — Newly 
constructed  92  bed  free-standing  private  psy- 
chiatric hospital  requires  two  psychiatrists  to 
join  its  staff.  One  position  is  the  Director  of 
Adolescent  Services.  The  other  is  as  a unit 
psychiatrist  for  the  adult  services.  The  hospi- 
tal is  eclectic  in  orientation  but  with  a strong 
psychodynamically-oriented  milieu  program. 
State  College  is  the  home  of  Penn  State  Uni- 
versity, offering  a delightful  mix  of  cultural,  in- 
tellectual, and  recreational  activities.  The  to- 
tal income  package,  including  salary,  a 
guarantee,  and  fringe  benefits,  is  substantial. 
Call  or  send  CV  to  Magnus  Lakovics,  MD, 
Medical  Director,  The  Meadows  Psychiatric 
Center,  R.D.  #1,  Box  259,  Centre  Hall,  PA 
16828.  (814)  364-2161. 

Position  open  — General  surgeon.  Experi- 
ence in  non-cardiac  thoracic  and  vascular 
surgery  desirable.  Join  a group  of  three  es- 
tablished surgeons  in  a Pennsylvania  com- 
munity. New  500  bed  hospital,  near  major 
metropolitan  area.  Prefer  long-term  commit- 
ment to  practice,  but  will  consider  shorter 
term.  Reply  to  Box  152,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Pediatrician  BE/BC  wanted  to  join  growing 


two-man  practice  in  Philadelphia  suburbs. 
Salary  as  percentage  of  gross  with  guaran- 
teed minimum.  Reply  to  Box  153,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Noninvasive  cardiologist  BC/BE  — Univer- 
sity trained  cardiologist  to  join  two  man  group 
in  consultative  practice.  Require  excellence 
in  all  noninvasive  studies,  especially  2-D 
echo,  stress  testing,  Swan-Ganz  and  pace- 
maker insertion.  Excellent  salary  and  bene- 
fits, and  potential  for  partnership  in  2 years  in 
an  exceptionally  attractive  community,  conve- 
nient to  major  metropolitan  areas.  Send  CV  to 
President,  Hanover  General  Hospital,  300 
Highland  Avenue,  Hanover,  PA  17331. 

Pennsylvania,  northwest  — 250  bed  com- 
munity hospital  seeks  an  emergency  physi- 
cian Board  eligible  or  certified  in  EM/IM/FP 
for  a full-time  position.  20,000  ED  visits  annu- 
ally, strong  on-call  backup.  Department  su- 
pervises two  minor  emergency  satellites.  Ex- 
cellent salary  and  benefits.  Abundant 
recreational  facilities  and  excellent  schools; 
short  drive  to  Pittsburgh  or  Cleveland.  Send 
CV  to  T.  Bodnar,  MD,  FACEP,  Chairman, 
Emergency  Department,  Sharon  General 
Hospital,  740  East  State  Street,  Sharon,  PA 
16146. 

Central  Pennsylvania  — Well  established 
physician-owned  group  practicing  emergency 
medicine  over  23  years,  staffing  high  volume 
emergency  department,  invites  experienced 
physicians  who  are  making  emergency  medi- 
cine their  specialty  to  join  dynamic  expanding 
organization.  Emergency  medicine  residency 
prepared  for  ABEM  certified  given  special 
consideration.  Salary  and  benefits  package 
approximate  $90,000  first  year  with  progres- 
sive increases  to  full  partnership.  Potential  to 
grow  within  organization  and  management 
opportunities  a real  possibility.  Please  send 
CV  and  references  to  John  P.  McDade,  APG, 
8101  Hinson  Farm  Road,  #209,  Box  P,  Alex- 
andria, Virginia  22306. 

Family  practitioner/general  practice  — Im- 


mediate position  available  in  our  108  bed 
JCAH  accredited  hospital  in  western  Pennsyl- 
vania. Hospital  presently  involved  in  a 4.5  mil- 
lion dollar  renovation  program.  Contact  Rob- 
ert A.  Chrzan,  President,  Windber  Hospital, 
600  Somerset  Avenue,  Windber,  PA  15963; 
(814)  467-6611.  Equal  Opportunity  Employer. 

Emergency  medicine  physician  — Pennsyl- 
vania: Small  community  hospital  with  pro- 
gressive administration  seeks  full-time  career 
oriented  emergency  physician.  Independent 
contractor  status  with  competitive  compensa- 
tion. Contact  Robert  A.  Chrzan,  President, 
Windber  Hospital,  600  Somerset  Avenue, 
Windber,  PA  15963;  (814)  467-6611.  Equal 
Opportunity  Employer. 

House  physician  — f/t,  days,  40-hr  wk.  Sal- 
ary competitive,  liberal  benefit  pkg.;  380  bed 
community  hospital  in  pleasant  setting.  Avail- 
able immediately. 

Physicians  — Two  full-time  positions  avail- 
able in  extended  care  (intermediate  medi- 
cine) for  academically-oriented  internist  and 
geritrician.  Applicants  should  be  Board  eligi- 
ble or  Board  certified  in  internal  medicine. 
Sub-specialty  training  and  interest  helpful  but 
not  required.  The  Medical  Center  is  an 
1100+  bed  hospital  with  psychiatry,  neurol- 
ogy, medical  services,  and  120-bed  new  nurs- 
ing home  care  unit.  The  Medical  Center  is  af- 
filiated with  Thomas  Jefferson  University 
Medical  College  and  the  positions  will  carry 
academic  rank  at  the  medical  school  at  a 
level  comparable  with  qualifications.  Send 
CV  to:  Chief  of  Staff,  The  VA  Medical  Center, 
Coatesville,  PA  19320;  (215)  384-7711  ext. 
219.  Equal  Opportunity  Employer  m/f. 

Pediatrician  BE/BC  to  replace  retiring  third 
member  of  corporation  of  pediatricians  in 
Spring  1986.  An  interest  in  male  adolescent 
medicine  desirable.  Salary  first  year.  Bucks 
County,  Pennsylvania.  Reply  to  Box  158, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Full-time,  salaried  position  available  imme- 
diately for  Board-certified  director  of  radiol- 
ogy. Busy  department  covers  all  phases  of  di- 
agnostic radiology,  CT  scanning,  ultrasound, 
mammography,  and  nuclear  medicine  at 
modern  155-bed  community  hospital  with  ac- 
tive, progressive  medical  staff.  Central  PA 
home  of  Bucknell  University  — excellent 
schools,  recreational,  and  cultural  activities. 
Send  CV  to  Michael  Daniloff,  President, 
Evangelical  Community  Hospital,  Lewisburg, 
PA  17837. 

Camp  physicians  — Camp  Chen-A-Wanda, 
fine  northeast  Pennsylvania  co-ed  sleepaway 
camp.  One  or  two  weeks  available  in  July  or 
August.  Excellent  living  accomodations  for 
physician  and  family.  Combine  vacation  with 
little  work.  Three  RNs  on  duty.  Call  516-643- 
5878  collect  (evenings). 

Wanted  — General  surgeon,  internist,  ortho- 
pedic surgeon,  and  urologist  to  open  private 
or  group  practice  in  Bellefonte,  Pa.  Office 
space  will  be  constructed  to  physicians’ 
needs.  Bellefonte  is  located  nine  miles  north 
of  State  College.  Bellefonte  offers  small  town 
conveniences.  State  College  offers  the  social 
and  cultural  activities  associated  with  Penn- 
sylvania State  University.  A modern  commu- 


Emergency  Group  Opportunity 

Immediate  opportunity  to  form  4-5  member  ED  group  for 
prestigious  Philadelphia  suburban  hospital  center  with  new 
ER  facility.  Seeking  Director  and  staff  career  oriented 
BC/prepared  emergency  physicians  with  ACLS  or  ATLS.  Strong 
subspecialty  back-up,  EMTs,  and  projected  Level  II  trauma 
center/helicopter  transport  system. 

Contact  in  confidence.  . . 

J.  Downing  III,  President 
John  Downing  Associates,  Inc. 

Stonebank  Executive  Center 
Suite  101 

967  E.  Swedesford  Road 
Exton,  PA  19341 

(215)  296-7080 


NAPR 
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Dx:  recurrent 


herpes  iabiaiis 

“HERPECIN-L.  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L" . . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecin- 


In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Peoples,  Rea  & Derick, 
Revco,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 


PRACTICES  AVAILABLE 


ALLERGY — Suburban  Philadelphia — Excellent 
opportunity — Very  low  price. 

ALLERGY — Philadelphia  area — Very  large  practice. 
DERMATOLOGY — Connecticut — Strong  finances. 

FAMILY  PRACTICE — Philadelphia  and  suburbs — Several 
practices. 

INTERNAL  MEDICINE — Arizona — Well  equipped. 
INTERNAL  MEDICINE— D C.  Suburb— Desirable 
community. 

PEDIATRICS — Northeastern  Pa. — Young  growing  practice. 
PEDIATRICS — Colorado — Convenience  of  a group — Strong 
finances. 

PEDIATRICS — Central  New  York — Very  large  practice. 
RADIOLOGY — Philadelphia — Large,  well-established. 
SURGERY,  GENERAL — New  Jersey — Attractive  practice 
near  N.Y.C. 

For  more  information  on  these  opportunities  or 
other  practices  call  (215)  667-8630  or  send  your 
curriculum  vitae  to: 

Brokerage  Division 
Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  Pa.  19004 


Physician 

Placement 

Service 


• Looking  for  the  right  practice  opportu- 
nity? 

• Looking  for  a qualified  physician? 

The  PMS  Physician  Placement  Service 
publishes  two  registers  bimonthly:  one 
listing  physicians,  the  other,  practice  op- 
portunities. 

All  entries  are  coded.  Names  and  ad- 
dresses are  not  published. 


To  register,  contact 
Tim  Smith  at 
(717) 763-7151. 


PENNSYLVANIA 


Council  on  Medical  Practice 
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nity  hospital  is  in  State  College.  Send  CV  to 
Box  159,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  Pa.  17043. 

Opportunity  for  emergency  medicine 

physician/family  practitioner/internist  in  Le- 
high County.  Board  certified  or  eligible.  Sin- 
gle specialty  group  with  a community  and 
trade  area  of  100,000  or  greater.  Fee  for  ser- 
vice — minimum  guarantee.  Respond  to  PMS 
Physician  Placement  Service,  Department 
NOM-0686-EM15,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Opportunity  for  orthopedic  physician 

Board  eligible  in  orthopedics.  Type  of  prac- 
tice available:  partnership.  Size  of  commu- 
nity: 10,000-30,000.  Size  of  trade  area:  less 
than  1,000.  Salary  negotiable.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment COM-0886-SO13,  20  Erford  Road,  Le- 
moyne, PA  17043. 

POSITIONS  WANTED 

Infectious  diseases/internist  — position  de- 
sired. University-trained  ID  fellow  experi- 
enced with  AIDS,  transplants,  infection  con- 
trol, general  internal  medicine;  BC  IM,  BE  ID, 
excellent  references,  desires  ID/IM  position  in 
greater  Philadelphia  area.  Available  7/86.  Re- 
ply to  Box  156,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Podiatrist  seeking  full-time  position  with 
multispecialty  group.  3 years  U S.  Army  de- 
partment of  orthopedics,  4 years  private  prac- 
tice. Board  certified  foot  surgery,  personable, 
and  ethical.  Call  (713)  292-7000. 

Physician  seeking  opportunity  in  diagnostic 
radiology.  Is  Board  certified  in  diagnostic  radi- 
ology. Interested  in  partnership,  single  spe- 
cialty group,  multi-specialy  group,  or  institu- 
tional setting  in  a community  of  10,000  and 
greater.  Respond  to  PMS  Physician  Place- 
ment Service,  Department  NPM-0886-RA12, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Physician  seeking  opportunity  to  practice 
gastroenterology  and  internal  medicine.  Pre- 
fers solo,  partnership,  multi-specialty  group, 
or  institutional  setting  in  a community  of 
30,000  to  100,000.  Respond  to  PMS  Physi- 
cian Placement  Service,  Department  CPN- 
0886-IM64,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Physician  seeking  position  as 
gastroenterologist/internist.  Board  eligible  in 
internal  medicine.  Prefers  partnership,  single 
specialty  group  or  multi-specialty  group  in  a 
community  of  10,000  or  greater.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment NRN-0886-GE04,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Family  practitioner  with  interest  in  preven- 
tive medicine  seeking  opportunity  in  partner- 
ship or  single  specialty  group  setting.  Board 
eligible  in  family  practice.  Prefers  community 
size  of  30,000  or  greater.  Respond  to  PMS 
Physician  Placement  Service,  Department 
NRM-0886-FP30,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Physician  seeking  position  as  anesthesiolo- 
gist in  a solo,  partnership,  single  specialty 
group,  or  institutional  setting.  Board  eligible 
in  anesthesiology.  Special  qualifications/ 


interests  include  obstetric  anesthesia,  exper- 
tise in  epidural  anesthesia.  Prefers  commu- 
nity size  of  10,000  or  greater.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment NPM-0886-AN20,  20  Erford  Road,  Le- 
moyne, PA  17043. 

FOR  SALE 

50%  off  previously  owned  medical,  labora- 
tory, office,  x-ray,  ultra-sound  equipment  in 
excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Appraisals  by  Certified  Surgical  Con- 
sultants. Medical  Equipment  Resale,  Inc., 
24026  Haggerty  Road,  Farmington,  Ml 
48018.  (313)  477-6880  anytime. 

Practices  for  sale  — Allergy,  suburban  Phila- 
delphia; Dermatology,  Connecticut;  Derma- 
tology, Philadelphia.  For  more  information 
send  CV  to:  Health  Care  Personnel  Consult- 
ing, Inc.,  400  GSB  Building,  One  Belmont  Av- 
enue, Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

Pediatrics  — Young  growing  practice  in 
northeastern  Pennsylvania  for  sale.  For  more 
information  send  CV  to:  Health  Care  Person- 
nel Consulting,  Inc.,  400  GSB  Building,  One 
Belmont  Avenue,  Bala  Cynwyd,  PA  19004; 
(215)  667-8630. 

Technicare  Delta  100  Head  CT  Scanner  for 

sale.  Excellent  condition.  Excellent  second 
scanner  for  a busy  emergency  room.  Call 
(215)  663-0427,  9:00  a m.  — 5:00  p.m. 

Active  Philadelphia  general  practice  and 

building  for  sale.  Physician  retiring  no  later 
than  January  1987.  41  years  in  practice;  6 fig- 
ure gross.  Good  Kensington  area  — East  Al- 
legheny. Corner  property  in  A-1  condition. 
Rentals  from  home  and  apartment  above  of- 
fice more  than  maintain  building.  Doctor's 
corner  for  75  years.  Reply  to  Box  155,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

For  sale  by  retiring  ophthalmologist  — AO 
RxMaster  phoropter  (minus  cylinders);  De- 
luxe motor  chair  and  matching  instrument 
stand;  Biotronics  Auto-Field  I visual  field 
screener;  B & L Auto-Plot  with  tangent 
screen.  Reply  to  Box  157,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

FOR  RENT 

Space  for  rent  — community  health  facility  in 
Western  Greene  County,  PA  has  space  for 
MD  or  DO.  Fully  equipped.  Reasonable  rates, 
within  5 miles  of  hospital.  Phone  (412)  583- 
8851  or  (412)  583-2504  after  6 p.m. 

Retiring  physician  has  a fully  equipped  of- 
fice available.  Modest  rent.  Reply  to  Box  160, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 


MISCELLANEOUS 

Pennsylvania  Sperm  Bank  — a cryogenic 
semen  storage  facility  for  your  patients:  pre- 
vasectomy; pre-chemotherapy;  pre-radiation 
therapy;  prior  to  surgery  which  may  affect  fer- 
tility; before  hazardous  occupational  expo- 
sures. Inquiries:  (215)  886-7706,  or  write: 
PSB,  Benson  East,  Suite  415,  Jenkintown, 
PA  19046. 

Physicians  Signature  Loans  to  $50,000.  Up 


to  7 years  to  repay.  No  prepayment  penalties. 
Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any 
kind.  Physicians  Service  Assn.,  Atlanta,  GA. 
Toll  free  (800)  241-6905. 

Medical  practice  sales  and  appraisals  — 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  If  interested  in  buying  or 
selling  a medical  practice,  contact  our  Broker- 
age Division  at  The  Health  Care  Group,  400 
GSB  Building,  Bala  Cynwyd,  PA  19004;  (215) 
667-8630. 

Physician  recruitment  — consultants  in  phy- 
sician search  since  1976.  We  serve  over  200 
clients  nationwide.  No  retainer  is  required. 
Billing  is  on  an  hourly  basis  assuring  the  most 
cost  effective  service  in  the  industry.  Fox  Hill 
Associates,  Ltd.,  One  Greentree  Centre, 
Suite  201,  Marlton,  NJ  08053;  (609)  596- 
0661. 

Wanted  — Used  metal  examination  table, 
EKG  12  leads.  E.  Gambetta,  834  Hilldale 
Road,  Glenside,  PA  19038;  (215)  576-8481. 

CONTINUING  MEDICAL  EDUCATION 
Weekly  seminars  — Most  major  ski  areas, 
Club  Med,  Disney  World,  cruising  aboard  sail- 
boats in  the  Virgin  Islands  or  on  a Mississippi 
paddlewheeler.  Topic:  Medical-legal  issues. 
Accredited.  Current  Concept  Seminars,  Inc. 
(since  1980).  3301  Johnson  St.,  Hollywood, 
FL  33021;  1-800-428-6069.  $175. 

1986  CME  cruise/conferences  on  selected 
medical  topics  — Caribbean,  Mexican,  Ha- 
waiian, Alaskan,  Mediterranean.  7-12  days 
year-round.  Approved  for  20-24  CME  Cat.  1 
credits  (AMA/PRA)  & AAFP  prescribed 
credits.  Distinguished  professors.  Fly 
roundtrip  free  on  Caribbean,  Mexican,  Medi- 
terranean, Alaskan  cruises.  Excellent  group 
fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present 
IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Ave.,  Huntington 
Station,  N Y.  11746.  (516)  549-0869. 


Classified  Advertising 

Rates:  $18  per  insertion  for  the  first  30 
words  or  part  thereof;  60  cents  for  each 
additional  word;  $1.50  per  insertion  for  a 
box  number.  Payment  should  be  in  ad- 
vance. No  agency  commission  is  paid  on 
classified  advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 
publication. 
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Strong  on  results.  Simple  to  late 


In  recurrent  urinary  tract  infections 


Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle -ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows; 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megald[olastic  anem/i  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCR  ASIA'S. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin. 

PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphaLe  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related.  7 
Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs*concur- 
rently,  be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concent-Iitions. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  bindingprotein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA)T'he 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility : Carcinogenesis:  Long-tergn  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 
section 


Nursing  Mothers:  See  CONTRAINDICATIONS  section. 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia, 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis,  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia 
Miscellaneous:  Weakness,  fatigue,  insomnia 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN, AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
min,  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b i d.  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table. 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500;  Tel-E-DoseJV  packages  of  100;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*1  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp. )— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°.C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT. 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


Strong  on  results.  Simple  to  take. 


before*-  after 


culture— color- 
enhanced  scanning 
electron  microscopy 
(SEM). 


E.  coli 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily 
correlate  with 
clinical  results.) 


before  after 

H.  influenzae  culture—  H.  influenzae 
color-enhanced  destroyed  by 

SEM.  Bactrim  5 x MIC 

in  vitro.  (In  vitro 
data  do  not 
necessarily  predict 
clinical  results.) 


In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 


before  after 


Bactrim 


Otoscopic 
view  of  tympanic 
membrane  in  a 
patient  who  did  not 
respond  to  ampicillin 
therapy. 


Same  patient 
after  ten  days 
of  Bactrim 
therapy. 


(trimethoprim  and  sulfamethoxazole/Roche)  <®> 


Effective  and  versatile  b.i.d.  therapy 

Copyright  © 1985  by  Hoffmann-La  Roche  Inc.  All  rights  reserved 


Please  see  preceding  page  for  a summary  of  product  information. 
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A million  and 


Give  or  take  a billion 

You've  had  more  experience  with  Dalmane 
(flurazepam  HCI/ Roche)  than  with  any  other 
benzodiazepine  hypnotic. . . 15  years'  worth. 

You  know  you  can  count  on  it  for  sleep,  that 
satisfies  patients-they  fall  asleep  quickly  and 
sleep  through  the  night.18  And  the  wide  margin 
of  safety  with  Dalmane79  satisfies  you.  As 
always,  caution  patients  about  driving  or 
drinking  alcohol. 


\ v 

It  S A98s  bf  Rochk 


:ts  Inc.  All  rights  reserved 
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8.  Tennant  FS,  etal  Symposium  on  the  Treatment  of 
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DALMANE 

flurazepam  HCI/Roche  (£ 


sleep  that  satisfies 

15-mg/30-mg  capsules**^ 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awaken- 
ings and/or  early  morning  awakening,  in  patients  with 
recurring  insomnia  or  poor  sleeping  habits,  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  data  have  shown  effectiveness  tor  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended  Repeated  ther- 
apy should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI,  pregnancy  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest an  increased  risk  of  congenital  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester 
Warn  patients  of  the  potential  risks  to  the  fetus  should  the 
possibility  of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant  Consider  the  possibility  ot  pregnancy 
prior  to  instituting  therapy 

Wornings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  additive 
effect  may  occur  if  alcohol  is  consumed  the  day  following 
use  for  nighttime  sedation  This  potential  may  exist  tor  sev- 
eral days  following  discontinuation  Caution  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(e  g operating  machinery,  driving)  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow- 
ing ingestion  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a 
prolonged  period  of  time  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom 
mended  that  the  dosage  be  limited  to  15  mg  to  reduce  risk 
of  oversedation,  dizziness,  confusion  ond/or  ataxia  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  (unction 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded 
ness,  staggering,  ataxia  and  falling  have  occurred,  particu 
larly  in  elderly  or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported  Also 
reported  headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritdbility,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints  There  have  also  been  rare  occurrences  of 
leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes,  laintness,  hypo- 
tension, shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia 
euphoria,  depression,  slurred  speech,  contusion,  restless- 
ness, hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  paradoxi- 
cal reactions,  e g excitement,  stimulation  and 
hyperactivity 

sage:  Individualize  for  maximum  beneficial  effect 
'*s  30  mg  usual  dosage,  15  mg  may  suffice  in  some 
s Elderly  or  debilitated  patients  15  mg  recom - 
mtially  until  response  is  determined 
'opsules  containing  15  mg  or  30  mg  tluraze- 


•>che  Products  Inc 
'ati,  Puerto  Rico  00701 


Geisinger 

Continuing  Education 

Update  on  Cardiovascular  Surgery 
Wednesday,  April  16,  1986 

Radiology  in  Otolaryngology 
Thursday,  April  17,  1986 

Hyperbaric  Oxygen  Therapy  as  an  Adjunct 
to  Surgery  and  Healing  Problem  Wounds 
Friday-Saturday,  April  25-26,  1986 

Physician  Office  Laboratory 

Wednesday,  April  30  or  Thursday,  May  1 , 1 986 

Anxiety  and  Panic  Disorders 

Friday,  May  9,  1 986 

OB/GYN  Update 

Wednesday,  May  14,  1986 

As  an  organization  accredited  for  continuing  medical  education,  Geisinger  Medical 
Center  certifies  that  these  activities  meet  the  criteria  for  credit  hours  in  Category  1 
of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association.  Please 
refer  to  each  individual  program  flyer  for  registration  fees,  starting  times,  and  num- 
ber of  credit  hours.  For  further  information  or  for  copies  of  individual  programs,  call 
Sharon  Hanley,  Program  Registrar,  collect  at  717-271-6692,  There  is  a 24  hour 
answering  service  available.  You  may  also  write  to  her  at  1 20  Pleasant  Street,  Dan- 
ville, PA  1 7822. 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  _ _ 

We  have  a 

special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer.  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer. 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing.  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home 


* Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  'Philadelphia  663-0700 
Monroeville  824-6730  'Pittsburgh  683-2227 
'Reading  372-4611 

'Medicare  Certified  Home  Health  Agency 


BILUNG 

HEADACHES : 


Take  two  aspirins,  and  call  ABC  in  the  morning 


Advanced  Billing  Concepts  offers  complete 
relief  for  billing  headaches  for  all  medical 
specialties — anesthesia , radiology, 
pathology,  emergency  room  medicine,  and 
general  medicine  specialties. 

ABC's  senior  management  team  has 
more  than  35  years  of  combined  hands-on 
experience  in  medical  group  practice  bill- 
ing, so  we  understand  your  business  and 
we  talk  your  language.  Just  tell  us  how 
you  want  things  handled  and  we  do  the 


rest,  working  as  an  extension  of  your  staff. 
We  even  provide  management  reports  to 
help  your  practice  prosper. 

ABC  has  earned  a solid  reputation 
among  physicians  for  its  professionalism. 
But  you  don't  have  to  take  our  word  for  it. 
We'll  put  you  in  touch  with  any  of  our 
clients,  and  they'll  tell  you  we're  accurate, 
thorough,  and  effective. 

Why  wait  until  morning?  Call  ABC 
right  now. 


ADVANCED 
BILLING 
CONCEPTS,  INC. 


250  Mt.  Lebanon  Boulevard — Suite  310 
Pittsburgh.  PA  15234 
Telephone:  412/571-3750 
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In  addition  to 
effective  relief  of 
anxiety  associated 
with  depressive 
symptoms... 


among  leading 
benzodiazepines, 
has  proof  that  its 
pharmacokinetics 
are  not 
significantly 
altered  by  age.1 


With  Ativan,  elimination 
half-life  was  very  similar 
between  young  and 
elderly  groups  tested; 
differences  did  not 
approach  statistical 
significance.1 


Comparison  of 
elimination  half-lives 
in  young  and 
elderly  subjects. 


Ativan®  (lorazepam)  6 


30  0 - Young 


Elderly 


i,  ? V " 


Ativan®,  which  is  conjugated 
rather  than  oxidized,  shows  little 
difference  in  half-life  (tVi) 
between  young  and  elderly 
subjects? 


References: 

1.  Greenbiatt  OJ;  Clinical  study, 
pharmacokinetics  and  bioavailability  In  the 
elderly,  Ativan®  (lorazepam).  Data  on  file, 
Wyeth  Laboratories. 

2.  Greenbiatt  DJ,  Allen  MD,  Locniskar  A,  et  al: 
Lorazepam  kinetics  in  the  elderly.  Clin 
Pharmacol  Ther 26:103-113, 1979. 


Wyeth 


\AA 


Philadelphia,  PA 


See  important  information 
on  following  page. 


© 1985,  Wyeth  Laboratories 


Briel  Summary  of  Prescribing  Information. 

Indications  and  Usage:  Management  of  anxiety 
z»\i/  disorders  or  short-term  relief  of  symptoms  of  anxiety 

lO  or  anxiety  associated  with  depressive  symptoms.  Anxiety 

or  tension  associated  with  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic 
Effectiveness  in  long-term  use.  i.e.,  more  than  4 months,  has  not 
been  assessed  by  systematic  clinical  studies  Reassess  periodically 
usefulness  of  the  drug  for  the  individual  patient. 

' Contraindications:  Known  sensitivity  to  benzodiazepines  or  acute  narrow-angle 

glaucoma 

^ Warnings:  Not  recommended  in  primary  depressive  disorders  or  psychoses.  As  with  all 
CNS-acting  drugs,  warn  patients  not  to  operate  machinery  or  motor  vehicles,  and  of 
diminished  tolerance  for  alcohol  and  other  CNS  depressants 
Physical  and  Psychological  Dependence:  Withdrawal  symptoms  like  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  benzodiazepines  (including  convul- 
sions, tremor,  abdominal  and  muscle  cramps,  vomiting  and  sweating)  Addiction-prone  individuals, 
eg  drug  addicts  and  alcoholics,  should  be  under  careful  surveillance  when  on  benzodiazepines 
because  of  their  predisposition  to  habituation  and  dependence.  Withdrawal  symptoms  have  also 
been  reported  following  abrupt  discontinuance  of  benzodiazepines  taken  continuously  at  therapeu- 
tic levels  for  several  months 


Precautions:  In  depression  accompanying  anxiety,  consider  possibility  for  suicide 
For  elderly  or  debilitated  patients,  initial  daily  dosage  should  not  exceed  2mg  to  avoid  oversedation 
Terminate  dosage  gradually  since  abrupt  withdrawal  of  any  antianxiety  agent  may  result  in  symptoms 
like  those  being  treated:  anxiety,  agitation,  irritability,  tension,  insomnia  and  occasional  convulsions. 
Observe  usual  precautions  with  impaired  renal  or  hepatic  function  Where  gastrointestinal  or 
cardiovascular  disorders  coexist  with  anxiety,  note  that  lorazepam  has  not  been  shown  of  significant 
benefit  in  treating  gastrointestinal  or  cardiovascular  component.  Esophageal  dilation  occurred  in  rats 
treated  with  lorazepam  for  more  than  1 year  at  6mg/kg/day  No  effect  dose  was  1.25mg/kg/day  (about 
6 times  maximum  human  therapeutic  dose  of  lOmg/day)  Effect  was  reversible  only  when  treatment 
was  withdrawn  within  2 months  of  first  observation.  Clinical  significance  is  unknown;  but  use  of 
lorazepam  for  prolonged  periods  and  in  geriatrics  requires  caution  and  frequent  monitoring  for 
symptoms  of  upper  G.I.  disease.  Safety  and  effectiveness  in  children  under  12  years  have  not  been 
established 


ESSENTIAL  LABORATORY  TESTS:  Some  patients  have  developed  leukopenia,  some  have  had 
elevations  of  LDH.  As  with  other  benzodiazepines,  periodic  blood  counts  and  liver  function  tests  are 
recommended  during  long-term  therapy 

CLINICALLY  SIGNIFICANT  DRUG  INTERACTIONS:  Benzodiazepines  produce  CNS  depressant 
effects  when  administered  with  such  medications  as  barbiturates  or  alcohol 


CARCINOGENESIS  AND  MUTAGENESIS:  No  evidence  of  carcinogenic  potential  emerged  in  rats 
during  an  18-month  study  No  studies  regarding  mutagenesis  have  been  performed 
PREGNANCY  Reproductive  studies  were  performed  in  mice,  rats,  and  2 strains  of  rabbits.  Occa- 
sional anomalies  (reduction  of  tarsals.  tibia,  metatarsals,  malrotated  limbs,  gastroschisis,  malformed 
skull  and  microphthalmia)  were  seen  in  drug-treated  rabbits  without  relationship  to  dosage.  Although 
all  these  anomalies  were  not  present  in  the  concurrent  control  group,  they  have  been  reported  to 
occur  randomly  in  historical  controls.  At  40mg/kg  and  higher,  there  was  evidence  of  fetal  resorption 
and  increased  fetal  loss  in  rabbits  which  was  not  seen  at  lower  doses.  Clinical  significance  of  these 
findings  is  not  known.  Flowever,  increased  risk  of  congenital  malformations  associated  with  use  of 
minor  tranquilizers  (chlordiazepoxide,  diazepam  and  meprobamate)  during  first  trimester  of  preg- 
nancy has  been  suggested  in  several  studies  Because  use  of  these  drugs  is  rarely  a matter  of 
urgency,  use  of  lorazepam  during  this  period  should  almost  always  be  avoided.  Possibility  that  a 
woman  of  child-bearing  potential  may  be  pregnant  at  institution  of  therapy  should  be  considered 
Advise  patients  if  they  become  pregnant  to  communicate  with  their  physician  about  desirability  of 
discontinuing  the  drug.  In  humans,  blood  levels  from  umbilical  cord  blood  indicate  placental  transfer 
of  lorazepam  and  its  glucuronide 

NURSING  MOTFIERS:  It  is  not  known  if  oral  lorazepam  is  excreted  in  human  milk  like  other 
benzodiazepines.  As  a general  rule,  nursing  should  not  be  undertaken  while  on  a drug  since  many 
drugs  are  excreted  in  milk 

Adverse  Reactions,  if  they  occur,  are  usually  observed  at  beginning  of  therapy  and  generally 
disappear  on  continued  medication  or  on  decreasing  dose  In  a sample  of  about  3,500  anxious 
patients,  most  frequent  adverse  reaction  is  sedation  (15.9%),  followed  by  dizziness  (6.9%),  weakness 
(4.2%)  and  unsteadiness  (3.4%).  Less  frequent  are  disorientation,  depression,  nausea,  change  in 
appetite,  headache,  sleep  disturbance,  agitation,  dermatological  symptoms,  eye  function  distur- 
bance, various  gastrointestinal  symptoms  and  autonomic  manifestations.  Incidence  of  sedation  and 
unsteadiness  increased  with  age.  Small  decreases  in  blood  pressure  have  been  noted  but  are  not 
clinically  significant,  probably  being  related  to  relief  of  anxiety 
Transient  amnesia  or  memory  impairment  has  been  reported  in  association  with  the  use  of 
benzodiazepines 

Overdosage:  In  management  of  overdosage  with  any  drug,  bear  in  mind  multiple  agents  may  have 
been  taken.  Manifestations  of  overdosage  include  somnolence,  confusion  and  coma.  Induce 
vomiting  and/or  undertake  gastric  lavage  followed  by  general  supportive  care,  monitoring  vital  signs 
and  close  observation  Flypotension,  though  unlikely,  usually  may  be  controlled  with  Levarterenol 
Bitartrate  Injection  U.S  P Usefulness  of  dialysis  has  not  been  determined 


DOSAGE:  Individualize  for  maximum  beneficial  effects.  Increase  dose  gradually 
when  needed,  giving  higher  evening  dose  before  increasing  daytime  doses. 
Anxiety,  usually  2-3mg/day  given  b.i.d.  or  t.i.d.;  dosage  may  vary  from  1 to 
lOmg/day  in  divided  doses.  For  elderly  or  debilitated,  initially  1-2mg/day;  insomnia 
due  to  anxiety  or  transient  situational  stress,  2-4mg  h.s. 


, Ativan 

ror(l°razepam) 

Anxiety 


HOW  SUPPLIED:  0.5, 1.0  and  2.0mg  tablets. 

Wyeth  Laboratories 

Philadelphia,  PA  19101 
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June  22-27,  1986 
to  be  held  at  the 


CAROUSEL  HOTEL 
OCEAN  CITY,  MARYLAND 
Topics  Include: 

New  Hypertension  Therapies 
Adolescent  Health 
Geriatrics 
Infectious  Diseases 
Pain  Disorders 


Continuing  Education 
University  of  Maryland 
School  of  Medicine 


10  South  Pine  Street 
Baltimore.  Mary  land  2 1 20 1 
(301)  528  3956 


June  21, 1986 


6TH  ANNUAL  ADVANCES 
IN  GASTROENTEROLOGY 

Bally’s  Park  Place 

Atlantic  City,  New  Jersey 


Sponsored  by  the  Gastrointestinal  Section  of  the  Hospital  of 
the  University  of  Pennsylvania  and  the  Continuing  Medical 
Education  Department  of  the  Underwood  Memorial  Hospi- 
tal, Woodbury,  New  Jersey. 

Category  1 credit  offered 

INFORMATION:  Registration  Supervisor,  SLACK  Incorpo- 
rated, 6900  Grove  Road,  Thorofare,  New  Jersey  08086, 
609-848-1000. 


International  Medical  Seminars 

EMERGENCY  MEDICINE  • RADIOLOGY  • TRAU 


Bali  and  Hong  Kong  Medical  Seminars 13  Days 

Departure  Dates:  October  31,  1986  and  February  13,  1987 


We  are  pleased  to  invite  you  to 
join  one  of  our  exciting  seminar 
programs  in  Bali  and  Hong  Kong. 

Our  Medical  Seminars  will  be 
held  on  a daily  basis,  hospital 
and  clinical  visits  are  an  impor- 
tant part  of  these  programs 
and  are  included  in  Bali  and 
Hong  Kong. 

Bali,  “Island  of  the  Gods’’  is 
a magical  blend  of  culture  and 
spellbinding  scenery.  This  tropical 
paradise  is  famed  for  its  enchant- 
ingly  graceful  people,  talented 
artists,  exquisite  temples  and 
golden  beaches.  The  beautiful 
Bali  Hyatt  Hotel  is  set  amid 
thirty  six  acres  of  luxuriant  tropi- 
cal gardens  which  blend  in  with 
the  swaying  palms  on  the  white 
sands  of  Sanur  beach.  Whether  it 
is  windsurfing,  water-skiing, 
scuba  diving,  snorkelling,  deep 
sea  fishing,  tennis,  golf  or  shell 
collecting,  it  is  at  your  doorstep 
in  Bali. 

The  bustling  and  intriguing 
harbor  city  of  Hong  Kong  needs 
little  introduction— it  is  still  the 
“Pearl  of  the  Orient.’’  The 
British  Crown  Colony  offers  out- 
standing arts  and  crafts— visit  the 
Chinese  Emporium,  the  antique 
stores  on  Hollywood  Road  or  fas- 
cinating Stanley  Market. 

Registration  is  limited,  so 
we  urge  you  to  call  now: 
1-800-551-0019. 


THE  ITINERARY 

Day  1 Fri.  U.S.A.-BALI:  Late  evening  depar- 
ture from  San  Francisco  or  Los  Angeles  on 
Continental  Airlines  jet  flight  for  Bali. 

Day  2 Sat.  EN  ROUTE:  Cross  the  Interna- 
tional Dateline,  thus  losing  a day. 

Day  3 Sun.  BALI:  Early  morning  arrival  in 
Bali,  one  of  the  most  beautiful  tropical  islands 
in  South  East  Asia.  Here  you  are  met  and  trans- 
ferred to  the  deluxe  BALI  HYATT  HOTEL. 
Afternoon  at  leisure.  Evening  special  Welcome 
Dinner  at  the  Fisherman’s  Place  Restaurant. 

Day  4 Mon.  BALI:  Morning  Medical  Semi- 
nar. Afternoon  visit  the  Sacred  Forest  of  San- 
geh;  the  former  royal  temple,  “Taman  Ayun” 
and  the  remarkable  temple  of  “Tanah  Lot”  by 
the  sea.  Evening  Buffet  Dinner  with  Balinese 
Culture  show. 

Day  5 Tue.  BALI:  Morning  Medical  Seminar 
and  Hospital  visit.  Afternoon  at  leisure.  Eve- 
ning attend  a performance  of  the  Keckak  (Mon- 
key) Dance. 

Day  6 Wed.  BALI:  Morning  Medical  Seminar. 
Scenic  drive  to  Tampaksiring  for  lunch  and  in 
the  afternoon  visit  the  famous  Balinese  art 
centers  of  Mas,  Ubud  and  Celuk. 

Day  7 Thu.  BALI:  Morning  lecture  on  “Her- 
bal Medicine  in  Indonesia— A Billion  Dollar 
Industry.”  Afternoon  visit  to  the  village  of 
Deas— a native  Balinese  village.  Evening  din- 
ner at  the  Spice  Island  Restaurant. 

Day  8 Fri.  BALI:  Morning  Medical  Seminar. 
Afternoon  at  leisure. 


Day  9 Sat.  BALI:  Morning  excursion  to  see 
the  colorful  Barong  Dance.  Afternoon  Medi- 
cal Seminar.  Evening  barbeque  by  the  pool. 

Day  10  Sun.  BALI-HONG  KONG:  Morning 
depart  on  Garuda  Indonesian  Airlines  jet  flight 
for  Hong  Kong.  Afternoon  arrival  in  Hong 
Kong  where  you  are  met  and  transferred  to  the 
HYATT  REGENT  HOTEL.  Evening  at 
leisure. 

Day  11  Mon.  HONG  KONG:  Morning  Med- 
ical Seminar.  Lunch  at  Aberdeen  followed  by 
Hong  Kong  Island  Tour. 

Day  12  Tue.  HONG  KONG:  Morning  Hospi- 
tal visit  followed  by  Medical  Seminar  Re-cap. 
Afternoon  at  leisure.  Evening  special  Farewell 
Dinner  Party. 

Day  13  Wed.  HONG  KONG-U.S.A.:  Day  at 
leisure.  Late  afternoon  transfer  to  the  airport 
for  Singapore  Airlines  Jet  flight  to  San  Fran- 
cisco and  Los  Angeles. 


OPTIONAL  EXCURSIONS: 

FROM  BALL  2-Day  Excursion  to  Jogjakarta 
to  visit  the  most  famous  temples  of  Borabodur 
and  Prambanan,  the  Sultans  Palace  and  the 
Batik  Institute. 

FROM  HONG  KONG.  2-Day  Excursion  to 
Macau,  the  Portugese  Colony  on  China’s 
Mainland. 

FROM  HONG  KONG.  2-Day  Excursion  to 
Guilin,  one  of  the  most  beautiful  cities  in 
Southern  China. 


COST $1995.00  per  person, 

double  occupancy. 


Includes  economy  class  round  trip  air  transportation 
from  Los  Angeles  or  San  Francisco,  Hotels  as  stated, 
Full  American  breakfast  daily,  plus  feature  meals  as 
shown  in  the  itinerary.  All  transfers  and  porterage,  local 
taxes  and  service  charges.  IMS  Seminar  Director,  'light 
bag  and  pre-tour  documentation.  Single  room  supple- 
ment $450.00.  Seminar  tuition  fee  $300.00 

Rates  for  February  1987  are  subject  to  increase. 


REGISTER  NOW:  CALL  TOLL  FREE  1 • 800  • 551  • 0019 


INTERNATIONAL  MEDICAL  SEMINARS  • 125  MAIN  STREET  • WESTPORT,  CT  06880 


medigram 


SOCIETY  MOUNTS  CAMPAIGN 
FOR  PASSAGE  OF  H.B.  2230 

An  extensive  program  is  under  way  to  show  strong  grass  roots  support  for  H.B. 
2230,  the  Society’s  medical  professional  liability  reform  legislation.  Legislative 
Action  Teams  (LATs)  have  been  trained  to  function  in  each  of  the  50  Senatorial 
Districts  in  Pennsylvania  to  demonstrate  support  for  the  legislation  introduced 
March  11  by  Representative  Kevin  Blaum  (Luzerne  County).  Co-sponsors  are 
Mary  Ann  Arty  (Delaware),  James  Barber  (Philadelphia),  John  Broujos 
(Adams/York/Cumberland),  Paul  Clymer  (Bucks),  Nicholas  Colafella  (Beaver), 
Howard  Fargo  (Butler/Mercer),  James  Gallagher  (Bucks),  Richard  Geist  (Blair), 
Robert  Godshall  (Montgomery),  George  Hasay  (Columbia/Luzerne),  Lynn  Her- 
man (Centre/Clearfield),  Thomas  Petrone  (Allegheny),  George  Saurman  (Mont- 
gomery), John  Showers  (Snyder/Union),  L.  Eugene  Smith  (Indiana/Jefferson), 
Ted  Stuban  (Columbia/Montour),  Elinor  Taylor  (Chester),  Fred  Trello  (Alle- 
gheny). Further  details  appear  on  page  12  of  this  issue. 

PMS  BOARD  OF  TRUSTEES 
FORMS  NEW  SUBSIDIARY 

PennMed,  Inc.,  a wholly-owned,  for-profit  subsidiary  of  the  Pennsylvania  Med- 
ical Society,  was  formed  March  12  by  vote  of  the  PMS  Board  of  Trustees.  The 
Board  formed  the  new  holding  company  to  consolidate  and  simplify  accounting 
procedures  for  the  Society  and  its  subsidiaries.  PennMed  initially  holds  all 
shares  of  stock  in  the  society’s  liability  insurance  company,  PMSLIC,  and  its 
recently  formed  peer  review  organization,  KEPRO.  PMS  in  turn  owns  all  shares 
of  PennMed  stock.  The  directors  of  the  new  company  are  the  members  of  the 
PMS  Board  of  Trustees,  which  retains  control  of  all  activities. 

CONFERENCE  HEADLINERS 
NATIONALLY  RECOGNIZED 

Uwe  Reinhardt,  PhD,  economist  from  Princeton,  William  Schwartz,  MD,  Tufts 
University  professor,  and  Lonnie  Bristow,  MD,  past  president  of  the  American 
Society  of  Internal  Medicine  and  trustee  of  the  American  Medical  Association, 
will  speak  at  the  Society’s  1986  Leadership  Conference.  Some  300  medical  lead- 
ers from  all  parts  of  the  state  are  scheduled  to  attend  the  conference  April  16 
and  17  at  the  Hershey  Lodge  and  Convention  Center. 

PMS  HELP  LINE 
STARTS  APRIL  1 

The  Society’s  Council  on  Medical  Economics  has  installed  a toll  free  help  line  to 
receive  the  questions  and  concerns  of  members  relating  to  the  cost  savings 
initiatives  of  government  and  third  party  payors,  and  to  attempt  to  provide 
answers.  It  also  is  intended  to  provide  instant  access  to  PMS  staff  members 
who  can  answer  questions  on  Medicare,  Medicaid,  and  Blue  Cross/Blue  Shield 
billing,  reimbursement,  and  policy  issues.  The  toll  free  number,  1-800-228- 
7823,  can  be  called  Monday  through  Friday  from  8 a.m.  until  noon  and  from  1 
to  4 p.m.  Copy  the  announcement  on  page  17  of  this  issue  for  a permanent 
reference. 

APRIL  20-26  NAMED 
ORGAN  DONOR  WEEK 

The  week  of  April  20  has  been  set  aside  to  call  attention  to  the  need  for  body 
organs  by  human  transplant  programs  nationwide.  An  article  on  page  22  of 
this  issue  describes  current  conditions  in  the  field. 

KEPRO  EDUCATIONAL  TAPE 
EXPLAINS  PEER  REVIEW 

The  Keystone  Peer  Review  Organization  (KEPRO)  has  available  an  educational 
video  tape  explaining  its  review  functions  for  use  by  individuals,  hospital  med- 
ical staffs,  and  medical  societies  in  Pennsylvania.  The  10-minute  videotape  is 
available  at  no  charge  on  Va"  VHS  or  3A"  U-Matic  format.  To  order  write  to 
Edward  E.  Longabaugh,  MD,  Medical  Director,  KEPRO,  P.0.  Box  618,  Lemoyne, 
PA  17043. 

MEDICARE  FEE  FREEZE  ISSUE 
RESOLVED  IN  BUDGET  BILL 

With  the  passage  of  the  budget  reconciliation  bill  in  Congress  last  month,  the 
issue  of  the  Medicare  fee  freeze  is  resolved.  The  freeze  is  extended  for  all  physi- 
cians until  April  30,  1986.  On  May  1,  participating  physicians  whose  fees  are 
lower  than  prevailing  charge  levels  will  begin  to  receive  a 4.15  percent  in- 
crease. The  freeze  will  continue  for  nonparticipating  physicians  until  Decem- 
ber 31,  1986.  Physicians  may,  if  they  wish,  change  their  status  regarding 
Medicare  participation  during  the  month  of  April. 
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ONLY  THE  PRICE 
IS  NOT  BREATHTAKING 


If  you’re  a person  with  an  eye  for  beauty, 
one  look  at  the  striking  lines  of  the  Alfa  Romeo 
Quadrifoglio  could  give  you  reason  enough  to 
buy  it. 

You’ll  find  additional  ones  inside.  Supple 
Italian  glove  leather  seats,  air  conditioning,  power 
windows  and  a digital  AM/FM  stereo  cassette 
deck  with  four  speakers  are  among  its  many 
standard  luxury  features. 

Yet  this  is  not  a car  to  buy  for  looks  alone. 

For  the  Quadrifoglio  is  the  best-performing  Alfa 
convertible  ever  built,  thanks  to  its  spirited  2.0 
litre  engine,  Bosch  fuel  injection,  improved  anti- 
sway bars,  15"  alloy  wheels  and  Pirelli  P6  tires. 

What’s  more,  this  car  is  built  so  well,  it’s 
backed  by  a 3-year/36, 000-mile  warranty* 

The  Alfa  Romeo  Quadrifoglio  is  now  available 
for  under  $19,600**  A price  that  lets  you  breathe  a 
sigh  of  relief. 


ENGINEERED  WITH  A PASSION. 


J.  H.  Bennett,  Inc. 

2300  Hanover  Avenue 
Allentown,  PA  18103 
(215)  437-6711 
Y/B/H  Porsche/Audi 
Route  3 (West  Chester  Pike) 
Edgemont,  PA  19028 
(215)  356-9000 
DeFinizio  Imports,  Inc. 

Wanamaker  and  Industrial  Highway 
Essington,  PA  19029 
(215)  521-9200 


Burdumy  Motors,  Inc. 

2711  Philmont  Avenue 
Huntingdon  Valley,  PA  19006 
(215)  947-6363 
MPA,  Inc. 

6515  Carlisle  Pike 
Mechanicsburg,  PA  17055 
(717)  766-0275 

Algar  Enterprises,  Inc. 

1100  W.  Swedesford  Road 
Paoli,  PA  19301 
(215)  647-6660 


Auto  Palace,  Inc. 

4627  Baum  Boulevard 
Pittsburgh,  PA  15213 
(412)  687-4000 
Cherry  Hill  Alfa 
1100  Haddonfield  Road 
Cherry  Hill,  NJ  08034 
(609)  663-2800 
Alfa  Northeast,  Inc. 

1125  N.  Washington  Avenue 
Scranton,  PA  18509 
(717)  346-7691 


* Limited  warranty  applies  only  to  U.S.  spec,  automobiles  purchased  from  authorized  Alfa  Romeo  dealers. 

**Mfr.’s  suggested  retail  price  at  P.O.E.  excluding  removable  hardtop.  Actual  prices  may  vary.  Destn.  chrgs., 
taxes,  dealer  prep.,  if  any,  opt.  equip,  and  license  fees  are  extra.  Hardtop  not  available  with  initial  production. 


editorial 


Quality  of  care — physician’s  beacon 


Public  concern  over  spiraling  costs  of  medi- 
cal care  gave  birth  to  Medicare's  prospective 
payment  system  (PPS)  and  its  diagnosis- 
related  groups  (DRGs).  Although  dollar  sav- 
ings may  be  realized  from  its  implementation, 
it  is  probably  too  soon  to  be  sure.  As  the  DRG 
program  phases  in,  there  is  an  increasing  pub- 
lic outcry  that  hospitals  are  discharging  pa- 
tients “quicker  and  sicker.”  Even  if  the  system 
proves  to  be  better  in  terms  of  economic  effi- 
ciency and  patient  care,  the  seeds  of  discontent 
are  being  planted.  Frequently,  it  is  dissatisfac- 
tion alone  that  leads  patients  to  seek  legal  re- 
course. Doctors  are  caring  for  more  patients  in 
shorter  time  frames  because  of  early  dis- 
charges, and  this  statistically  increases  a phy- 
sician’s chances  of  liability. 

In  January  1985,  in  an  editorial  in  PENNSYL- 
VANIA Medicine  entitled  “When  cost  has  the 
upper  hand,”  the  issues  of  limited  admissions, 
shortened  lengths  of  stay,  fewer  diagnostic 
tests,  and  only  absolutely  necessary  therapy 
because  of  the  prospective  payment  system 
were  discussed.  Additionally,  mention  was 
made  of  the  hospital’s  scrutiny  of  a physician's 
economic  efficiency  as  well  as  medical  exper- 
tise. Basic  to  the  discussion  was  the  impor- 
tance of  maintaining  quality  medical  care  in 
the  face  of  decreased  funding.  Not  only  are  the 
issues  of  quality  assurance  important  to  prac- 
ticing physicians  but  given  today’s  liability  cli- 
mate, physicians  could  find  themselves  at  sig- 
nificantly greater  professional  risk. 

Quicker  and  sicker  discharges  engender  two 
potentially  serious  problems  for  physicians. 
One  is  the  patient’s  perception  that  he  has  not 
received  all  the  care  he  should  have.  Under  the 
cost  reimbursement  system  of  payment,  physi- 
cians were  wont  to  utilize  and  possibly  overuti- 
lize every  diagnostic  and  therapeutic  modality 
that  might  be  effective,  but  DRGs  discourage 
this  practice.  Under  PPS  marginal  therapies, 
medical  innovations  and  experimentation  will 
be  prohibited.  Very  expensive  proven  diagnos- 
tic technologies  and  treatments  may  be,  at 
best,  less  available  and  at  worst,  totally  un- 
available. Misdiagnosis  or  failure  to  diagnose 
also  may  develop  as  a malpractice  threat  as  fi- 
nancial pressures  increase.  Time  constraints  on 
length  of  stay  as  well  as  limitations  on  diagnos- 
tic resources  and  equipment  could  affect  the 
physician’s  ability  to  apply  his  medical  knowl- 
edge. Accusations  of  negligence  for  incorrect 
diagnosis  or  delayed  diagnosis  are  an  ever  in- 
creasing possibility. 


The  second  problem  stemming  from  early 
discharge  is  patient  abandonment.  A DRG  en- 
forced, non-medical  hospital  release  that  could 
be  labeled  a premature  discharge  is  abandon- 
ment. Aggravation  of  the  existing  condition 
after  discharge,  improper  or  inadequate  prepa- 
ration or  instruction  for  activities  and  medica- 
tions after  discharge,  or  other  complications  re- 
lating to  the  diagnosis  for  which  the  admission 
was  indicated  could  result  in  a malpractice 
action. 

Poor  outcome  suffered  by  the  patient  or 
harm  occurring  to  the  patient  in  fulfillment  of 
the  PPS  requirements  will  be  the  physician’s 
burden.  The  bureaucracy  will  not  be  required  to 
accept  the  blame,  pay  the  settlement,  or  face 
the  patient  daily  on  rounds.  It’s  extemely  im- 
portant for  physicians  to  provide  the  best, 
most  economical  care  possible  without  becom- 
ing involved  in  financial  conflict  of  interest. 
Good  patient  care  is  that  which  is  rendered  ac- 
cording to  the  established  standards  of  care  in 
the  community.  To  alter  these  practices  based 
upon  financial  considerations  because  of  de- 
mands made  by  government  agencies  through 
hospital  administrators  is  treading  on  very 
shaky  ground. 

Noncompliance  with  the  regulatory  agencies 
will  give  hospital  boards  cause  to  consider  dis- 
ciplinary action  against  medical  staff  members. 
Although  the  impact  of  DRGs  does  not  appear 
to  have  had  an  effect  on  privileges  as  yet,  it  has 
been  given  serious  thought.  Some  health  care 
experts  believe  that  medical  practice  standards 
will  change  to  reflect  the  new  cost  containment 
measures.  A few  health  care  professionals  feel 
that  care  will  not  be  signficantly  altered  but 
will  become  more  efficient.  In  fairness  to  hospi- 
tal administrators,  their  goal  also  is  quality  pa- 
tient care.  It  makes  little  sense  to  render  eco- 
nomically stringent  care  if,  in  the  process,  the 
hospital’s  reputation  for  delivery  of  quality 
medical  care  is  destroyed. 

Nevertheless,  it  is  physicians  who  face  an  un- 
certain future.  With  no  precedent  to  guide 
them,  an  increasingly  demanding  hospital  fired 
by  government  cost  containment  policies,  and 
another  insurance  crisis  looming,  physicians 
must  have  as  their  beacon  the  best  interests  of 
their  patients.  Any  other  choice  would  be  fool- 
hardy. 

David  A.  Smith,  MD 

Medical  Editor 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


i r Data  General 


EESBfUP*  systems,  ins. 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
In  Pennsylvania— (412)  562-9477 
In  Central  Pennsylvania — (717)  743-4441 


newsfronts 


Medical  liability  reform  bill  in  hopper 


Saying  that  the  current  crisis  in  medi- 
cal professional  liability  insurance 
poses  an  imminent  threat  to  the  avail- 
ability and  cost  of  medical  care,  the 
Pennsylvania  Medical  Society  (PMS) 
gave  its  support  on  March  11  to  H.B. 
2230,  introduced  by  Representative 
Kevin  Blaum  of  Wilkes-Barre,  and 
some  20  cosponsors. 

Donald  E.  Harrop,  MD,  Phoenixville, 
PMS  vice  president,  said,  “Beyond  the 
increased  cost  to  patients  passed  on  in 
the  fees  they  pay,  patients  pay  a price 
when  experienced  physicians  leave 
practice  because  of  escalating  insurance 
premiums.  Patients  pay  a price  when 
physicians  refuse  high  risk  cases  for 
fear  of  being  sued.  And  patients  pay  a 
price  when  the  doctor/patient  relation- 
ship is  threatened  by  fear,  suspicion, 
and  mistrust  fostered  by  the  present 
medical  liability  system.” 

The  Pennsylvania  Medical  Society  is 
just  the  most  recent  group  to  call  for 
action  from  the  legislature  to  remedy  an 
out  of  control  liability  system,  a system 
that  has  adversely  affected  municipali- 
ties, manufacturers,  school  districts, 
and  day  care  centers  among  others. 

One  flagrant  example  of  the  medical 
liability  problem  in  Pennsylvania  is 
found  in  the  payouts  made  by  the  Medi- 
cal Catastrophe  Loss  Fund,  the  special 
state  fund  which  pays  awards  for 


Sponsors  of  the  Medication  Passport, 
a pocket-sized  book  designed  to  help  se- 
nior citizens  keep  track  of  their  medica- 
tions, said  they  have  printed  an  addi- 
tional 500,000  of  the  booklets.  The 
sponsors,  Pennsylvania  Blue  Cross  and 
Blue  Shield  and  the  state  Department 
of  Aging,  have  distributed  among  geri- 
atric patients  the  one  million  copies  or- 
dered for  the  first  printing. 

Patients  use  the  Medication  Passport 
to  keep  track  of  prescription  and  over- 
the-counter  drugs.  The  booklet  includes 
pages  for  notes  on  frequency,  dose,  spe- 
cial directions,  and  stop  orders. 

The  passport  was  developed  to  com- 


REPRESENTATIVE  BLAUM 


claims  in  excess  of  a physician’s  basic 
coverage. 

“Because  its  purpose  is  to  pay  very 
large  medical  liability  awards,”  Dr.  Har- 
rop said,  “the  fund’s  payouts  provide 
one  real  indicator  of  just  how  out  of  con- 
trol medical  liability  is  in  Pennsylvania. 
In  1978,  the  fund  paid  out  $2.5  million. 
In  1981,  payments  reached  $19.6  mil- 
lion, and  in  1985,  payments  were  $97.7 
million.” 

Money  to  operate  this  fund  comes  ex- 
clusively from  charges  levied  on  physi- 
cians, hospitals,  and  some  other  health 
care  providers.  The  ever-increasing 
charges  assessed  these  providers  to 


bat  drug  misuse  by  the  elderly,  officials 
of  the  sponsoring  groups  said.  “Al- 
though mixing  drugs  is  dangerous  for 
patients  of  all  ages,  the  problem  is  acute 
for  the  elderly  because  this  group  takes 
more  medications,”  said  Robert  B.  Ed- 
miston,  MD,  senior  vice  president  of 
professional  affairs  for  Blue  Shield. 

Medication  Passports  are  being  dis- 
tributed to  pharmacies  in  the  state  and 
to  agencies  on  aging,  hospitals,  and  se- 
nior citizens’  organizations.  Physicians 
who  want  samples  or  extra  copies  for 
their  offices  should  write  to  Corporate 
and  Public  Affairs,  Pennsylvania  Blue 
Shield,  Camp  Hill,  PA  17011. 


maintain  this  fund,  combined  with  con- 
tinually increasing  costs  for  basic  cover- 
age, have  resulted  in  annual  premiums 
for  some  specialists  that  range  from 
$63,000  in  Philadelphia  to  $38,000  in 
the  Pittsburgh  area  to  $31,000  in  the 
Wilkes-Barre  and  Erie  areas,  according 
to  Dr.  Harrop. 

“These  expenses,”  he  said  “are  re- 
flected in  the  costs  to  patients  of  health 
care.  Studies  indicated  that  anywhere 
from  1.5  to  7.4  percent  of  the  cost  of  ev- 
ery medical  transaction  in  Pennsylva- 
nia in  1986  will  represent  a surcharge 
for  medical  liability  insurance.  It  is  esti- 
mated that  patients  in  1986  will  pay 
$366.3  million  for  physician  and  hospi- 
tal medical  liability  insurance. 

“Nor  does  that  end  the  cost  to  pa- 
tients. There  is  also  the  cost  of  ‘defen- 
sive’ medicine,  practiced  because  of  the 
spectre  of  malpractice  suit.  A conserva- 
tive estimate  of  this  cost  for  1984  was 
$35.2  million.” 

Dr.  Harrop  said  that  in  1985  the  Soci- 
ety supported  tougher  laws  to  protect 
the  public  from  incompetent  physi- 
cians. “We  supported  laws  providing  for 
suspension  of  physicians  posing  an  im- 
mediate and  clear  danger  to  the  public 
health,  providing  for  suspension  of  a li- 
cense upon  conviction  of  a drug-related 
felony,  and  requiring  hospitals  to  report 
physicians  who  have  been  disciplined  or 
convicted  of  a felony. 

“We  also  supported  the  increased 
power  given  the  State  Board  of  Medi- 
cine under  the  new  Medical  Practice 
Act.  Unfortunately,  physician  discipline 
alone  cannot  remedy  a system  where  so 
many  other  elements  contribute  to  the 
crisis.  Remedy  can  only  come  from  the 
legislature.” 

The  bill  supported  by  PMS  would: 

• Speed  up  pretrial  proceedings. 

• Reduce  awards  by  the  amount  of 
other  payments  received. 

• Require  expert  witnesses  to  have  spe- 
cific qualifications. 

• Provide  for  installment  payments  of 
large  awards. 

• Provide  for  reasonable  attorney’s  fee. 

• Limit  recovery  to  economic  loss. 

• Inform  juries  that  awards  are  not  sub- 
ject to  tax. 


Medication  Passport  in  second  printing 
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A GAZIN E SUBSCRIPTIONS  A T 


PROFESSIONAL  ASSOCIATIONS  SUBSCRIPTION  SERVICES 

29  Glen  Cove  Ave.,  Glen  Cove,  NY  11542  516-676-4300 

Physicians  qualify  for  low  professional  subscription  rates  for  magazines  for  office/reception  room  use.  In 
addition,  many  doctors  are  educators  associated  with  universities  or  teaching  hospitals  and  may  order 
magazines  at  special  educator  rates.  If  you  wish  to  select  any  educator  rates,  be  sure  to  complete  the  section 
of  the  coupon  that  requests  your  affiliated  institution.  Please  note  that  our  list  contains  the  prices  In  both 
categories.  You  may  renew  or  extend  your  present  subscription  through  the  program. 
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news  fronts 


Governor’s  budget  calls  for  health  cost  law 


In  his  final  budget  message  to  the 
General  Assembly,  Governor  Dick 
Thornburgh  urged  “passage  of  health 
care  cost  containment  legislation, 
which  would  apply  to  the  private  sector 
the  lessons  we  have  learned  in  imple- 
menting prospective  payment  plans, 
minimum  co-payment  requirements, 


The  American  Medical  Association’s 
Board  of  Trustees  adopted  a new  posi- 
tion on  the  Gramm-Rudman-Hollings 
deficit  reduction  law  at  its  recent  meet- 
ing in  Chicago.  The  five  parts  to  the  po- 
sition are  as  follows: 

• The  health  and  medical  portion  of  the 
federal  budget  has  been  targeted  for 
disproportionate  cuts  over  the  last  five 
years.  The  AMA;  other  groups  repre- 
senting hospitals,  nurses,  and  senior  cit- 
izens; members  of  Congress;  and  gov- 
ernment studies  all  have  indicated 
concern  over  the  impact  of  past  budget 
reductions  and  especially  over  new  re- 
ductions. Making  arbitrary  automatic 
reductions  in  less  than  50  percent  of 
federal  spending  programs  through  se- 
questration is  the  wrong  approach. 

• The  entire  federal  budget  for  fiscal 
year  1987  proposed  by  the  President 


and  the  preventive  care  approach  of 
health  maintenance  organizations  and 
similar  groups.’’ 

He  also  urged  a continuation  of  the 
Medical  Assistance  cost  containment 
effort  and  the  extension  of  certain  fea- 
tures of  that  effort  to  the  private  sector, 
so  that  no  Pennsylvanian  is  “priced 


should  be  closely  examined  to  ensure 
that  the  Gramm-Rudman  automatic 
cuts  are  not  necessary.  All  federal  de- 
partments and  agencies  should  contrib- 
ute savings  to  help  achieve  the  deficit 
reductions  necessary  to  meet  the 
Gramm-Rudman  targets. 

• The  AMA  should  consider  supporting 
a combination  of  some  limited  revenue 
increases  and  budget  cuts  as  part  of  a 
comprehensive  program  to  meet  the 
Gramm-Rudman  targets. 

• Gramm-Rudman  provisions  should  be 
amended  so  that  no  federal  activity  is 
exempt  from  automatic  Gramm-Rud- 
man reductions.  Only  about  one-half  of 
federal  expenditures  are  subject  to  the 
automatic  Gramm-Rudman  cuts. 

• Gramm-Rudman  provisions  should  be 
amended  to  give  federal  departments 
greater  flexibility  within  their  units. 


out”  of  the  health  care  market.  In  addi- 
tion, the  governor  recommended: 

• A $243  million  effort  to  place  5,000 
mentally  retarded  citizens  in  commu- 
nity residential  programs 

• An  additional  $10  million  for  mental 
health  programs 

• Increases  for  domestic  violence  pro- 
grams and  rape  crisis  centers 

• A $19.2  million  increase  in  block 
grants  to  counties  for  services  to  the  ag- 
ing, programs  for  children  and  youth, 
drug  and  alcohol  addiction  programs, 
and  MH/MR  activities 

• Increases  for  early  intervention  pro- 
grams for  mentally  and  physically 
handicapped  children 

• Increases  for  the  expansion  of  in- 
home  services  to  the  elderly 

The  governor  also  called  for  a com- 
mitment of  $800  million  for  food  and 
nutrition  programs  and  a continuation 
of  the  effort  to  solve  the  problems  of  the 
homeless. 

HHS  secretary  speaks 
to  AMA  leaders 

Physicians  attending  the  National 
Leadership  Conference  of  the  American 
Medical  Association  honored  Otis  R. 
Bowen,  MD,  the  first  physician  ap- 
pointed secretary  of  the  Department  of 
Health  and  Human  Services.  Dr.  Bowen 
spoke  at  the  conference,  which  was  held 
in  Chicago  in  February. 

In  his  address,  which  centered  on  the 
government’s  efforts  to  control  the  ris- 
ing costs  of  Medicare,  Dr.  Bowen  said, 
“The  major  demographic  problem  in- 
herent in  our  entitlement  programs  still 
exists:  In  1965,  there  were  20  million  el- 
derly; by  1985,  there  were  30  million, 
and  by  2010,  there  will  be  60  million. 

“If  we  are  to  meet  the  present  com- 
mitments of  our  entitlement  programs 
without  expanding  them  for  any  new 
medical  procedures,  we  will  devote  67 
percent  of  the  entire  federal  budget  to 
the  elderly  by  2010,"  he  said. 

“We  are  looking  at  capitation  as  one 
method  of  payment.  To  put  the  pro- 
vider, rather  than  the  government,  at  fi- 
nancial risk  is  a principle  that  is  attrac- 
tive and  consistent  with  the  operation 
of  almost  every  other  industry  in  the 
United  States,”  he  said. 
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diltiazem  HCI/Marion 

FEWER  SIDE  EFFECTS  IN  ANTIANGINAL  THERAPY 


BRIEF  SUMMARY 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx  inhibi- 
tor (slow  channel  blocker  or  calcium  antagonist). 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm  CARDIZEM  is 
indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the  treat- 
ment ot  spontaneous  coronary  artery  spasm  presenting  as  Prinz- 
metal's variant  angina  (resting  angina  with  ST-segment  elevation 
occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina) 

CARDIZEM  is  indicated  In  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 
CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syn- 
drome except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory 
periods  without  signiticantly  prolonging  sinus  node  recovery  time, 
except  in  patients  with  sick  sinus  syndrome  This  effect  may 
rarely  result  in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or  third-degree  AV 
block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal’s  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a single  dose 
of  60  mg  oi  diltiazem, 

2.  Congestive  Heart  Failure,  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemo- 
dynamic studies  in  humans  with  normal  ventricular  function 
have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt).  Experience  with  the  use 
of  CARDIZEM  alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very  limited  Cau- 
tion should  be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabo- 
lized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution' in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher 
in  rats  were  associated  with  histological  changes  in  the  liver  which 
were  reversible  when  the  drug  was  discontinued  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there  may  be 
additive  effects  in  prolonging  AV  conduction  when  using  beta-blockers 
or  digitalis  concomitantly  with  CARDIZEM.  (See  WARNINGS ) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict  the 
effects  ol  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 


volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 24-month 
study  in  rats  and  a 21-month  study  in  mice  showed  no  evidence  ol 
carcinogenicity  There  was  also  no  mutagenic  response  in  in  vitro 
bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted 
in  mice,  rats,  and  rabbits  Administration  of  doses  ranging  from  five  to 
ten  times  greater  (on  a mg/kg  basis)  than  the  daily  recommended 
therapeutic  dose  has  resulted  in  embryo  and  tetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause  skeletal  abnor- 
malities. In  the  perinatal/postnatal  studies,  there  was  some  reduction 
in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose 
or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  (diltiazem  hydrochloride)  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  letus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk,  exercise 
caution  when  CARDIZEM  is  administered  to  a nursing  woman  if  the 
drug's  benefits  are  thought  to  outweigh  its  potential  risks  in  this 
situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been 
established 


ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than  that 
reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology  of 
calcium  influx  inhibition  In  many  cases,  the  relationship  to  CARDIZEM 
has  not  been  established  The  most  common  occurrences,  as  well  as 
their  frequency  of  presentation,  are:  edema  (2  4%),  headache  (2.1%), 
nausea  (1.9%),  dizziness  (1.5%).  rash  (1.3%),  asthenia  (1.2%),  AV 
block  (1.1%).  In  addition,  the  following  events  were  reported  infre- 
quently (less  than  1%)  with  the  order  of  presentation  corresponding  to 
the  relative  frequency  of  occurrence. 


Cardiovascular 
Nervous  System 
Gastrointestinal 

Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  bradycardia, 
palpitations,  congestive  heart  failure,  syncope 
Paresthesia,  nervousness,  somnolence,  tremor, 
insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase.  SG0T, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of  vaso- 
spastic angina  developed  periods  of  transient  asymptomatic  asystole 
approximately  five  hours  after  receiving  a single  60-mg  dose  of 
CARDIZEM 

The  following  postmarketing  events  have  been  reported  infrequently 
in  patients  receiving  CARDIZEM  erythema  multiforme,  leukopenia;  and 
extreme  elevations  ot  alkaline  phosphatase,  SGOT,  SGPT,  LDH,  and  CPK 
However,  a definitive  cause  and  effect  between  these  events  and 
CARDIZEM  therapy  is  yet  to  be  established 


0VERD0SAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited  Single 
oral  doses  ot  300  mg  ol  CARDIZEM  have  been  well  tolerated  by  healthy 
volunteers  In  the  event  of  overdosage  or  exaggerated  response,  appro- 
priate supportive  measures  should  be  employed  in  addition  to  gastric 
lavage.  The  following  measures  may  be  considered 
Bradycardia  Administer  atropine  (0.60  to  10  mg)  If  there  is 

no  response  to  vagal  blockade,  administer  iso- 
proterenol cautiously. 


High-Degree 
AV  Block 

Cardiac  Failure 

Hypotension 


Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  cardiac 
pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral  LDso's  in  mice  and  rats  range  from  415  to  740  mg/kg  and 
from  560  to  810  mg/kg,  respectively.  The  intravenous  LDso's  in  these 
species  were  60  and  38  mg/kg,  respectively  The  oral  LD50  in  dogs  is 
considered  to  be  in  excess  ot  50  mg/kg,  while  lethality  was  seen  in 
monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known,  but  blood 
levels  in  excess  of  800  ng/ml  have  not  been  associated  with  toxicity 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coronary  Ar- 
tery Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary  Artery 
Spasm.  Dosage  must  be  adjusted  to  each  patient’s  needs  Starting 
with  30  mg  four  times  daily,  before  meals  and  at  bedtime,  dosage 
should  be  increased  gradually  (given  in  divided  doses  three  or  four 
times  daily)  at  one-  to  two-day  intervals  until  optimum  response 
is  obtained  Although  individual  patients  may  respond  to  any  dos- 
age level,  the  average  optimum  dosage  range  appears  to  be  180  to 
240  mg/day  There  are  no  available  data  concerning  dosage  require- 
ments in  patients  with  impaired  renal  or  hepatic  tunction.  If  the  drug 
must  be  used  in  such  patients,  titration  should  be  carried  out  with 
particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute  anginal 
attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy  — CARDIZEM  may  be  safely  co- 
administered with  short-  and  long-acting  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effective- 
ness of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

CARDIZEM  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC  0088- 
1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1771- 
49).  Each  green  tablet  is  engraved  with  MARION  on  one  side  and  1771 
engraved  on  the  other.  CARDIZEM  60-mg  scored  tablets  are  supplied  in 
bottles  ot  100  (NDC  0088-1772-47)  and  in  Unit  Dose  Identification 
Paks  of  100  (NDC  0088-1772-49)  Each  yellow  tablet  is  engraved  with 
MARION  on  one  side  and  1772  on  the  other  Issued  4/1/84 


See  complete  Professional  Use  Information  before  prescribing 
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Trustee  describes  his  path  to  involvement 


Karen  K.  Davis 

‘‘An  evolution  brought  me  to  the 
United  States,  and  eventually  to  Alle- 
gheny County,”  said  Walter  M.  Greis- 
singer,  MD,  PMS  trustee  representing 
the  Tenth  District. 

Bom  in  Forchheim,  West  Germany, 
Dr.  Greissinger  earned  his  medical  de- 
gree at  the  University  of  Erlangen  in 
Germany,  took  his  graduate  training  in 
Tacoma,  Washington,  and  received  his 
master’s  degree  in  public  health  from 
Johns  Hopkins  University.  In  a recent 
interview,  he  outlined  the  series  of  steps 
that  brought  him  to  his  present  posi- 
tion as  a private  family  practitioner  in 
the  Pittsburgh  area  and  a member  of 
the  Society’s  Board  of  Trustees. 

Dr.  Greissinger  grew  up  as  part  of  a 
medical  family.  “My  dad  was  a general 
practitioner.  We  had  seven  children  in 
our  family,  and  my  oldest  sister  and  old- 
est brother  became  physicians.  We  also 
had  two  cousins  who  were  physicians. 
They  lived  with  us  while  they  studied  at 
a university  close  by.” 


Preliminary  Call 
to  the 

1986  Annual  Meeting 
PMS  House  of  Delegates 

The  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  will  convene  its  annual  meet- 
ing at  the  Hilton  Hotel,  Pittsburgh,  Pennsylva- 
nia, on  Friday,  October  17,  1986.  The  second 
session  will  convene  Saturday,  October  18, 
1986,  and  the  third  session  Sunday,  October 
19,  1986.  Details  regarding  the  starting  times 
of  all  three  sessions  will  appear  in  the  Official 
Call  in  the  August  1986  issue  of  Pennsylvania 
Medicine. 

All  proposed  amendments  to  the  Bylaws  must 
be  submitted  to  the  Office  of  the  Secretary  of 
this  Society  on  or  before  June  1 7,  1 986.  Such 
amendments  may  be  proposed  upon  the  writ- 
ten petition  of  fifteen  Active  or  Associate 
members  of  the  Society,  or  by  the  Committee 
on  Bylaws.  Resolutions  to  be  considered  by 
the  House  may  be  submitted  in  writing  to  the 
Secretary  by  a delegate  acting  in  his  own  be- 
half or  for  the  component  medical  society  or 
specialty  society  he  represents.  If  received 
prior  to  September  17,  1986,  resolutions  will 
be  published  in  the  Official  Reports  Book. 


Growing  up  in  Germany  during 
World  War  II,  Dr.  Greissinger  watched 
the  doctors  of  his  town  care  for 
wounded  soldiers  who  returned  from 
the  fighting.  “In  1942  during  the  terri- 
ble winter  in  Russia,  many  of  the  Ger- 
man soldiers  were  brought  back  from 
the  front  on  cattle  trains,  with  horrible 
frostbite  and  other  wounds,”  he  said. 
“We  kids  had  to  help  unload  the  trains. 
We  didn’t  have  many  cloth  bandages,  so 
we  had  to  use  paper  for  some.  When  a 
soldier  died,  we  had  to  take  off  his  cloth 
bandages  and  wash  them  so  they  could 
be  used  again.  I was  about  10  years  old 
at  this  time. 

“Near  the  end  of  the  war,  we  had  to 
ride  along  with  my  father  when  he  made 
his  calls,  because  the  dive  bombers  were 
very  active,”  Dr.  Greissinger  remem- 
bered. “We  would  ride  on  the  bumpers 
and  watch  the  skies  in  back  of  the  car.  If 
we  saw  something,  we  would  leave  the 
car  and  run  into  the  woods  until  it  dis- 
appeared,” he  said. 


Deciding  on  medicine 

As  a young  man,  Dr.  Greissinger  en- 
tered the  University  of  Freiburg  to 
study  philosophy,  and  he  studied  under 
the  existentialist  philosopher  Martin 
Heidegger.  “When  I first  started  at  the 
university,  I wasn’t  thinking  of  medi- 
cine as  a career,”  Dr.  Greissinger  said, 
“but  after  a year’s  study  there,  I de- 
cided I wanted  to  be  a physician.  I 
moved  back  home  to  study  medicine  at 
the  University  of  Erlangen.” 

At  the  university  Dr.  Greissinger  saw 
an  advertisement  posted  at  the  medical 
school,  publicizing  a Fulbright  Scholar- 
ship for  study  in  the  United  States.  He 
applied  and  won,  but  later  was  notified 
that  the  scholarship  was  not  given  to 
medical  students.  “The  next  year  I saw 
an  announcement,  again  on  the  medical 
school’s  bulletin  board,  for  the  same 
scholarship.  I thought,  ‘They  must 
have  changed  the  requirements.’  ” So 
he  applied  and  won  again.  “I  came  to 
the  United  States,  to  the  University  of 


6 Help  . 


Beginning  ' L"  ^ 4-1-86 

New  PMS  Medical  Economics 

Toll  Free  Line 

The  Pennsylvania  Medical  Society  expands 
its  service  to  members  by  providing  a toll 
free  medical  economics  help  line.  It’s  your 
direct  line  to  special  PMS  staff  ready  to  help 
you  with  your  questions  on  billing, 
reimbursement,  utilization  or  policy  issues 
about  Blue  Cross/Blue  Shield,  Medicare, 
Medical  Assistance,  or  commercial  insurers. 


Call  1-800-228-7823 

Monday  through  Friday  8 a.  m.  to  12  noon, 
and  1 p.m.  to  4 p.m. 

PMS  Help  Line— Just  A Call  Away 
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Colorado  at  Boulder.  When  I arrived 
here  and  they  found  out  I was  a medical 
student,  it  was  the  same  story  as  the 
year  before.  They  told  me  the  scholar- 
ship was  not  for  medical  students. 

“I  was  ready  to  return  to  Germany,” 
Dr.  Greissinger  said,  “but  they  found  a 
place  for  me  at  the  medical  school  in 
Denver.  So,  I spent  my  junior  year  of 
medical  school  at  the  University  of  Col- 
orado and  did  a clerkship  at  Mercy  Hos- 
pital in  Denver.  Then  I went  back  to 
Germany  to  finish  up.” 

After  earning  his  medical  degree,  he 
returned  to  the  United  States  for  in- 
ternship and  residency.  He  served  an  in- 
ternship at  St.  Joseph  Hospital  in  Ta- 
coma, Washington,  and  completed  a 
residency  in  family  practice  at  Moun- 
tain View  Hospital,  also  in  Tacoma. 

Pulled  toward  public  health 

Next,  Dr.  Greissinger  trained  in  the 
public  health  field.  He  completed  a resi- 
dency in  public  health  at  the  Pierce 
County  Health  Department  in  Wash- 
ington State,  and  went  on  to  receive  his 
master’s  degree  in  public  health  at  the 
School  of  Hygiene  and  Public  Health 
Administration  of  Johns  Hopkins  Uni- 
versity. “I  was  pulled  toward  the  public 
health  field  even  as  a boy,”  Dr.  Greis- 
singer  said.  “One  of  our  neighbors  was 
a public  health  officer  for  our  county 
and  I was  very  impressed  with  the  way 
he  would  make  his  rounds  on  a bicycle.” 


DR.  GREISSINGER 


He  took  fellowship  in  epidemiology  at 
the  University  of  Washington  School  of 
Medicine  in  Seattle  before  accepting  an 
appointment  as  commissioner  of  health 
of  Youngstown,  Ohio.  “When  I finished 
at  the  University  of  Washington,  I felt 
it  was  time  to  settle  down.  I chose 
Youngstown  because  it  was  a medium- 
sized city,  and  it  was  close  to  the  Uni- 
versity of  Pittsburgh  School  of  Public 
Health,  which  meant  I could  do  some 
teaching,  which  I like.”  He  is  currently 
adjunct  associate  professor  of  public 
health  at  the  university. 

From  Youngstown,  Dr.  Greissinger 
went  on  to  hold  several  positions  in  the 
Allegheny  County  Department  of 
Health  before  deciding  to  go  into  pri- 


Family physicians  plan  convention 


The  38th  Annual  Convention  and  Sci- 
entific Assembly  of  the  Pennsylvania 
Academy  of  Family  Physicians  will  fea- 
ture clinical  sessions  in  pediatrics,  gas- 
troenterology, office  orthopedics,  and 
medicine,  as  well  as  a business  meeting 
and  special  guest  speakers.  The  conven- 
tion will  be  held  May  14-18,  1986,  at  the 
Mount  Airy  Lodge,  Mount  Pocono. 

Scientific  sessions  will  be  held  Thurs- 
day, May  15  through  Sunday,  May  18. 
Programs  in  pediatrics  will  include  “Ju- 
venile Delinquency,”  “Child  Abuse,” 
“Fever-Heated  Controversy  About  Hot 
Kids,”  and  an  immunization  update. 
Topics  in  gastroenterology  will  be 
“Community  Parasitic  Diseases,”  “A 
Simple  Approach  to  Hepatitis  Serolo- 
gies,” “Gas,  Bloating,  and  Flatulence,” 
and  “Eating  Disorders.” 

The  session  on  orthopedics  will  fea- 


ture the  “Chronic  Pain  Patient  in  the 
Hands  of  the  Family  Physician,”  “Joint 
Replacements— Who  Needs  Them?” 
“Trigger  Point  Syndromes,”  and  “Foot 
Care  for  the  Elderly.”  Sessions  in  medi- 
cine will  include  “The  Family  Physi- 
cian’s Role  in  Acute  Myocardial  Infarc- 
tion,” “How  to  Evaluate  the  Easily 
Bruised  Patient,”  and  the  Intrarelation- 
ship of  Stress  and  Cardiac  Arry- 
hythmias.” 

Two  special  workshops,  one  of  “Of- 
fice EKG,”  and  one  on  “Sports  Medi- 
cine,” also  will  be  offered. 

The  following  presentations  will  be 
given  at  the  business  meeting:  “PMS 
on  the  Move,”  by  R.  Robert  Tyson, 
MD,  president  elect  of  the  Pennsylva- 
nia Medical  Society;  “The  Future  of 
Family  Practice,”  by  Paul  C.  Brucker, 
MD,  chairman  of  the  department  of 


vate  family  practice  in  the  Pittsburgh 
area.  “Most  public  health  officials  prac- 
tice first  and  later  go  into  public 
health,”  Dr.  Greissinger  said.  “I  did  the 
opposite— I was  a public  health  officer 
first,  then  went  into  private  practice.” 

Increasing  involvement 

It  was  in  1976,  when  Dr.  Greissinger 
began  to  practice  family  medicine  full 
time,  that  he  increased  his  involvement 
with  organized  medicine.  He  became 
outraged  at  the  Medical  Assistance  re- 
imbursement schedule,  which  he  felt 
was  unfair.  “I  feel  a physician  should  be 
reimbursed  a fair  dollar  for  a fair  ser- 
vice,” he  said.  “I  think  one  of  the  great 
issues  in  health  care  is  unequal  reim- 
bursement for  services.  For  example,  it 
is  unfair  that  when  a patient  has  a pro- 
cedure done  in  a hospital,  the  hospital  is 
reimbursed  a technical  fee  and  a profes- 
sional fee  while  the  physician  who  does 
the  same  procedure  in  his  office  is  given 
only  the  professional  fee.  The  physician 
had  the  expense  of  purchasing  the 
equipment,  and  has  the  expense  to 
maintain  it  the  same  as  the  hospital.” 

He  aired  his  feelings  about  the  reim- 
bursement schedule  first  at  the  county 
and  then  at  the  state  level:  “I  was 
known  about  that  time  for  my  straight- 
forward letters.  I was  very  vocal  on  this 
issue,”  Dr.  Greissinger  said.  He  soon 
found  himself  on  a subcommittee  of  the 
State  Society’s  Council  on  Medical  Eco- 
nomics, set  up  to  study  Medicaid  reim- 
bursement. 

The  Society’s  Board  of  Trustees  then 


family  medicine  at  Jefferson  Medical 
Center;  and  “AAFP  is  Alive  and  Well,” 
by  Charles  A.  Worley,  MD,  vice  presi- 
dent of  the  American  Academy . 

A special  guest  will  speak  at  dinner 
on  May  15.  Sanford  A Marcus,  MD, 
president  of  the  Union  of  American 
Physicians  and  Dentists,  will  give  the 
address,  “A  Selective  Recession  for  the 
Medical  Profession.”  Dr.  Marcus,  a sur- 
geon from  Daly  City,  California,  will  dis- 
cuss ways  physicians  can  fend  off  objec- 
tionable changes  through  trade  unions. 

Jeffrey  J.  Danzis,  DO,  Chalfont,  will 
be  installed  as  president  of  the  academy 
during  the  meeting,  succeeding  Eugene 
G.  Stec,  MD,  Dalton. 

Recreational  activities  available  at 
Mount  Airy  Lodge  include  golf,  tennis, 
swimming,  boating,  waterskiing,  horse- 
back riding,  hiking,  and  jogging. 
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West  Park  Hospital 

Ford  Road  & Fairmount  Park 
Philadelphia  Pa. 

Sunday,  May  18, 1986 
7:45  am  to  4:00  pm 

Limited  Seating 

Reservation  by  Friday,  May  9,  1 986 

Ninth  Annual 


Sariel  G.  G.  Ablaza,  M.D.  Surgical  Treatment  of  Mitral  Valve  Disease 
LambertO  G.  Bentivoglio,  M.D.  Multi-Vessel  Coronary  Angioplasty 
Jerome  A.  Boscia,  M.D.  Therapeutic  Strategies  in  Bacterial  Endocarditis 
Gaetano  Capone,  M.D.  Perspectives  on  the  Newer  Inotropic  Agents 
W.  Jay  Eldredge,  M.D.  Cine  CT  Scanning  in  Congenital  Heart  Disease 

Peter  R.  Kowey,  M.D.  Prophylactic  Antiarrhythmic  Therapy  in  Acute 
Myocardial  Infarction 

Louis  Leo,  M.D.  Doppler  Echocardiography:  Recent  Advances 
John  C.  McGiff,  M.D.  New  Therapeutic  Approaches  in  Hypertension 
Steven  G.  Meister,  M.D.  New  Approaches  to  Coronary  Thrombolysis 
Scott  R.  Spietman,  M.D.  Holter  and  Electrophysiologic  Predictors  of 
Sudden  Death 

Joseph  F.  Uricchio,  M.D.  The  Internal  Mammary  Artery:  The  Ideal  Coronary 
Bypass  Graft 

Nelson  M.  Wolf,  M.D.  Heart  Failure  with  Normal  Systolic  Function 


No  Charge  Presented  in  cooperation  with  Medical  College  of  Pennsylvania. 

As  an  organization  accredited  for  continuing  medical  education,  The  Medical  College  of  Pennsylvania  certifies  that 
this  continuing  medical  education  activity  meets  the  criteria  for  6 credit  hours  in  category  I of  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical  Association.  For  more  information  call:  578-3426 


newsfronts 

recommended  he  be  appointed  as  repre- 
sentative to  the  federally  mandated 
Medical  Assistance  Advisory  Commit- 
tee (MAAC).  Dr.  Greissinger  was 
named  chairman  of  the  medical  sub- 
committee of  the  MAAC.  He  also  was 
appointed  chairman  of  the  Society’s 
Committee  on  Medicaid  Reimburse- 
ment. Working  within  these  groups,  Dr. 
Greissinger  last  year  helped  negotiate  a 
new  fee  schedule  raising  Medicaid  reim- 
bursements to  physicians  from  20%  to 
50%  of  average  usual  charges  in  April. 
In  September,  the  groups  negotiated  an 
increase  in  reimbursements  from  50% 

PAOO  honors  Dr.  Davison 

The  Pennsylvania  Academy  of  Oph- 
thalmology and  Otolaryngology 
(PAOO)  will  meet  June  5-8,  1986,  at  the 
Hotel  Hershey,  Hershey.  The  meeting 
will  feature  a symposium  on  advances 
in  oculoplastic  surgery,  which  will  cover 
procedures  of  interest  to  both  specialty 
groups. 

The  academy  will  honor  Francis  Davi- 
son, MD,  former  director  of  otolaryn- 
gology at  Geisinger  Medical  Center.  Dr. 
Davison  has  spent  over  fifty  years  in 
his  field. 

All  physicians  are  invited  to  the  meet- 
ing and  will  qualify  for  15  Category  1 
credits  by  attending  the  scientific  pro- 
gram. In  addition  to  the  symposium,  75 
papers  on  a variety  of  subjects  will  be 
presented. 

Academy  president  Donald  P.  Vra- 
beck,  MD,  an  otolaryngologist  from 
Danville,  will  lead  the  session.  Edward 
A.  Jaeger,  MD,  an  ophthalmologist 
from  Philadelphia  and  president  of  the 
academy’s  Ophthalmology  Council,  will 
be  installed  as  president. 

The  academy  has  scheduled  extracur- 


to  70%  of  usual  charges  for  physicians’ 
office  visits. 

After  becoming  involved  in  the  Med- 
icaid negotiations,  Dr.  Greissinger  has 
been  active  in  the  Pennsylvania  Medi- 
cal Care  Foundation,  serving  as  presi- 
dent in  1984-1985. 

Changing  views 

“My  feelings  about  organized  medi- 
cine have  changed  since  I became  in- 
volved,’’ Dr.  Greissinger  admitted.  “I 
now  think  that  organized  medicine  can 
change  the  delivery  of  medicine.  I think 
we  can  become  an  organization  that  an- 
ticipates changes,  and  as  such,  we  can 
be  a very  important  force  in  making 


at  June  meeting 


DR.  DAVISON 


ricular  events  for  the  entire  family,  in- 
cluding a fashion  show,  golf,  swimming, 
and  horseback  riding.  For  more  infor- 
mation about  the  meeting,  contact  Al- 
fred K.  Walter,  Executive  Director, 
PAOO,  Box  1325,  Reading,  PA  19603. 


Training  sessions  in  May,  June 


Society-endorsed  workshops  on  how 
to  be  a better  receptionist,  and  how  to 
improve  collections  are  currently  being 
offered  by  Practice  Productivity,  Inc. 

The  half-day  seminar  for  reception- 
ists will  include  topics  such  as  the  han- 
dling of  patients,  telephone  skills,  and 
the  role  of  the  receptionist.  The  other 
half-day  workshop  on  collection  proce- 
dures will  include  discussion  on  estab- 
lishing an  office  routine,  improving  of- 
fice insurance  systems,  handling  unique 
collection  problems,  and  using  effective 
follow-up  techniques. 


Dates  and  locations  for  both  semi- 
nars are  as  follows: 

May  27  State  College 

May  28  Altoona 

May  29  Pittsburgh 

May  30  Erie 

June  3 Wilkes-Barre 

June  4 Allentown 

June  5 Harrisburg 

June  6 Philadelphia 

More  information  and  registration 
materials  can  be  obtained  by  calling 
Practice  Productivity’s  toll  free  num- 
ber, 1-800-241-6228. 


changes  for  the  better. 

“If  we  look  at  the  Oath  of  Hippocra- 
tes and  analyze  it  line  by  line,  we  have  a 
guide  that  shows  us  what  medicine  is  all 
about  and  how  it  should  be  practiced. 

“As  physicians  in  organized  medi- 
cine, we  should  never  forget  the  human 
approach,”  he  continued.  “One  of  the 
biggest  issues  medicine  faces  is  the  de- 
humanization of  medicine.  We  must 
keep  the  human  element  in  the  forefront 
of  economic  and  political  issues.  My  fa- 
ther had  a great  influence  on  my  philos- 
ophy of  medicine,”  Dr.  Greissinger  said, 
explaining  that  his  father  impressed  on 
him  the  need  to  treat  all  patients 
equally. 

Dr.  Greissinger  also  pointed  out  the 
importance  of  physicians’  involvement 
and  communication  with  government 
and  other  groups.  “We  need  to  have 
more  physicians  in  policy-making 
bodies  on  the  state  and  national  levels,” 
he  said.  “We  all  must  get  involved— we 
can  no  longer  play  a passive  roll  in  deci- 
sions affecting  health  care. 

“I  am  concerned  that  we  keep  our  mo- 
mentum going  with  the  state  Depart- 
ment of  Public  Welfare.  We  have  estab- 
lished an  excellent  relationship  over  the 
past  few  years,  and  I want  to  see  that  it 
is  maintained.  I am  a strong  believer 
that  negotiation  rather  than  confronta- 
tion will  bring  a solution  to  our  prob- 
lems, and  we  may  be  able  to  establish 
relationships  with  other  groups  to  work 
out  problems,”  Dr.  Greissinger  said.  “If 
we  can  get  together  with  others  in  labor 
and  industry,  we  can  discuss  our  ideas, 
and  air  our  views.  I see  this  as  a posi- 
tive way  to  effect  changes.” 

Family  affair 

Dr.  Greissinger  met  his  wife,  Terri, 
during  his  term  at  the  University  of 
Colorado,  and  they  were  married  when 
he  completed  medical  school.  “My  wife 
has  her  bachelor’s  degree  in  biology  and 
she  works  at  our  two  offices,”  said  Dr. 
Greissinger.  They  currently  are  com- 
pleting a remodeling  project:  “We 
needed  a new  site  for  our  Pittsburgh  of- 
fice, and  while  we  were  looking,  we 
found  an  old  church  that  had  been  va- 
cant. It  was  a Lutheran  church  from 
1853,  and  was  scheduled  for  demoli- 
tion.” The  Greissingers  bought  the 
church  and  are  in  the  process  of  turning 
it  into  medical  offices.  “We  are  main- 
taining the  basic  structure  of  the 
church,”  Dr.  Greissinger  said. 

The  Greissingers  have  five  children, 
three  daughters  and  two  sons.  They  live 
in  Sewickley. 
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R Business  people  all  over  Pennsylvania  are 
pushing  their  way  to  the  top.  With  Cellular  One 
car  phones. 

Because  a Cellular  One  car  phone  makes 
it  easy  to  stay  in  touch  with  clients  and  new 
business  prospects.  It  makes  it  easy  to  stay  up  on  what’s 
happening  back  at  the  office,  whether  business  takes 
you  to  Lehigh  Valley,  Northeast  Pennsylvania  or  Central 
Pennsylvania.  And  over  80  other  cities  nationwide, 
from  New  York  to  Los  Angeles. 

And  it  lets  you  do  it  all  for  a lot  less  than  you 


might  think. 

All  of  which  makes  Cellular  One  the  easiest, 
and  most  practical  way  to  stay  miles  ahead  of  the 
competition. 

So  visit  a Cellular  One  dealer  today.  And  find  out 
how  a Cellular  One  car  phone  can  help  give  your  career 
a nice  little  push. 

CELLULAR  ONE® 

Nothing  Else  Says  Success  So  Clearly 


LEHIGH  VALLEY : Commerce  Plaza,  5100  Tilghman  Street,  Allentown,  PA  18104,  398-9820 
NORTHEAST  PA:  200  Mundy  Street,  Wilkes-Barre,  PA  18702, 825-CELL 
HARRISBURG,  PA:  500  Nationwide  Drive,  Harrisburg,  PA  17110,  545-CELL 
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Philosophy  and  financing  of  organ  transplants 


J.C.  West,  MD 
S.E.  Kelley 

We  currently  are  living  in  a world 
where  rapid  death  is  the  ultimate 
economy  in  health  care;  where  technical 
ability  (surgical  or  medical)  far  out- 
strips payment  ability;  and,  where  “so- 
ciety has  an  ethical  obligation  to  ensure 
equitable  access  to  an  adequate  level  of 
health  care  for  all  without  excessive 
burdens”  (President’s  Commission  for 
the  Study  of  Ethical  Problems  in  Medi- 
cine). 

How  much  health  care  does  society 
want?  How  much  is  society  willing  to 
spend  for  health  care?  Health  mainte- 
nance organizations  (HMOs)  and  diag- 
nosis related  groups  (DRGs)  have  been 
developed  and  promoted  as  a means  for 
cost  containment.  Geisinger  Medical 
Center’s  HMO  (Geisinger  Health  Plan) 
has  been  in  effect  since  its  inception  in 
May,  1972,  as  the  first  rural  HMO  in  the 
United  States.  DRGs  have  been  in  ef- 
fect at  Geisinger  Medical  Center  since 
July  1984,  and  while  kidney  transplan- 
tation has  been  assigned  a DRG  num- 
ber, institutions  are  still  reimbursed  for 
this  procedure  on  the  basis  of  cost.  In 
no  area  of  medicine  are  the  issues 
brought  into  sharper  focus  than  in 
transplantation— the  pinnacle  of  man’s 
perennial  quest  for  life.' 2 

Historical  perspective 
Organ  transplantation  has  been  de- 
scribed by  some  as  the  ultimate  fantasy 
expressing  human  yearning  for  longev- 
ity, and  for  this  reason  through  the  ages 
it  has  passed  through  what  has  been  de- 
scribed by  some  historians  as  a “mytho- 
logical period.” 

In  the  Chinese  literature,  in  the  sec- 
ond century  B.C.,  Pien  Ch’iao  was  re- 
ported to  have  successfully  exchanged 
the  hearts  of  two  patients,  painlessly  no 
less!  Hua  T’o  reportedly  transplanted 
the  heart  in  A.D.  190  using  a general 
anesthetic  called  Ma-Fei-San,  dissolved 
in  urine. 

Cosmos  and  Damian,  patron  saints  of 
medicine  who  flourished  under  the  em- 
peror Diocletian  (A.D.  285-305),  report- 
edly transplanted  the  leg  from  a de- 
ceased Moor  onto  a church  sacristan 
who  reportedly  had  lost  his  diseased  leg 
to  gangrene;  they  subsequently  were 


P.  Campbell,  RN 
B.  Burns-Morrison,  RN 

persecuted  by  Diocletian’s  proconsul  in 
Arabia  and  beheaded  at  Cyrus  in  Syria. 
Eventually  they  were  canonized  by 
Pope  John  XV  in  the  tenth  century 
A.D. 

The  evolution  of  organ  transplanta- 
tion from  these  rather  uncertain  begin- 
nings shows  a remarkable  progression 
from  experimental  to  therapeutic  trans- 
plantation in  the  20th  Century. 

Magnitude  and  cost 

In  1983  it  was  estimated  in  the 
United  States  alone  that  there  were 
5,500  kidney  transplants  performed, 
172  heart  transplants,  37  heart-lung 
transplants,  and  163  liver  transplants. 
The  End  Stage  Renal  Disease  Program 
had  a projected  cost  of  $135  million  at 
its  inception  in  1972,  but  the  actual 
costs  were  $241  million.  It  was  esti- 
mated that  in  1983  the  End  Stage  Re- 
nal Disease  Program  covered  70,000  pa- 
tients at  a cost  of  $2  billion. 

On  any  given  day  it  is  estimated  that 
70  or  more  children  await  liver  trans- 
plantation at  the  University  of  Pitts- 
burgh, that  approximately  14,000  pa- 
tients per  year  need  heart  transplants, 
that  4,000  to  5,000  patients  per  year 
need  liver  transplants,  and  that  there 
are  approximately  7,000  persons  cur- 
rently awaiting  kidney  transplantation. 

Organ  donation 

In  states  where  the  information  is 
available,  1.7  percent  to  60  percent  (Col- 
orado) of  drivers  were  designated  as  do- 
nors. As  a result  of  a Uniform  Anatomi- 
cal Gift  Act  (UAGA)  in  1968,  guidance 
was  provided  to  states  to  standardize 
and  simplify  their  laws  dealing  with  an- 


The  authors  are  associated  with  the  trans- 
plant section  of  the  department  of  surgery  at 
Geisinger  Medical  Center,  Danville.  Dr.  West 
is  chief  of  the  section.  Kelley  is  a transplant 
specialist,  and  Campbell  and  Burns-Morrison 
are  transplant  nurse  coordinators.  Zimmer- 
man is  assistant  administrative  director. 
This  paper  was  presented  as  testimony  be- 
fore the  Pennsylvania  Senate's  Public  Health 
and  Welfare  Committee  at  its  hearing  on  or- 
gan transplants  (November  13,  1985). 


K.A.  Zimmerman 

atomical  gifts.  The  UAGA  was  de- 
signed to  match  the  supply  of  donor  or- 
gans with  the  demand  (this  has  not 
been  successful). 

Forty-four  states  (88  percent)  with 
the  exception  of  Delaware,  Florida,  Ha- 
waii, Nebraska,  Nevada,  and  Pennsyl- 
vania have  a provision  on  the  perma- 
nent driver’s  license  for  organ  donation. 
The  organ  donor  card  is  an  educational 
tool  which  has  been  distributed  by  state 
agencies  (such  as  organ  procurement 
programs,  hospitals,  and  the  National 
Kidney  Foundation).  Generally  speak- 
ing, next  of  kin  are  always  notified  to: 
1)  avoid  legal  disputes,  2)  because  it  is 
felt  to  be  morally  wrong  to  ignore  the 
objectives  of  survivors,  and  3)  because 
of  bad  publicity  related  to  lack  of  notifi- 
cation of  next  of  kin. 

It  is  estimated  that  there  are  10,000 
to  20,000  brain  dead  potential  donors 
per  year  in  the  United  States  of  whom 
only  2,000  are  effectively  used  for  organ 
donation  purposes.  This  raises  the  ques- 
tion regarding  the  method  of  donor  card 
distribution  and  the  overall  effective- 
ness of  the  donor  card  itself,  and  further 
raises  the  question  of  the  doctrine  of 
“presumed  consent.” 

Renal  transplantation 

Although  the  first  human  cadaveric 
kidney  transplant  (1958)  offered  a faint 
glimmer  of  hope  for  the  otherwise  perni- 
cious outcome  of  existing  therapies  for 
irreversible  kidney  failure  (ESRD),  it 
has  taken  many  years  to  achieve  sur- 
vival of  the  majority  of  transplanted 
patients  beyond  one  year  (not  to  men- 
tion successful  maintenance  of  kidney 
transplant  function).  Current  results  of 
kidney  transplantation,  on  average, 
would  show  patient  survival  to  be  95% 
and  transplant  survival  (graft  function) 
to  be  70-75%.  In  a recent  study  80%  of 
kidney  transplant  recipients  were  able 
to  function  at  nearly  normal  levels  com- 
pared with  approximately  52%  of  dialy- 
sis patients;  75%  of  transplant  recipi- 
ents were  able  to  work  compared  with 
40%  of  hemodialysis  patients;  and  on 
three  subjective  measures  (life  satisfac- 
tion, well-being,  and  psychological  ef- 
fect) transplant  recipients  were  judged 
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The  Comprehensive  Headache  Center 

at  The  Germantown  Hospital  and  Medical  Center  in  cooperation  with 
Temple  University  School  of  Medicine,  Department  of  Neurology 
Presents 


/ Second  Annual— 

/ A HEADACHE  SYMPOSIUM 

/ ‘ 


New  Advances  In  Headache  Treatment 


Moderator:  Elliott  A.  Schulman,  M.D. 

Attending  Neurologist  and  Co-Director  of  The 
Comprehensive  Headache  Center 
The  Germantown  Hospital  and  Medical  Center 
Assistant  Professor  of  Neurology,  Temple  University 


Saturday,  May  10,  1986  9A.M.-3:30P.M. 
at  The  Germantown  Hospital  and  Medical  Center 

One  Penn  Boulevard,  Philadelphia,  Pa. 

(adjacent  to  LaSalle  University  at  the  intersection 
of  Wister  Street,  Chew  and  Olney  Avenues) 


Featured  Speakers  and  Topics: 


Introduction  and  Welcoming  Remarks 

Wallace  McCune,  M.D. 

Professor  of  Medicine 
Temple  University  School  of  Medicine 
Chairman,  Department  of  Medicine 
The  Germantown  Hospital  and  Medical  Center 

New  Concepts  in  the  Treatment  of  Migraine 

Stephen  D.  Silberstein,  M.D. 

Chief,  Neurology  Section  & Co-Director 
The  Comprehensive  Headache  Center 
Associate  Professor  of  Neurology,  Temple  University 

Analgesic  Rebound  and  Chronic 
Muscle  Contraction  Headache 

Alan  Rapoport,  M.D. 

Co-Director,  The  New  England 

Center  for  Headache,  Cos  Cob,  Connecticut 

Additional  Participants  will  include: 

Ronald  S.  Kaiser,  Ph.D.,  Clinical  Psychologist  and  Co-Director,  The  Comprehensive  Headache  Center; 
Assistant  Professor  of  Psychology,  Hahnemann  University. 

Gregory  J.  Tramuta,  M.D.,  Psychiatrist  and  Co-Director,  The  Comprehensive  Headache  Center;  Clinical 
Assistant  Professor  of  Psychiatry,  Temple  University. 

Joseph  P.  Primavera  III,  Staff  Psychologist  and  Co-Director,  The  Comprehensive  Headache  Center;  Vocational 
Services  Director  of  The  Rehabilitation  Diagnostic  Center,  The  Germantown  Hospital  and  Medical  Center. 


Cluster  Headache 

Lee  Kudrow,  M.D. 

Director,  California  Medical  Clinic 
for  Headache 
Encino,  California 


Post  Traumatic  Headaches 

Joel  Saper,  M.D. 

Director,  Michigan  Headache  and 
Neurological  Institute,  P.C. 

Clinical  Associate  Professor  of 
Medicine  (Neurology) 

University  of  Michigan 
Ann  Arbor,  Michigan 


A roundtable  discussion  will  include  controversial 
topics  in  headache  management  and  difficult  cases. 

* Plan  to  bring  your  difficult  cases  for  discussion. 


Credit: 


4.5  credit  hours  in  Category  I credit 
provided  it  is  completed  as  designed. 
A.A.F.P.  prescribed  credits. 

AOA  credit. 


Registration  Fee: 

$1 5.00  includes  coffee  breaks,  lunch  and 
registration  material. 

Please  make  checks  payable  to 

The  Germantown  Hospital  and  Medical  Center 

and  send  by  May  1 , 1 986  to; 

The  Comprehensive  Headache  Center 

The  Germantown  Hospital  and  Medical  Center 
One  Penn  Boulevard  Philadelphia,  PA  19144 


In  ten  yearsvour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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Lester R.  Wilson.  Jr.,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza 
5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 

Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr. 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 


Sidney  B.  Elston,  Jr. 

1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-9900 

Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic 
Suite  212,  ManorOakTwo,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


of  the  information  you  need 


Advances  in  medicine  are  rapid,  and  keeping  pace 
poses  quite  a challenge.  Yet,  access  to  and 
understanding  of  current  knowledge  on  therapies 
and  medications  are  absolutely  necessary  to 
function  in  today's  competitive  environment. 

Searle  professional  medical  sales  representatives, 
like  Annemarie  Hahn  of  Philadelphia,  Pennsylvania, 
serve  you  in  this  effort.  They  represent  a line  of 
trusted  products  as  well  as  a source  of  vital, 


up-to-date  information  required  by  your  medical 
practice. 

When  you  have  a question  about  the  latest 
pharmaceutical  developments  relating  to  Searle 
products,  call  your  Searle  professional  medical 
sales  representative  for  the  information  you  need, 
when  you  need  it. 

The  physicians  of  Pennsylvania  and  Searle — 
a union  of  caring,  a future  of  promise. 


Of  g"  Searle  Pharmaceuticals  Inc. 
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as  having  a higher  quality  of  life  than 
patients  on  dialysis.  Transplant  pa- 
tients actually  compared  favorably 
with  the  general  population.  ’ One  must 
always  bear  in  mind  the  differences  be- 
tween patients  eligible  for  transplanta- 
tion and  the  larger  dialysis  population, 
including  dialysis  time  before  trans- 
plantation (giving  dialysis  credit  for 
keeping  patients  alive  until  the  time  of 
transplantation). 

Some  studies  have  shown  “no  signifi- 
cant difference  in  survival  between 
treatment  by  dialysis  and  by  cadaveric 
transplantation”4  (prior  to  the  advent 
of  cyclosporine).  If  true,  selection  of  pa- 
tients for  hemodialysis  or  transplanta- 
tion should  be  based  on  the  patient’s 
own  preference,  lifestyle,  ability  to  be 
responsible  for  his  or  her  own  treat- 
ment, economic  situation  (whether  the 
patient  is  working  or  not),  and  the  pa- 
tient’s own  hopes  and  expectations  in- 
cluding family  and  social  responsibili- 
ties. 

Other  studies  have  shown  that  the 
population  receiving  hemodialysis  was 
subject  to  a nearly  constant  death  rate 
whereas  rates  of  graft  retention  (trans- 
plant success)  have  shown  progressive 
and  substantial  increases.*  This  is  not 
to  argue  against  dialysis  as  a form  of 
therapy,  since  the  majority  of  patients 
with  ESRD  are  ineligible  for  transplan- 
tation anyway  (due  to  advanced  age; 
comorbid  conditions  such  as  cardiac, 
pulmonary,  or  malignant  conditions; 
congenital  anomalies,  etc.).  “It  is  no 
surprise  that  successful  transplanta- 
tion restores  almost  a normal  life.  If  one 
knew  that  transplantation  would  be 
successful  many  more  would  be  done- 
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perhaps.”  (HCFA  data  of  1983  show 
that  of  69,403  patients  on  some  form  of 
dialysis,  only  7,176  were  awaiting 
transplant;  even  if  the  percent  of  pa- 
tients awaiting  transplantation  dou- 
bled, only  20  percent  of  dialysis  pa- 
tients would  be  in  the  transplant 
recipient  pool.  These  figures  are  unre- 
lated to  the  lack  of  potential  organs 
available,  mentioned  above).6 

We  have,  to  this  point,  addressed 
“successful”  dialysis  and  transplanta- 
tion. What  becomes  of  the  failed  renal 
transplant  recipient?  In  the  same  major 
study  on  quality  of  life  assessments, 
failed  transplants  fared  far  worse  than 
those  on  hemodialysis  or  with  a success- 
ful transplant— a diminished  quality  of 
life  is  a significant  risk  for  a period  of 
time.  The  majority  of  patients  receiving 
failed  transplants  c entually  elected  to 
undergo  a second  or  third  transplant. 
There  is  a definite  cost  penalty  for  such 
failures— a 1984  Rand  study  showed 
an  average  kidney  transplant  cost  of 
$20,940  for  successful  renal  transplan- 
tation, and  $45,000  for  transplants  lost 
to  rejection,  thus  implying  a need  for 
careful  selection  of  patients  in  the  hopes 
of  obviating  transplant  losses  (and  or- 
gan wastage). 

Renal  transplantation  at  Geisinger 

Finally,  what  specifically  can  be  said 
of  Geisinger  Medical  Center’s  program 
in  renal  transplantation?  Since  April 
1981  we  have  performed  103  kidney 
transplants,  the  last  58  using  cyclo- 
sporine immunosuppression  to  prevent 
rejection.  The  patients  have  been  re- 
ferred from  27  counties  in  Pennsylva- 
nia, have  not  been  foreign  nationals  (a 
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controversial  area  these  days).  The  pa- 
tients ranged  in  age  from  two  years  old 
to  65  years  old,  and  the  center  has 
achieved  a success  rate  in  keeping  with 
(or  better  than)  the  national  average. 

Viewed  financially,  26%  of  our  pa- 
tients qualify  for  Medicaid,  51%  have 
major  medical  coverage  (sometimes  not 
of  sufficient  proportion  to  cover  in- 
curred expenses),  and  23%  have 
“other”  coverage  (no  insurance,  VA  in- 
surance, or  individual  responsibility  for 
payments).  12  of  our  last  52  patients 
who  received  transplantation  since  in- 
stitution of  cyclosporine  did  not  have 
sufficient  insurance  coverage,  can  not 
afford  out-of-pocket  payment,  and  do 
not  qualify  for  the  State  Renal  Program 
(which  doesn’t  fund  cyclosporine  any- 
way). Their  accrued  indebtedness  for 
cyclosporine  alone  is  $15,710.43,  a mat- 
ter of  no  small  concern.  Such  indebted- 
ness may  further  restrict  us  in  our  ap- 
plication of  transplant  technology;  it 
may  force  us  to  “select  out”  that  pa- 
tient population  unable  to  pay  for  this 
proven,  yet  costly  drug. 

The  average  cost  of  maintenance  he- 
modialysis at  Geisinger  Medical  Center 
is  $49,140  per  patient  per  year,  while  for 
all  transplants  the  average  cost  is 
$21,700  per  year  (the  cost  for  successful 
transplantation  is  $20,395  and  the  cal- 
culated cost  for  failed  transplants  is 
$31,035). 

Summary 

Attempts  have  been  made  (and  are 
ongoing)  at  federal,  state,  and  local  lev- 
els to  establish  guidelines  for  legislation 
to  help  defray  the  seemingly  exorbitant 
cost  of  treating  patients  with  end  stage 
renal  disease.  It  is  hoped  these  efforts 
will  bear  fruit  in  the  near  future,  be- 
cause delay  may  mean  a death  sentence 
for  our  neighbors,  the  patients.  □ 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  fo  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS 

Drug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III). 
Psychic  dependence,  physical  dependence  and  toleronce  moy  develop  upon  repeated  administration  ot  narcot- 
ics, therefore,  VICODIN  should  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  of 
other  oral-narcotic-containing  medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control 
respiratory  rhythm,  and  may  produce  irregular  and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressont  effects  of  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  ol  head  injury,  other 
intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse 
reactions  which  moy  obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  ot  narcotics  may  obscure  the  diagnosis  or  clinical  course  of 
patients  with  acute  abdominal  conditions. 

PRECAUTIONS 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated  patients  and  those  with 
severe  impairment  ot  hepatic  or  renal  (unction,  hypothyroidism,  Addison's  disease,  prostatic  hypertrophy  or 
urethral  stricture 

Information  For  Patients:  VICODIN,  like  oil  narcotics,  may  impair  the  mental  and/or  physical  abilities  required  tor 
the  performance  of  potentially  hazardous  tasks  such  os  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised  when  VICODIN  is  used 
postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  of  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations  may  increase  the  effect  of  either  the  antide- 
pressant or  hydrocodone.  The  concurrent  use  ot  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus. 
Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
5725 


given  in  doses  700  times  the  human  dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women  VICODIN  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  lo  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  maternal 
opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  moy  result  in  some  degree  ot 
respiratory  depression  in  the  newborn,  especially  if  higher  doses  ore  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of  mental  ond  physical 
performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in  ambulatory  than  in  recum- 
bent patients.  Prolonged  administration  of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been  reported 
Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  of  the  pain  end  the 
response  ot  the  patient.  However,  tolerance  to  hydrocodone  can  develop  with  continued  use,  and  the  incidence  of  • 
untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may  be  repeated  at  four- 
hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  moy  be 
required.  Revised,  April  1982. 
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Physicians  volunteer  in  Olympics  program 

Fred  Laufer,  MD,  FAAFP 


Besides  being  involved  with  the  in- 
ternational Olympic  competition 
every  four  years,  the  U.S.  Olympic 
Committee  (USOC)  sponsors  and  sup- 
ports many  national  and  international 
athletic  events  all  through  the  ensuing 
years. 

Volunteer  physicians 

In  order  to  provide  adequate  medical 
care  for  the  athletes,  the  USOC  Sports 
Medicine  Division  has  established  the 
Volunteer  Physician  Program.  Through 
it,  adequate  physician  coverage  is  pro- 
vided at  the  Olympic  Training  Centers 
during  peak  summer  training  periods, 
and  a pool  of  physicians  is  developed  to 
cover  USOC-sponsored  competitions 
throughout  the  year. 

After  receiving  applications,  the 
USOC  Sports  Medicine  Division  selects 
physicians  and  athletic  trainers  to  work 
at  one  of  the  three  U.S.  Olympic  Train- 
ing Centers  for  a period  of  two  weeks. 
The  centers  are  located  at  Lake  Placid, 
NY,  Marquette,  MI,  and  Colorado 
Springs,  CO.  It  is  during  these  two 
weeks  that  the  physician’s  skills  and 
ability  to  work  effectively  and  reliably 
with  previously  unknown  athletes  and 
staff  during  18  hour  work  days  are  ob- 
served. Afterwards,  the  physician  is 
evaluated  for  continuation  in  the  pro- 


At  the  top,  the  national  fencing  team  practices.  Below,  left,  Dr.  Laufer  treats  a knee  in- 
jury, and  on  the  right,  the  ski  jump  is  dressed  for  summer  use  in  shingles  of  nylon  strips 
that  are  hosed  down  when  in  use. 


gram. 

The  physician  may  then  be  called 
upon  to  participate  in  higher  levels  of 
competition,  such  as  the  National 
Sports  Festival  or  World  University 
Games. 

Training  Center  at  Lake  Placid 
Lake  Placid,  the  site  of  the  1980  Win- 
ter Olympics  and  an  Olympic  Training 


Center  since  1982,  is  located  in  the  high 
peaks  region  of  the  Adirondack  Moun- 
tains. The  center  provides  room  and 
board  for  the  athletes,  as  well  as  train- 
ing facilities.  The  USOC  provides  a 
head  athletic  trainer  and  retains  two 
community  physicians  for  continuity  of 
care.  One  volunteer  physician,  along 
with  permanent  and  volunteer  athletic 


trainers,  provides  most,  if  not  all,  of  the 
medical  care  for  the  athletes  and  staff. 
If  emergency  facilities  or  hospitaliza- 
tion is  required,  the  volunteer  physician 
can  transfer  the  athlete  to  the  Placid 
Memorial  Hospital,  where  the  physician 
is  granted  temporary  privileges.  The 
physician  can  care  for  the  patient  in  the 
hospital,  or  more  likely,  one  of  the 
backup  physicians  from  the  community 


Table  1 

Injuries  and  Medical  Problems  Encountered 

is  called  in. 

U.S.  Olympic  Training  Center,  Lake  Placid,  NY 

July  4-19,  1985 

The  sports  medicine  clinic  is  open  for 
a minimum  of  8 hours  a day  from  8 a.m. 

Sport 

Medical 

Soft  Tissue 

Orthopedic 

Total 

until  5 p.m.,  or  later,  depending  on  team 

Boxing 

7 

16 

0 

23 

practice/competition  schedules.  Formal 

Track  & Field 

4 

22 

0 

26 

hours  have  been  established  for  a daily 

Fencing 

4 

13 

0 

17 

injury/illness  call,  when  athletes  can  be 

Rowing 

6 

19 

0 

25 

seen  by  the  physician  for  new  medical 

Canoe  & Kayak 

6 

7 

0 

13 

problems  or  for  follow-up.  The  athletic 

Ski  Jumping 

1 

13 

1 

15 

Luge 

11 

14 

0 

25 

Dr.  Laufer  is  a family  physician  in  private 

Figure  Skating 

0 

8 

0 

8 

practice  in  Allentown,  and  a member  of  the 

TOTAL: 

39  (25.7%) 

112  (73.6%) 

1 (0.7%) 

152 

American  College  of  Sports  Medicine. 
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In  Pennsylvania,  Theo-Dur  is 
the  only  oral  theophylline 
that  delivers  an  essentially 
equal  dose  every  hour. 

But  only  if  you  say  so. 
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The  only  zero-order  oral  theophylline. 


THEO-DUR 


(theophylline  anhydrous) 


Sustained 

Action 

Tablets 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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THEO-DUR 

(theophylline  anhydrous)  Sir 

Today’s  most  widely 
prescribed  bronchodilator. 

Description:  THEO-DUR  sustained  action  tablets  contain  anhydrous 
theophylline,  a bronchodilator,  in  a sustained  release  formulation 
(with  no  color  additives)  which  allows  a 12-hour  dosing  interval  for 
a majority  of  patients  and  a 24-hour  dosing  interval  for  selected 
patients 

Clinical  Pharmacology:  Theophylline  directly  relaxes  the  smooth 
muscle  of  the  bronchial  airways  and  pulmonary  blood  vessels,  thus 
acting  mainly  as  a bronchodilator  and  smooth  muscle  relaxant  The 
drug  also  produces  other  actions  typical  of  the  xanthine  derivatives: 
coronary  vasodilator,  cardiac  stimulant,  diuretic,  cerebral  stimulant, 
and  skeletal  muscle  stimulant.  The  actions  of  theophylline  may  be 
mediated  through  inhibition  of  phosphodiesterase  and  a resultant 
increase  in  intracellular  cyclic  AMP  Apparently,  no  development  of 
tolerance  occurs  with  chronic  use  of  theophylline 
Indications:  THEO-DUR  is  indicated  for  relief  and/or  prevention  of 
symptoms  of  bronchial  asthma  and  for  reversible  bronchospasm 
associated  with  chronic  bronchitis  and  emphysema 
Contraindications:  THEO-DUR  is  contraindicated  in  individuals  who 
have  shown  hypersensitivity  to  theophylline  or  any  of  the  tablet 
components 

Warnings:  Excessive  theophylline  doses  may  be  associated  with 
toxicity;  serum  theophylline  levels  should  be  monitored  to  insure 
maximum  benefit  with  minimum  risk  Incidence  of  toxicity  increases 
at  serum  levels  greater  than  20  mcg/ml  High  blood  levels  of 
theophylline  resulting  from  conventional  doses  are  correlated  with 
clinical  manifestation  of  toxicity  in  patients  with  lowered  body  plasma 
clearances,  patients  with  liver  dysfunction  or  chronic  obstructive  lung 
disease,  and  patients  who  are  older  than  55  years  of  age,  particularly 
males  There  are  often  no  early  signs  of  less  serious  theophylline 
toxicity  such  as  nausea  and  restlessness,  which  may  occur  in  up  to 
50%  of  patients  prior  to  onset  of  convulsions  Ventricular  arrhythmias 
or  seizures  may  be  the  first  signs  of  toxicity.  Many  patients  who  have 
higher  theophylline  levels  exhibit  tachycardia.  Theophylline  products 
may  worsen  pre-existing  arrhythmias. 

Precautions:  THEO-DUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR 
CRUSHED  Theophylline  should  not  be  administered  concurrently 
with  other  xanthine  medications  Use  with  caution  in  patients  with 
severe  cardiac  disease,  severe  hypoxemia,  hypertension, 
hyperthyroidism,  acute  myocardial  injury,  cor  pulmonale, 
congestive  heart  failure,  liver  disease,  in  the  elderly  (especially 
males)  and  in  neonates  In  particular,  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure 
Frequently,  such  patients  have  markedly  prolonged  theophylline 
serum  levels  with  theophylline  persisting  in  serum  for  long  periods 
following  discontinuation  of  the  drug  Use  theophylline  cautiously  in 
patients  with  history  of  peptic  ulcer  Theophylline  may  occasionally 
act  as  a local  irritant  to  the  G I tract  although  gastrointestinal 
symptoms  are  more  commonly  centrally  mediated  and  associated 
with  serum  drug  concentrations  over  20  mcg/ml 
Individuals  who  are  rapid  metabolizers  of  theophylline,  such  as  the 
young,  smokers,  and  some  non-smoking  adults,  may  not  be 
suitable  candidates  for  once-daily  dosing  These  individuals  will 
generally  need  to  be  dosed  at  12  hourly  or  sometimes  8 hourly 
intervals.  Such  patients  may  exhibit  symptoms  of  bronchospasm 
near  the  end  of  a dosing  interval,  or  may  have  wider  peak-to-trough 
differences  than  desired 

Usage  in  Pregnancy:  Animal  reproduction  studies  have  not  been 
conducted  with  theophylline  It  is  not  known  whether  theophylline 
can  cause  fetal  harm  when  administered  to  a pregnant  woman  or 
can  affect  reproduction  capacity  Xanthines  should  be  given  to  a 
pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  It  has  been  reported  that  theophylline  distributes 
readily  into  breast  milk  and  may  cause  adverse  effects  in  the  infant 
Caution  must  be  used  if  prescribing  xanthines  to  a mother  who  is 
nursing,  taking  into  account  the  risk-benefit  of  this  therapy 
Pediatric  Use:  Safety  and  effectiveness  of  THEO-DUR  administered 
every  24  hours  in  children  under  12  years  of  age,  and  every  12 
hours  in  children  under  6 years  of  age,  have  not  been  established 
Adverse  Reactions:  The  most  consistent  adverse  reactions  are 
usually  due  to  overdose  and  are 

Gastrointestinal:  nausea,  vomiting,  epigastric  pain,  hematemesis, 
diarrhea. 

Central  nervous  system  headaches,  irritability,  restlessness, 
insomnia,  reflex  hyperexcitability,  muscle  twitching,  clonic  and 
tonic  generalized  convulsions 

Cardiovascular:  palpitation,  tachycardia,  extrasystoles,  flushing, 
hypotension,  circulatory  failure,  ventricular  arrhythmias 
Respiratory:  tachypnea 

Renal  albuminuria,  increased  excretion  of  renal  tubular  and  red 
blood  cells,  potentiation  of  diuresis 
Others:  rash,  hyperglycemia  and  inappropriate  ADH  syndrome 
How  Supplied:  THEO-DUR  100  mg,  200  mg  and  300  mg  sustained 
action  tablets  are  available  in  bottles  of  100,  500, 1000  and  5000, 
and  in  unit  dose  packages  of  100 

Caution:  Federal  law  prohibits  dispensing  without  prescription 
For  full  prescribing  information,  see  package  insert 

Revised  12/83 

Key  Pharmaceuticals,  Inc. 
Miami,  Florida  33137 
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trainers  see  a large  number  of  soft  tis- 
sue injuries,  providing  treatment  as 
needed.  Injuries  that  are  more  compli- 
cated or  problems  outside  the  scope  of 
the  athletic  trainer  are  referred  to  the 
physician.  After  hours,  the  physician 
remains  on  call  for  emergencies. 

Although  the  physician  gets  no  day 
off  during  the  two  weeks,  there  is 
enough  time  between  clinic  hours  to  en- 
joy the  area,  watch  the  athletes  train, 
and  participate  in  the  various  sports.  In 
most  cases,  the  athletes  and  coaches  en- 
courage the  physician  to  try  their  sport. 
By  doing  so  the  physician  can  experi- 
ence first-hand  the  physical  and  psycho- 
logical stresses  placed  upon  the  athlete, 
as  well  as  get  to  know  the  athletes  bet- 
ter on  a personal  level. 

The  medical  facilities  and  equipment 
at  Lake  Placid  are  not  ultrasophistica- 
ted,  but  all  the  basic  tools  are  there  to 
provide  adequate  patient  care.  If  a phy- 
sician has  a reasonable  request  for  an 
instrument  or  medication,  every  effort 
is  made  to  obtain  it. 

Medical  problems  and  injuries 

During  the  period  of  July  4-19,  1985, 
a total  of  522  athletes  rotated  through 
the  training  center.  The  teams  present, 
with  the  number  of  athletes  in  each 
team  in  parentheses,  were:  boxing  (51), 
track  and  field  (231),  fencing  (53),  row- 
ing (37),  canoe  and  kayak  (42),  ski  jump- 
ing (42),  luge  (26)  and  figure  skating 
(40). 

A total  of  152  injuries  or  medical 
problems  were  encountered  during 
these  two  weeks.  As  described  by  Ho- 
cutt  and  Moody,1  they  will  be  divided 
for  this  discussion  into  three  categories: 
medical,  soft  tissue  and  orthopedic. 
These  diagnoses  were  made  after  thor- 
ough evaluation  and  follow-up. 

Medical  problems  were  those  not 
caused  by  training  or  competition.  This 
would  include  infections,  rashes,  men- 
strual problems,  anemia  and  vertigo. 

Soft  tissue  injuries  included  strains, 
sprains,  lacerations,  contusions,  con- 
cussions, tendonitis  and  bursitis. 

Orthopedic  injuries  included  frac- 
tures, dislocations  and  severe  ligament 
or  muscle  tears. 

Of  the  152  problems  encountered,  39 
(25.7%)  were  medical,  112  (73.6%)  were 
soft  tissue  and  one  (0.7%)  was  orthope- 
dic. Table  1 breaks  these  down  by  sport. 
The  one  orthopedic  injury  (fractured 
digital  phalanx)  might  have  required  re- 


ferral to  an  orthopedic  surgeon.  The 
other  99%  of  the  problems  could  have 
been  handled  by  a family  physician  or 
other  primary  care  physician  with  a 
good  knowledge  of  treating  soft  tissue 
injuries  resulting  from  athletics.  Fur- 
thermore, an  orthopedic  surgeon  would 
need  extensive  experience  in  dealing 
with  medical  problems,  since  25.7%  of 
the  patient  encounters  were  of  this 
type.  In  fact,  one  medical  problem  was 
that  of  a near-drowning,  in  which  car- 
diopulmonary resuscitation  (CPR)  was 
successfully  instituted  on  an  athlete 
with  no  pulse  or  respiration. 

These  results  can  be  compared  to 
those  of  a similar  two  week  study  in 
July  1983.*  Out  of  89  patients  seen, 
they  found  33  medical  problems  (37%), 
51  soft  tissue  injuries  (57%)  and  5 or- 
thopedic injuries  (6%).  They  concluded 
that  94%  of  these  problems  could  have 
been  managed  by  a sports-experienced 
family  physician. 

In  addition  to  evaluating  and  treat- 
ing injuries  as  described  above,  the  vol- 
unteer physician  may  also  be  called 
upon  to  advise  athletes  and  coaches 
about  other  sports  related  topics.  Nutri- 
tion, fluid  and  electrolyte  management, 
use  and  abuse  of  drugs,  exercise  physi- 
ology, and  more,  are  areas  where  ath- 
letes have  questions  and  misunder- 
standings. 

Summary 

For  physicians  interested  in  becom- 
ing involved  in  the  U.S.  Olympic  Com- 
mittee Volunteer  Physician  Program, 
working  two  weeks  at  one  of  the  U.S. 
Olympic  Training  Centers  is  manda- 
tory. This  time  will  be  used  to  evaluate 
the  physician’s  medical  knowledge  and 
skills  as  applied  to  highly  motivated 
athletes,  as  well  as  the  ability  to  deal 
with  acute  problems  in  an  unfamiliar 
setting.  The  physician  must  become 
part  of  a medical  team  that  can  work 
well  with  a variety  of  athletes.  A broad 
medical  background  as  well  as  experi- 
ence in  soft  tissue  and  orthopedic  inju- 
ries is  essential.  It  is  also  advisable  for 
the  physician  to  be  certified  in  CPR  and 
Advanced  Cardiac  Life  Support. 

Applications  for  the  Volunteer  Physi- 
cian Program  can  be  obtained  by  writ- 
ing to  Bob  Beeten,  Manager,  Clinical 
Services,  U.S.  Olympic  Committee,  Di- 
vision of  Sports  Medicine  and  Science, 
1750  East  Boulder  St.,  Colorado 
Springs,  CO  80909-5760.  □ 

Hocutt,  J.E.  and  Moody,  K.  "The  Volunteer  Physician  Pro- 
gram of  the  Lake  Placid  Olympic  Training  Center,"  Del. 
Med.  J„  56,  11,  681-683,  Nov.  1984. 
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In  our  society,  eating  habits  vary,  and  food  is  often  used  as 
more  than  a source  of  nourishment.  So  we  accept  many  individ- 
ualized patterns. 

But  some  people  go  too  far.  The  anorectic,  threatened  by 
food,  slips  into  a pattern  of  self-imposed  starvation.  The  bulimic, 
using  food  as  a narcotic,  binges  and  purges  in  an  attempt  to  cope 
with  overpowering  emotions. 

The  problems  demand  expert  intervention  of  an  unusually 
comprehensive  sort.  They  demand  nothing  short  of  what  Shep- 
pard Pratt  now  provides  in  its  Eating  Disorders  Program. 

Just  as  the  ideal  diet  for  any  individual  is  a matter  of  proper 
balance,  the  ideal  treatment  for  anorexia  or  bulimia  must  also  be 
properly  balanced  and  individualized.  For  this  reason,  Sheppard 
Pratt  carefully  evaluates  each  patient  and  tailors  a treatment 
program  that  draws  on  all  necessary  disciplines:  medicine,  psy- 
chiatry and  social  work.  And  we  administer  this  treatment  inten- 
sively, continuously —from  inpatient  to  outpatient  to  aftercare. 

Sheppard  Pratt  is  achieving  good  results  with  eating- disor- 
dered patients  by  countering  the  extremes  of  feast 
or  famine  with  a steady  diet  of  multi-disciplinary 
guidance  and  care. 

For  a more  detailed  description  of  the  Eating 
Disorders  Program  at  Sheppard  Pratt,  please 
contact:  Dr.  David  Waltos,  Admissions  Officer, 

Sheppard  and  Enoch  Pratt  Hospital,  PO.  Box 
6815,  Baltimore,  MD  21204.  (301)  823-8200. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT. 
EDUCATION  AND  RESEARCH 


newsfronts 


Link  seen  between  AIDS,  mental  disorders 


The  human  T-cell  lymphotropic  virus- 
type  III  (HTLV-III),  the  virus  that  de- 
stroys AIDS  patients’  immune  sys- 
tems, also  can  directly  affect  their 
brains  and  can  cause  mental  disorders, 
even  when  patients  don’t  suffer  the  full 
blown  syndrome,  according  to  a recent 
report. 

In  the  February  issue  of  Hospital  and 
Community  Psychiatry,  researchers  say 
that  patients  who  have  no  physical 
symptoms  of  AIDS  may  develop 
chronic  depression  that  begins  as  a mild 
case  but  steadily  worsens  over  time.  Or 
they  can  develop  a sudden  and  acute 
psychosis. 

In  either  case,  the  mental  disorder 
can  confuse  physicians,  patients,  and 
their  family  and  friends  because  the 
neurological  damage  caused  by  the  vi- 
rus fails  to  appear  on  many  standard 
neurological  or  other  medical  tests, 
write  Samuel  Perry,  MD,  associate  pro- 
fessor of  psychiatry,  and  Paul  Jacobsen, 
PhD,  instructor  of  psychology  at  Cor- 


nell University  Medical  College. 

Scientists  are  convinced  the  HTLV- 
III  virus  can  directly  affect  the  nervous 
system  because  it  has  been  found  in  the 
brains  and  spinal  fluids  of  persons  diag- 
nosed with  AIDS  or  the  less  severe  dis- 
order called  AIDS-related  complex 
(ARC). 

That  evidence  has  prompted  Con- 
gress to  more  than  triple  National  Insti- 
tute of  Mental  Health  (NIMH)  funds 
for  AIDS  research,  according  to  a re- 
port in  the  March  issue  of  Hospital  and 
Community  Psychiatry.  The  report, 
written  by  Bette  Runck  of  NIMH, 
briefly  describes  the  new  research  into 
psychiatric  aspects  of  AIDS. 

Psychiatric  complications  of  AIDS 
have  long  been  recognized.  But  gener- 
ally, researchers  assumed  they  were  see- 
ing a psychological  reaction  to  being  di- 
agnosed with  a terminal  disease  and 
feeling  the  resulting  ostracism  from  so- 
ciety. While  this  assumption  is  still  con- 
sidered valid,  psychiatrists  now  realize 


that  HTLV-III  also  can  directly  affect 
the  brain. 

“Early  explanations  of  psychiatric 
morbidity  among  AIDS  patients  em- 
phasized the  emotional  repercussions  of 
developing  AIDS,  a disease  that  is  fa- 
tal, contagious,  and  associated  with 
subcultures  condemned  by  society,” 
Drs.  Perry  and  Jacobsen  write.  “Given 
the  severity  of  stress  and  loss  . . . the 
occurrence  of  psychological  reactions  in 
high-risk  groups  did  not  seem  mysteri- 
ous or  even  unexpected. 

Psychiatrists  began  to  suspect  a di- 
rect link  between  the  AIDS  virus  and 
mental  disorders  when  they  found  a 
number  of  patients  who  developed  psy- 
chological problems  long  before  they 
were  diagnosed  as  having  AIDS  or  the 
less  serious  ARC.  The  psychiatric  com- 
plications of  AIDS  were  so  insidious 
that  not  even  a mental  health  profes- 
sional, much  less  family  and  friends, 
could  detect  deterioration  of  a patient’s 
mental  health  over  time. 

“Moreover,  the  disturbances  them- 
selves—depression,  mania,  personality 
change  and  psychotic  disorganization— 
often  had  atypical  features  and  oc- 
curred in  individuals  who,  before  ac- 
quiring AIDS  or  AIDS-related  complex 
were  reasonably  well  adjusted,  with  no 
personal  or  family  history  of  severe  psy- 
chiatric disorders,”  the  researchers 
said. 


PENNSYLVANIA  MEDICINE  claims  policy 

Due  to  increasing  costs,  and  a shortage  of  space,  Pennsylvania  Medicine  will  honor  no 
claims  for  back  issues  unless  these  claims  are  received  within  a three-month  period 
after  issue  of  publication. 

Unfortunately,  we  do  not  have  the  space  to  keep  large  quantities  of  back  issues  in 
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MEDICAL  OFFICE  SYSTEM 

A Prescription  for  the  Perfect  Practice 

A fast,  easy-to-use,  easy-to-learn  system  for  managing 
patient  records  & accounts  receivable 


Why  more  physicians  prescribe  our  Medical 
Office  System  to  cure  their  practice  ills: 


• it  provides  instant 
patient  tracking  and 
recall 

• it  automatically  prepares 
any  insurance  form 

• it  prepares  accounting 
statements 


• it  allows  customization 

• it  allows  upgrading 
from  single-user  to 
multi-user  computers 

• it  is  available  for 
purchase  or  lease 


SPECIAL  FOR  RADIO  SHACK  MOS  II 
USERS:  Save  $250  when  you  upgrade 
to  the  latest  MS-DOS  or  UNIX/XENIX 
systems.  (Offer  good  until  May  1 5, 
1986)  CALL  FOR  DETAILS. 

(412)  885-7100 

Call  today  for  a free 
demonstration  of  what  the 
Medical  Office  System  can  do 
for  your  practice. 


The  Small  Computer  Company,  Inc. 

1211  Streets  Run  Road,  Pittsburgh,  PA  15236  (412)  885-7100 
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You  can’t  keep  a good  man  down 


Because  Harmarville  will  pick  him 

up.  Our  Occupational  Health 
and  Rehabilitation  Services  program 
(OHRS)  works  solely  on  getting 
good  people,  like  Bob  Seaman,  with 
industrial  injuries  back  on  the  job. 

For  Bob,  back  on  the  job  means 
being  happy.  So  when  he  fell  off  a 
ladder  injuring  his  foot  and  couldn't 
work,  something  was  lost.  That  just 
wouldn’t  do  for  Bob,  or  his  employer 
of  40  years,  the  L.  E.  Smith  Glass 
Company. 

OHRS  was  their  answer.  The 

doctors  at  our  rehabilitation  hospital 
discovered  that  Bob’s  condition 
involved  nerve  compression  in  his 
foot.  They  placed  him  in  a rehabilitation 
program  designed  to  treat  his  particular 
disability.  The  result:  In  just  a few 
months,  Bob  was  back  on  the  job 
full-time. 


It  works.  Since  the  program  started 
in  1 978,  nearly  80%  of  all  patients  have 
returned  to  work.  Employers  reduce 
lost  time  and  workers’  compensation 
costs. 

Is  less  effort  acceptable?  Bob  and 

L.  E.  Smith  Glass  Company  didn’t 
think  so.  And  we  at  Harmarville  agree; 
only  the  best  care  possible  will  do  when 
someone's  livelihood  is  at  stake. 

For  more  information  on  our  OHRS 
program,  call  any  of  our  four  locations: 
Harmarville  (782-5800); 

Allegheny  Center  Mall  (322-8400); 
Greensburg  (242-5600); 
or  Washington  (341-4303). 

Yf  H4RM4RVILLE 


physicians  in  the  news 


Daniel  H.  Brooks,  MD,  was  elected  to  a 
three  year  term  on  the  board  of  direc- 
tors of  the  Hospital  Utilization  Project. 
Dr.  Brooks  is  chairman  of  the  board  of 
the  Allegheny  County  Medical  Society. 
He  maintains  a private  practice  in  Se- 
wickley. 

Bertram  S.  Brown,  MD,  Philadelphia, 
has  been  selected  as  the  first  recipient 
of  the  Maimonides  Award  of  the  Anti- 
Defamation  League  of  B’nai  B’rith.  The 
award,  given  for  leadership,  humanitar- 
ianism,  and  commitment  to  excellence, 
was  presented  in  March.  Dr.  Brown  is 
president  and  chief  executive  officer  of 
Hahnemann  University. 

Homer  C.  Curtis,  MD,  Philadelphia,  has 
been  named  president  elect  of  the 
American  Psychoanalytic  Association. 
He  will  serve  as  president  elect  of  the 
organization  for  two  years  before  as- 
suming the  presidency  for  two  years. 
Dr.  Curtis  is  clinical  professor  of  psychi- 
atry at  Hahnemann  University  School 
of  Medicine  and  senior  attending  psy- 
chiatrist at  the  Institute  of  Pennsylva- 
nia Hospital. 


Robert  F.  Dickey,  MD,  Danville,  has  re- 
tired from  Geisinger  Medical  Center  af- 
ter spending  a half  century  in  the  prac- 
tice of  medicine.  Dr.  Dickey  is  the 
founder  of  the  department  of  dermatol- 
ogy at  the  medical  center,  and  he  helped 
to  establish  the  residency  training  pro- 
gram in  dermatology. 

Michael  J.  Van  Duren,  a fourth  year 
medical  student  at  the  University  of 
Pittsburgh  School  of  Medicine  and  a 
candidate  for  postgraduate  training  in 
family  practice  has  been  chosen  to  re- 
ceive the  1986  Allegheny  County  Medi- 
cal Society  Medical  Student  Award. 
The  award  honors  a student  who  has 
demonstrated  outstanding  academic 
abilities  and  service. 

Gerald  H.  Escovitz,  MD,  Villanova,  has 
been  named  national  chairman  elect  of 
the  Group  on  Medical  Education  of  the 
Association  of  American  Medical  Col- 
leges. Dr.  Escovitz  is  vice  dean  of  the 
Medical  College  of  Pennsylvania.  He 
will  serve  as  chairman  elect  until  No- 
vember, 1986,  when  he  will  become 
chairman  of  the  group. 


Richard  E.  Gibbons,  MD,  Philadelphia, 
recently  was  honored  with  the  Presiden- 
tial Service  Award  of  the  American 
Board  of  Quality  Assurance  and  Utili- 
zation Review  Physicians  (ABQAURP). 
From  1978  to  1980,  Dr.  Gibbons  served 
as  ABQAURP's  first  president.  He  is 
medical  director  of  the  Philadelphia 
Nursing  Home  and  Archway  Medical 
Day  Care  Center  for  Senior  Citizens  in 
Trenton,  New  Jersey. 

Richard  Kendall,  MD,  Rydal,  has  been 
appointed  editor  in  chief  of  Urology 
Times.  Dr.  Kendall  is  professor  and 
chairman  of  urology  at  Temple  Univer- 
sity Health  Sciences  Center.  He  is  a fel- 
low of  both  the  American  College  of 
Surgeons  and  the  International  Society 
of  Urology. 

Sherman  M.  Podolsky,  MD,  Merion,  has 
been  appointed  chairman  of  the  depart- 
ment of  emergency  medicine  at  Albert 
Einstein  Medical  Center’s  Northern  Di- 
vision. Dr.  Podolsky,  who  has  served  as 
director  and  acting  chairman  of  the  de- 
partment for  the  past  two  years,  came 
to  the  medical  center  from  the  Univer- 
sity of  California  at  Los  Angeles,  where 
he  was  director  of  the  helicopter  trans- 
port program  and  attending  physician 
in  the  emergency  department. 

Sandor  S.  Shapiro,  MD,  Philadelphia, 
received  the  Sheryl  N.  Hirsch  Award 
from  the  Lupus  Foundation  of  Philadel- 
phia for  his  outstanding  contributions 
to  lupus  research.  Dr.  Shapiro  is  Car- 
deza  Professor  of  Medicine  at  Jefferson 
Medical  College  of  Thomas  Jefferson 
University,  and  he  is  director  of  the  Car- 
deza  Foundation  for  Hematologic  Re- 
search. 

Paul  Fink,  MD,  Merion,  chairman  of 
the  department  of  psychiatry  at  Albert 
Einstein  Medical  Center’s  Northern  Di- 
vision, and  medical  director  of  Philadel- 
phia Psychiatric  Center,  spoke  about 
destigmatizing  psychiatry  at  the  first 
international  Rosalynn  Carter  Sympo- 
sium. The  symposium,  held  recently  in 
Atlanta,  Georgia,  focused  on  mental 
health  policy.  Fink,  who  is  the  vice- 
president  of  the  American  Psychiatric 
Association,  also  has  served  as  an  ex- 
aminer for  the  American  Board  of  Psy- 
chiatry and  Neurology  in  Chicago. 


Robert  S.  Blacklow,  MD,  right,  presided  at  a reception  honoring  Harrison  Rogers,  MD, 
left,  president  of  the  American  Medical  Association.  Dr.  Blacklow  is  senior  associate 
dean  and  professor  of  medicine  at  Jefferson  Medical  College.  Timothy  J.  Michals,  MD, 
assistant  professor  of  psychiatry  at  Jefferson,  presented  Dr.  Rogers  with  a medallion  of 
the  city  of  Philadelphia.  Edward  J.  Resnick,  MD,  acted  as  Dr.  Rogers’  host  for  the  day.  Dr. 
Resnick  is  president  of  Philadelphia  County  Medical  Society. 
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AGE:  10 


DIAGNOSIS: 

Chronic  Granulomatous,  an  inher- 
ited disorder  characterized  by 
severe  recurrent  infections  of  the 
skin,  lymph  nodes,  liver  and  bones. 


TREATMENT: 

Multiple  home  IV  therapies 
using  Oxacillin,  Gentamicin  and 
Cefotaxime. 


PROVIDER: 

Caremark/ 

Home  Health  Care  of  America 


WHY: 

Benjamin  requires  pharmacoki- 
netic dosing  and  extremely  careful 
monitoring.  Using  proprietary 
computerized  clinical  manage- 
ment, Caremark  provides 
Benjamin's  physician  with  phar- 
macokinetic analyses,  nursing, 
lab  and  drug  administration 
reports.  Nursing  and  pharmacy 
services  are  integrated  and  avail- 
able 24  hours  a day 


PERSONAL: 

Benjamin  and  his  nurse  have 
developed  an  interesting  habit. 
They  watch  reruns  of  “ I Love 
Lucy”  while  Ben  infuses. 


RESULTS: 

Benjamin  is  doing  well  and  is 
very  much  a typical  ten  year  old. 


PATIENT: 

Benjamin  Smith 


A note  from  Ben:  “ I love  Lucy; 
she’s  great.  Hey  here’s  a trivia 
question  for  you.  What  was  the 
name  of  little  Rickie’s  babysitter? " 


diquinxi  sjLyq  :x9M,suy 

1-215-296-4446 
or  call  collect 


Caremark 


Home  Health  Care  of  America 


new  members 


ALLEGHENY  COUNTY 

James  W Lecky,  MD,  Radiology,  M268  Scaife  Hall,  Univer- 
sity ot  Pittssburgh,  Pittsburgh  15261 
Richard  B Patti.  MD,  Internal  Medicine,  300  North  Dithridge 
Street,  #208,  Pittsburgh  15213 

BERKS  COUNTY 

Ross  M.  Katz,  MD,  Anesthesiology,  126  Merion  Lane,  Read- 
ing 19607 

George  E.  Strobel  Jr,  MD,  Anesthesiology,  RD  1,  Box  61, 
Wernersville  19565 

Carol  J Szarko,  MD,  Anesthesiology,  RD  1,  Box  200,  Oley 
19547 

BLAIR  COUNTY 

James  E Dennemeyer,  MD,  Family  Practice,  212  Country 
Club  Terrace,  Hollidaysburg  16648 
Fuat  Ulus,  MD,  Psychiatry,  24  Locust  Court,  Hollidaysburg 
Manor,  Hollidaysburg  16648 

BUCKS  COUNTY 

George  S.  Layne,  MD,  Psychiatry,  Lower  Bucks  Hospital, 
Bath  Road  at  Orchard  Avenue,  Bristol  19007 
John  V Milazzo,  MD,  Oncology,  1532  Park  Avenue,  Quaker- 
town  18951 

Stanton  M Raynes.  MD,  Pediatrics,  1950  Street  Road,  Suite 
307,  Bensalem  19020 

David  A Silberman,  MD,  Otolaryngology,  205  Newtown 
Road,  Suite  108,  Warminster  18974 

CLEARFIELD  COUNTY 

Beth  A,  Wichman,  MD,  Family  Practice,  731  Old  Town  Road, 
Clearfield  16830 

COLUMBIA  COUNTY 

Leonard  Joachim,  MD,  Internal  Medicine,  100  Hospital 
Plaza,  #1110,  Paterson,  NJ  07503 
Timothy  D.  Nelms,  MD,  Pediatrics,  414  Jefferson  Street, 
Bloomsburg  17815 

DAUPHIN  COUNTY 

Todd  R-  Fisher,  MD,  Family  Practice,  Harrisburg  Hospital, 
Department  Family  Practice,  Harrisburg  17101 
Bruce  J.  Hinkle,  MD,  Emergency  Medicine,  1675  Sand  Hill 
Road,  Hershey  17033 

Susan  F Vanepps,  MD,  Emergency  Medicine,  3828  Brisban 
Street,  Harrisburg  17111 

DELAWARE  COUNTY 

Barbara  A.  Coleman-Bracken,  DO,  Internal  Medicine,  272 
North  Lansdowne  Avenue,  Lansdowne  19050 
Albert  T.  Derivan,  MD,  Psychiatry,  226  Hardwicke  Lane,  Vil- 
lanova  19085 

Rosa  T Kurtz,  MD,  Physical  Medicine/Rehabilitation,  33 
South  Middletown  Road,  Media  19063 
William  J,  Oberfield,  MD,  Psychiatry,  19  East  Second  Street, 
Media  19063 

Ramesh  Parchuri,  MD,  Family  Practice,  1349  Edgehill  Road, 
Darby  19023 

Paul  A Ringiewicz,  MD,  8 Morton  Avenue,  Ridley  Park 
19078 

Michael  J.  Sarik,  DO,  Internal  Medicine,  917  Kenmore  Road, 
Philadelphia  19151 

Walter  W,  Schwartz,  DO,  Internal  Medicine,  1 West  Wood- 
land Avenue,  Springfield  19064 
Larry  Shusterman,  DO,  Oak  Hills  Apartments,  #N210,  Penn 
Valley  19072 

Judith  B.  Welsh,  MD.  Pediatrics,  210  Moylan  Avenue,  Wal- 
lingford 19086 

ERIE  COUNTY 

Robert  J.  Carbone,  MD,  Family  Practice,  104  East  Second 
Street,  Erie  16550 

Vincent  L Jenco,  DO,  Obstetrics/Gynecology,  423  West 
Grandview,  Erie  16509 

Thomas  C.  Klaus,  MD,  Internal  Medicine,  3304  Forest  Drive, 
Erie  16505 

Bharathi  S.  Voora,  MD,  Internal  Medicine,  9003  Main  Street, 
McKean  16426 


Sambasivarao  Voora,  MD,  Pediatrics,  225  West  25th  Street, 
Erie  16502 

INDIANA  COUNTY 

Tahir  U Mir,  MD,  Emergency  Medicine.  89  Bradley  Circle, 
Indiana  15701 

LACKAWANNA  COUNTY 

Charles  L,  Swisher  II,  MD.  Emergency  Medicine,  700  Winola 
Road,  Clarks  Summit  18411 

LANCASTER  COUNTY 

Dilip  M Jain,  MD,  Lancaster  General  Hospital,  555  North 
Duke  Street.  Lancaster  17603 

LEBANON  COUNTY 

Susan  J McGarrity,  MD,  Anesthesiology,  202  Java  Avenue, 
Hershey  17033 

Nhien  D Nguyen,  MD,  Psychiatry,  1013  Kiner  Avenue,  Leba- 
non 17042 

LEHIGH  COUNTY 

Paul  Guillard,  MD,  Internal  Medicine,  7667  Aster  Circle,  Ma- 
cungie  18062 

LUZERNE  COUNTY 

John  T Weitz,  MD,  Diagnostic  Radiology,  402  East  Washing- 
ton Street,  Naticoke  18634 


LYCOMING  COUNTY 

Arno  D Vosk,  MD,  Emergency  Medicine,  1127  Vallamont 
Drive,  NW,  Williamsport  17701 

MONROE  COUNTY 

H Ewing  Wachter,  MD,  Pediatrics,  739  Milford  Road,  East 
Stroudsburg  18301 


MONTGOMERY  COUNTY 

Thomas  C.  Detweiler,  MD,  Internal  Medicine,  2405  North 
Broad  Street,  Colmar  18915 

Andrew  J Doorey,  MD,  Cardiovascular  Diseases,  Lankenau 
Hospital,  Philadelphia  19151 

Ronald  L Eisenberg,  DO,  Family  Practice,  1047  Old  York 
Road,  Suite  102,  Abingtn  19001 

Mitchell  J Kater,  MD,  Anesthesiology,  60  East  Township 
Line,  Elkins  Park  Anesthesia  Assoc  . Elkins  Park  19117 

Jane  L.  Lane,  MD,  Pediatrics,  7804  Linden  Road,  Wyndmoor 
19118 

Kathleen  B Long,  MD,  Pediatrics,  455  South  Roberts  Road, 
Bryn  Mawr  19010 

Jane  M Longacre,  MD,  Pediatrics,  1 Red  Rowen  Lane, 
Plymouth  Meeting  19462 

Nasira  Y,  Majid,  MD,  Pediatrics,  267  Beechwood  Drive, 
Rosemont  19010 

Gail  L Munion,  MD,  Anesthesiology,  25  Zummo  Way,  Norris- 
town 19401 

Robert  W Priem,  MD,  Family  Practice,  540  Red  Fox  Lane, 
Wayne  19087 

Harry  A.  Schwamm,  MD,  Pathology,  1310  Pine  Road,  Rose- 
mont 19010 

Charles  I.  Wagner,  MD,  Gastroenterology,  1245  Highland  Av- 
enue, Abington  19001 

MONTOUR  COUNTY 

James  H Blackburn,  DO,  Pulmonary  Diseases,  Geisinger 
Medical  Center.  Danville  17822 

Paul  D Francis,  MD,  Pediatric  Cardiology,  Geisinger  Medi- 
cal Center,  Suite  13-39,  Danville  17822 

Anthony  J,  Pileggi,  MD.  Pediatrics,  Geisinger  medical  Cen- 
ter, Danville  17822 

Marty  M.  Salas,  MD,  General  Surgery,  Ridgeview  East 
Lawn,  Box  122,  Danville  17821 

Dana  B.  Schoenleber,  MD,  Ophthalmology,  Geisinger  Medi- 
cal Center,  Danville  17822 

Mary  L.  Strickland,  MD,  Radiology,  Geisinger  Medical  Cen- 
ter, Danville  17822 


NORTHAMPTON  COUNTY 

Norman  L Maron,  MD,  Orthopaedic  Surgery,  Coventry  Cen- 
tre. Red  School  Lane,  Phillipsburg,  NJ  08865 

PHILADELPHIA  COUNTY 

Edward  John  P Ciecko,  DO.  130  Ridgefield  Road,  Philadel- 
phia 19154 

David  S Kountz.  MD,  Internal  Medicine,  2201  Bryn  Mawr 
Avenue.  #411,  Philadelphia  19131 

SCHUYLKILL  COUNTY 

Russell  W Faria,  DO,  Anesthesiology,  109  Swift  Street,  New 
Bedford.  MA  02740 

VENANO  COUNTY 

Thomas  S Reich,  MD,  Otolaryngology,  103  East  Beall, 
Bozeman.  MT  59715 

WESTMORELAND  COUNTY 

Timothy  A Debiasse,  MD,  Pediatrics,  3950  William  Penn 
Highway,  Murrysville  15668 

Attilio  G Negro,  MD,  Obstetrics/Gynecology,  1010  Ligonier 
Street,  Latrobe  15650 

YORK  COUNTY 

Mary  L Barnhart,  MD,  Family  Practice,  1701  Taxville  Road, 
#11 -D,  York  17404 

William  King  Jr  , MD,  Obstetrics/Gynecology,  9112  Abigail 
Drive,  Baltimore  21237 

STUDENTS 

Michael  A Amygdalos,  3600  Chestnut  Street,  Box  1148, 
Philadelphia  19104 

Donald  H Andersen,  604  South  Clifton  Street.  Philadelphia 
17147 

Joseph  P Bering  Jr.,  224  Titan  Street,  Philadelphia  19147 
Mark  A Boney,  8238  Bayard  Street,  Philadelphia  19150 
Michael  E Bromberg,  400  Cherry  Hill  Blvd  , Cherry  Hill,  NJ 
08002 

David  A Brousseau,  2400  Chestnut  Street  #2810,  Philadel- 
phia 19103 

Vicki  C.  Cirillo,  4247  Locust  Street,  #912,  Philadelphia  19104 
Leslie  T Cooper  Jr  . 251  South  41st  Street,  Philadelphia 
19104 

Sheila  J Davis,  3600  Chestnut  Street,  Box  994,  Philadelphia 
19104 

Robert  Didonato,  12104  Delaire  Landing  Road,  Philadelphia 
19114 

Wendy  L Dubin,  2400  Chestnut  Street,  #2804,  Philadelphia 

19103 

Eric  K Fowler,  1025  Spruce  Street,  Philadelphia  19107 
Eric  C.  Gokcen,  950  Walnut  Street,  #614,  Philadelphia 
19107 

Maheep  K Goyal,  1014  Clinton  Street,  Philadelphia  19028 
James  W Kurtz,  275  Bryn  Mawr  Avenue,  #K-47,  Bryn  Mawr 
19010 

Ellen  A Liu,  950  Walnut  Street,  #909,  Philadelphia  19107 
Peter  A Luongo,  420  Yuhas  Drive,  Paramus  07652 
Cornelius  S McCarthy.  4323  Larchwood  Avenue,  Philadel- 
phia 19104 

Bruce  A Monaghan,  3923  Pine  Street,  # 1 F,  Philadelphia 

19104 

Mariana  S Ottmger,  459  Summit  Avenue,  Philadelphia 
19128 

Ellen  S Passloff,  4247  Locust  Street,  #910,  Philadelphia 
19104 

Starr  P Pearson,  PO  Box  9308,  Philadelphia  19139 
Michael  E Rudman,  M S Hershey  Medical  Center,  Box 
1024,  PO  Box  850,  Hershey  17033 
Ann  T Scharf,  526  South  Central  Blvd  , Broomall  19008 
Mary  E Segraves,  31 5f  Shawmont  Avenue,  Philadelphia 
19128 

Jacalyn  H Shaffer,  2500  Belmont  Avenue.  A-301,  Philadel- 
phia 19131 

Michael  L Sidor,  2120  South  Carlisle  Street,  Philadelphia 
19145 

Jeffrey  Steinberg,  1606  Valley  Glen  Road.  Elkins  Park  19117 
Steven  Vale.  3400  Henry  Avenue.  #2,  Philadelphia  19129 
Michael  A Weaver,  3510  Ainslie  Street,  Philadelphia  19129 
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Blood  pressure  controlled, 


Smooth  blood  pressure 
control  and  well  tolerated 


-\snuv-uaiiy 

INDERAL  LA 

(PROPfMMHCI)  Capsules 


Once-daily  INDERAL  LA  (propranolol  HC1)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol." 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*1 


80  mg  INDERAL  LA 
50  mg  atenolol 


1 r— — 

16  20  24 
*Plasma  concentrations  in  relation  to  the  mean . 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 

with  INDERAL  LA 


and  feeling  good 


Added  blood  pressure 
control  with  the  preferred 
diuretic 


When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.3-4 


Once-daily 

INDERIDELA 

(PROPRANOLOL  HCI I INDERAL ® LAI 
/HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  IN  DERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

INDERALLA 

fmm mo.  Hat 


LONG  ACTING 
CAPSULES 


y 

: 80  mg 

w 


160  mg 


The  appearance  of  these  capsules 
Is  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for  mg  substi 
tutes  for  INDERAL  and  INDERIDE  Tablets.  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in:  1)  car 
diogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma, 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu 
lation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow  up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  Is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician’s  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF  PARKINSON  WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
DIABETES  AND  HYPOGLYCEMIA  Beta  adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo 
glycemia  in  labile  insulin  dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies. 

Beta -adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

- CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  lOtimes  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


Each  capsule  contains  propranolol  HCI  ( INDERAL ® LA), 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayersf  Laboratories 


NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 
Hydrochlorothiazide:  GENERAL:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes. 
Warning  signs  irrespective  of  cause  are:  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo 
kalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis 
tration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life  threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy- 

insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider.withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis.  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS:  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarme. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing. 

PEDIATRIC  USE  1 Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure;  intensification  of  AV  block;  hypotension, 
paresthesia  of  hands,  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium;  and 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  aching  and 
sore  throat;  laryngospasm  and  respiratory  distress. 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto  immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  repoded. 
Miscellaneous.  Alopecia,  LE-like  reactions,  psoriasiform  rashes;  dry  eyes;  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation; 
laundice  (intrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis. 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache;  xanthopsia. 

Hematologic : Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia. 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics). 

Hypersensitivity  Purpura,  photosensitivity;  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other:  Hyperglycemia,  glycosuria,  hyperuricemia;  muscle  spasm;  weakness;  restlessness; 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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special  feature 

KePRO  emphasizes  quality  in  peer  review 


Keystone  Peer  Review  Organization 
(KePRO),  a wholly  owned  subsid- 
iary of  the  Pennsylvania  Medical  Soci- 
ety (PMS),  signed  a two  year,  $18  mil- 
lion contract  with  the  Health  Care 
Financing  Administration  on  July  1, 
1985,  to  become  the  Peer  Review  Or- 
ganization (PRO)  in  Pennsylvania.  This 
contract  was  awarded  as  a replacement 
of  the  contract  HCFA  held  with  the 
Pennsylvania  Peer  Review  Organiza- 
tion (PaPRO)  which  HCFA  terminated 
in  May,  1985. 

The  PRO  contract  for  review  of  Medi- 
care patients  places  a number  of  re- 
quirements on  KePRO  including  pread- 
mission, preprocedure,  and  pretransfer 
review  for  certain  categories  of  pa- 
tients, admission  review,  cost  and  day 
outlier  review,  diagnosis  related  group 
(DRG)  validation,  and  quality  review. 

Three  weeks  after  negotiating  and 
signing  the  contract,  KePRO  began  its 
preadmission/preprocedure  review  and 
was  conducting  retrospective  review  in 
the  hospitals  before  the  end  of  August. 
To  date,  all  deliverables  have  been  met 
on  a timely  basis  and  have  been  found 
acceptable  to  HCFA. 

The  president  of  the  KePRO  board  of 
directors,  Donald  E.  Harrop,  MD,  also 
vice  president  of  PMS,  discussed 
KePRO  operations  and  expectations  in 
an  interview  with  Pennsylvania  Med- 
icine. 

Q.  What  are  your  observations  of  the 
PRO  program  in  general  and  KePRO  in 
particular  after  your  first  eight  months' 
experience? 

A.  As  you  know,  the  prospective  pay- 
ment system  for  Medicare  was  a signifi- 
cant change  from  the  way  hospitals  had 
been  reimbursed  in  the  past.  There  was 
a fear  that  the  hospitals  could  “game” 
the  system.  PROs  were  to  be  the  watch- 
dogs to  prevent  this  from  occurring. 
Many  physicians  were  concerned  that 


this  watchdog  role  would  be  concen- 
trated on  cost  containment  to  the  point 
where  doctors  would  be  forced  to  prac- 
tice bad  medicine.  However,  there  has 
been  a shift  in  this  role  and  now  the  em- 
phasis is  on  improving  the  quality  of 
care  delivered. 

There  may  be  more  quality  problems 
than  we  had  originally  anticipated.  We 
initially  planned  to  hold  quarterly  meet- 
ings of  the  Quality  Assurance  Commit- 
tee but  the  number  of  cases  referred  by 
KePRO  physician  advisors  has  necessi- 
tated a change  to  a more  frequent  meet- 
ing schedule.  Overall  we  hope  to  make  a 
meaningful  contribution  to  the  quality 
of  medicine  practiced  in  Pennsylvania 
through  peer  review  and  education. 

Q.  How  does  KePRO  identify  quality 
issues? 

A.  Screening  criteria,  developed  by 
physicians,  are  applied  by  non- 
physician review  personnel  to  medical 
records  selected  according  to  KePRO ’s 
quality  objective  categories.  Cases  not 
meeting  the  criteria  are  referred  to  a 
physician  for  review.  In  addition  to  the 
quality  objective  criteria,  all  cases  sub- 
ject to  retrospective  review  by  KePRO 
for  any  reason  such  as  admission  re- 
view, or  DRG  validation,  have  quality 
generic  screening  elements  applied  to 
them.  Copies  of  all  of  KePRO’s  screen- 
ing criteria  were  distributed  to  hospi- 
tals shortly  after  the  contract  was 
signed. 

Q.  Does  this  mean  that  nurses  are  ques- 
tioning how  physicians  practice  medi- 
cine? 

A.  No.  As  I mentioned  physicians  de- 
veloped these  criteria.  Our  non-physi- 
cian reviewers  may  approve  cases  when 
criteria  are  met  but  have  no  authority 
to  deny  a case.  Criteria  are  merely  tools 
for  identifying  possible  problems  with 
utilization  or  quality.  Only  physicians 
can  make  adverse  decisions.  This  is  peer 
review. 


Q.  Does  this  eliminate  medical  judg- 
ment and  force  physicians  to  practice 
“ cookbook  ” medicine? 

A.  Medical  judgment  is  what  makes  it 
peer  review.  Just  because  a case  does 
not  meet  criteria  does  not  mean  poor 
quality  of  care  has  been  delivered.  Phy- 
sicians do  not  use  criteria  when  review- 
ing a case  which  has  been  referred  to 
them.  In  many  situations,  it  is  a matter 
of  lack  of  sufficient  documentation,  not 
poor  quality  of  care.  The  attending  phy- 
sician is  always  given  the  opportunity 
to  provide  additional  information.  The 
PSROs  were  preaching  good  documen- 
tation back  in  1974.  Documentation  is 
still  the  name  of  the  game. 

Q.  Are  you  saying  that  your  quality 
problems  are  simply  a matter  of  lack  of 
documentation? 

A.  No  indeed.  There  are  problems  with 
the  way  some  physicians  handle  certain 
types  of  cases.  Depending  on  the  sever- 
ity of  the  problem,  the  case  may  be  re- 
ferred to  the  Quality  Assurance  Com- 
mittee by  the  physician  advisor.  There 
is  a wide  range  of  specialists  on  that 
committee  and  the  case  is  then  referred 
to  the  appropriate  specialist  to  prepare 
a report  for  the  full  committee.  Again, 
the  severity  of  the  problem  would  dic- 
tate the  action  which  the  committee 
may  take.  An  educational  letter  may  be 
sent  to  the  physician;  focused  review 
initiated;  or,  depending  on  the  serious- 
ness of  the  problem,  it  may  eventually 
result  in  a recommendation  for  sanc- 
tions. 

Q.  What  are  the  principal  quality  prob- 
lems you  have  seen  so  far? 

A.  They  are  varied;  however,  many 
cases  have  been  referred  to  KePRO’s 
Quality  Assurance  Committee  as  possi- 
ble premature  discharges. 

This  leads  to  a subject  that  I feel  is 
very  important  to  physicians.  For  some 
reason,  many  physicians  seem  to  be 
concerned  with  the  average  length  of 
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stay  for  the  particular  DRG  they  are 
treating.  Physicians  must  be  informed 
that  average  length  of  stay  means  noth- 
ing to  the  PRO  in  acute  care  hospitals. 
Length  of  stay  is  a consideration  in  spe- 
cialty hospitals.  But  no  review  by  the 
PRO  in  acute  care  hospitals  is  con- 
ducted on  the  basis  of  length  of  stay. 
Without  going  into  a lot  of  the  details, 
average  length  of  stay  for  a DRG  is 
used  to  calculate  certain  aspects  of  the 
prospective  payment  system  such  as 
the  threshold  day  for  day  outliers,  aver- 
age cost  per  day  for  patients  trans- 
ferred to  another  hospital  and  so  forth. 
Physicians  should  not  discharge  a pa- 
tient just  to  have  his  stay  concur  with 
the  established  average  length  of  stay. 
Q.  If  your  Quality  Assurance  Commit- 
tee finds  a serious  problem  what  do  you 
do  about  it? 

A.  I will  reiterate  that  it  depends  on 
the  type  and  seriousness  of  the  problem 
identified.  The  committee  has  a wide 
range  of  options  available  and  each  case 
is  treated  in  the  manner  the  committee 
feels  is  most  appropriate. 

Q.  That  sounds  like  big  brother. 

A.  No,  we  are  talking  about  peer  re- 
view, something  we  physicians  believe 
in.  And,  we  are  also  talking  about  fed- 
eral law.  Keep  in  mind  that  there  is  a lot 
of  due  process  built  into  the  system 
which  does  protect  the  rights  of  the 
physician.  Even  in  the  extreme  cases 
where  there  is  a recommendation  for 
sanction  made,  the  Inspector  General’s 
Office  of  the  Department  of  Health  and 
Human  Services  may  override  that  de- 
cision. 

Q.  How  would  you  characterize  the 
cases  you've  seen  in  the  first  eight 
months  of  operation? 

A.  There  are  more  cases  then  we  ex- 
pected; however,  few  are  serious. 

A.  Sometimes  criteria  do  not  reflect 
practical  realities.  Do  you  have  any  flex- 
ibility? 

A.  Again,  it  should  be  kept  in  mind 
that  criteria  are  used  only  for  screening 
purposes  by  non-physician  review  per- 
sonnel. As  to  flexibility,  that  is  one  of 
the  reasons  why  the  Pennsylvania  Med- 
ical Society  organized  KePRO  and  bid 
on  the  contract.  Because  of  this  physi- 
cian control  we  are  sensitive  to  reality 
and  we  are  flexible.  We  work  closely 
with  the  PMS  Interspeciality  Commit- 
tee and  the  individual  speciality  soci- 
eties of  PMS.  Changes  have  been  made 
in  our  criteria  based  on  recommenda- 
tions made  by  physicians  with  advice 


from  the  appropriate  specialty  society. 
This  will  be  an  ongoing  process. 

Q.  You  have  been  talking  about  physi- 
cians but  you  also  monitor  hospitals. 
Do  they  have  problems? 

A.  There  are  some  problems  with  some 
hospitals  but  these  are  usually  a little 
different  in  nature  than  those  of  physi- 
cians. Problems  with  hospitals  usually 
are  based  on  utilization  practices  such 
as  unnecessary  admissions  or  coding 
problems  related  to  DRGs.  Currently 
we  have  nearly  15  percent  of  the  hospi- 
tals on  intensified  review. 

Q.  What  does  that  mean? 

A.  It  means  we  are  reviewing  100  per- 
cent of  their  Medicare  admissions  or 
100  percent  of  a subset  of  whatever 
may  have  caused  the  problem,  such  as 
an  individual  hospital  department  or  a 
particular  physician.  It  also  eliminates 
their  Waiver  of  Liability  status  which 
means  that  when  a case  is  denied  no 


‘Overall  we  hope  to  make  a 
meaningful  contribution  to 
quality  of  medicine  practiced 
in  Pennsylvania  through  peer 
review  and  education.’ 


Medicare  payment  will  be  made  to  the 
hospital  for  the  case. 

Q.  When  you  went  into  business  there 
wasn't  time  for  you  to  establish  your 
own  objectives  so  HCFA  directed  you  to 
adopt  PaPRO's.  Are  they  valid? 

A.  We  are  in  the  process  of  determining 
that  now.  We  have  conducted  studies  to 
validate  the  admission  and  quality  ob- 
jectives and  have  made  recommenda- 
tions to  HCFA  as  to  how  the  objectives 
should  be  modified.  In  some  categories 
there  were  very  few  modifications  rec- 
ommended while  others  were  recom- 
mended for  elimination. 

Q.  With  the  tremendous  number  of 
Medicare  admissions  in  Pennsylvania, 
how  is  your  data  system  working? 

A.  It  has  been  said  that  one  of  Pa- 
PRO’s  major  problems  was  getting 
their  data  system  to  operate  in  an  ac- 
ceptable manner.  I am  pleased  to  report 
that  KePRO ’s  system  was  operational 
two  days  ahead  of  schedule  and  al- 
though there  are  a few  very  minor 
glitches  the  system  is  working  well.  We 
did  have  a few  distinct  advantages  over 


PaPRO  in  this  regard.  Mainly,  because 
of  our  late  arrival  into  the  program,  we 
were  able  to  identify  an  organization 
with  a good  track  record  from  which  to 
purchase  our  software  package.  An- 
other advantage  was  the  availability  of 
the  PMS  computer— we  lease  hardware 
and  buy  computer  time. 

The  system  identifies  the  necessary 
random  samples  for  admission  review 
and  DRG  validation  and  those  particu- 
lar categories  of  patients  that  require 
100  percent  review.  It  then  prints  the 
worksheets  used  by  our  non-physician 
review  personnel  for  the  initial  screen- 
ing of  cases.  Results  of  the  review  of 
each  case  are  then  entered  into  the  data- 
base and  matched  with  the  appropriate 
case.  Results  of  the  preadmission,  pre- 
procedure, or  pretransfer  reviews,  ap- 
proximately 700  cases  per  week,  also 
are  entered  into  the  system. 

Q.  What  about  the  famous  backlog? 

A.  We  were  able  to  obtain  from  the  fis- 
cal intermediaries  the  data  tapes  for 
April,  May,  and  June  of  1985.  HCFA  di- 
rected us  to  approach  this  backlog  re- 
view by  conducting  only  the  types  of  re- 
view mandated  by  law  or  regulation  for 
these  cases.  In  other  words  we  did  not 
review  cases  which  would  have  other- 
wise been  reviewed  to  meet  our  objec- 
tives. Also,  the  cases  were  reviewed 
without  financial  impact  to  the  hospi- 
tals with  the  exception  of  cost  outlier 
review  and  DRG  validation.  There  is 
still  uncertainty  about  backlog  review 
prior  to  the  second  calendar  quarter  of 
1985  since  none  of  the  PaPRO  data  has 
been  released.  However,  we  have  had 
some  indications  that  we  may  not  be  re- 
quired to  do  more  than  has  already  been 
done. 

Q.  What  is  your  response  to  Senator 
Heinz's  allegation  that  patients  are  be- 
ing discharged  “ quicker  and  sicker"? 
A.  One  important  indicator  of  this  is  re- 
flected in  readmissions.  KePRO  reviews 
all  related  readmissions  within  14  days 
and  these  cases  are  looked  at  from  the 
standpoint  of  possible  abuse  of  the  sys- 
tem to  obtain  two  separate  DRG  pay- 
ments; but,  it  is  also  our  major  source  of 
identifying  quality  problems.  Unfortu- 
nately we  have  no  comparison  to  prior 
statistics  since  this  type  of  review  was 
not  performed  until  the  adoption  of  the 
prospective  payment  system. 

Most  people  know  that  patients  may 
ask  for  reconsideration  of  any  adverse 
decision  by  the  PRO  but  it  should  be 
pointed  out  that  there  is  an  appeals  pro- 
cess which  can  be  applied  prior  to  a pa- 
tient's discharge.  Depending  upon  the 
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Keystone  Technologies’  100th  System 


Dear  Keystone  Technologies,  Inc., 

Just  moments  into  the  presentation  of  your  computer  system  by  a Keystone  Technologies  sales 
counselor,  we  knew  that  it  was  the  answer  to  our  office  management  needs. 

Your  pre-installation  visit  thoroughly  prepared  us  for  the  complexities  of  changing  from  our 
cumbersome,  paper-oriented  system  to  an  efficient,  electronic  system. 

The  “hands  on”  training  period  was  very  effective  in  helping  us  understand  the  system  and  how  to 
make  it  work  to  our  full  advantage.  The  Keystone  instructor  covered  every  aspect  of  the  computer’s 
operation  in  depth  and  allowed  ample  time  for  our  questions. 

After  training,  your  telephone  communication  during  the  transition  period  was  encouraging  and 
helpful.  Every  question  we  asked  was  treated  as  if  it  were  the  most  important  one  asked  that  day. 

Your  follow-up  support  even  now,  three  months  later,  assures  us  that  we  will  not  be  alone  if  a 
problem  arises. 

We  are  very  satisfied  with  our  system. 

Cardiology  Associates  of  Greater  Hazleton 
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You  too  would  benefit  from  office  automation.  To  find  out  more,  call  us  at 

(717)  975-7159 


special  feature 

situation,  the  patient  and  the  physician 
or  just  the  patient  or  just  the  physician 
may  request  a review  of  a discharge  de- 
cision by  the  hospital’s  utilization  re- 
view committee  if  it  is  felt  that  the  pa- 
tient is  not  ready  to  go  home.  The  PRO 
would  make  that  decision.  Physicians 
should  make  an  effort  to  become  famil- 
iar with  the  Medicare  regulations  and 
procedures  that  apply  in  these  cases. 

Q.  In  actual  practice,  isn't  it  unlikely 
that  such  a reconsideration  would  be  re- 
quested? 


A.  It  depends.  We  have  cases  where  the 
attending  physician  disagrees  with  the 
hospital’s  utilization  committee  deci- 
sion that  the  patient  is  ready  for  dis- 
charge. When  the  attending  physician 
disagrees  he  or  the  patient  may  request 
a review  of  the  case  by  KePRO.  KePRO 
is  notified  and  reviews  the  case  within 
48  working  hours.  I don’t  think  there 
are  very  many  cases  where  the  patient 
requests  a reconsideration  when  both 
the  utilization  review  committee  and 
the  attending  physician  concur  that  the 
patient  is  ready  for  discharge. 

Q.  Have  you  had  any  experience  with 


the  public  disclosure  side  of  the  PRO 
law? 

A.  There  were  very  few  requests  during 
the  first  few  months  of  operation  and 
these  could  not  be  honored  because 
there  were  no  data  available  at  the  time. 
Then  in  December  requests  started  to 
come  in  and  they  are  from  a number  of 
sources.  We  have  requests  from  the 
news  media,  individuals,  business  coun- 
cils, and  attorneys.  There  are  regula- 
tions governing  the  disclosure  of  data. 
No  information  may  be  made  public 
which  deals  with  physician  specific  or 
patient  specific  data.  Hospital  data 
may  be  disclosed  after  first  providing 
the  hospital  with  the  same  data  and  al- 
lowing the  hospital  a 30  day  time  period 
to  provide  comments,  explanations,  and 
interpretations  of  the  data.  The  com- 
ments are  then  sent  to  the  requester 
with  the  information. 

Q.  What  is  your  relationship  to  the 
State  Board  of  Medical  Education  and 
Licensure? 

A.  We  have  the  authority  to  turn  a case 
over  to  the  state  board  if  the  situation 
warrants  this  type  of  action. 

Q.  Has  KePRO  had  any  trouble  getting 
physician  reviewers? 

A.  An  initial  mailing  elicited  some 
2,000  replies  from  physicians  across  the 
state  representing  all  major  specialties 
who  were  willing  to  do  review.  However, 
because  of  scheduling  difficulties  and 
geographic  distribution,  only  about  360 
physicians  have  conducted  review  for 
us  so  far.  We  intend  to  keep  getting 
more  physicians  involved  to  assure  true 
peer  review.  We  also  intend  to  comput- 
erize the  system  to  help  in  scheduling 
and  spreading  the  review. 

Q.  What  message  would  you  like  to 
give  the  readers  of  PENNSYLVANIA 
Medicine? 

A.  First,  I would  say  that  we  all  want 
the  same  thing,  to  practice  quality  med- 
icine. It  is  going  to  take  a little  time  to 
arrive  at  a concensus  of  what  we  all 
mean  by  quality,  but  I believe  eventu- 
ally it  can  be  done. 

Second,  make  an  effort  to  become  fa- 
miliar with  the  regulations  and  espe- 
cially the  KePRO  procedures.  All  hospi- 
tals have  a copy  of  our  procedure 
manual  and  the  utilization  review  de- 
partments and  quality  assurance  de- 
partments can  usually  answer  all  the 
questions  physicians  may  have  about 
how  we  operate. 

Third,  be  sure  to  document!  The  more 
effort  you  put  into  the  medical  record 
the  fewer  times  you  will  be  bothered 
with  pending  denials  or  requests  to  sup- 
ply additional  information.  □ 
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After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 

To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antiangina! 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions  ) Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (11%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN '/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1)  . . . 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B6)  10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Immediate  Release 

LIPO-NICIN -7250  mg. 

Each  yellow  tablet  contains 


Nicotinic  Acid  250  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1)  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 

LIPO-NICIN*7100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid 100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  . 10  mg 


DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg  or  250  mg  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  )o  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 
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Skeletal  trauma 

Alvin  H.  Felman,  MD 

The  growing  skeleton  is  at  risk  for 
epiphyseal  and  apophyseal  growth 
plate  injuries;  these  constitute  approxi- 
mately 15  percent  of  all  the  fractures  in 
children.  Both  structural  and  functional 
differences  exist  between  epiphyses  and 
apophyses.  Epiphyses,  located  at  the 
ends  of  the  long  bones,  usually  are  in- 
volved with  articulations  of  joints. 
Their  corresponding  growth  plates  or 
physes  are  responsible  for  longitudinal 
bone  growth  and  are  composed  primar- 
ily of  cartilage  and  proliferating  carti- 
lage cells.  In  addition  to  providing  for 
growth,  the  epiphyseal  physes  function 
as  resilient  zones  that  resist  forces  of 
compression  that  occur  in  the  running, 
jumping,  and  general  play  of  growing 
children  and  adolescents. 

Apophyses,  in  contrast  to  epiphyses, 
constitute  promontories  and  excres- 
cences of  bone  and  function  primarily 
as  points  of  attachment  for  individual 
muscles  or  muscle  groups.  Their  corre- 
sponding physes  are  less  involved  with 
growth  but  are  organized  to  resist 
forces  of  tension  that  result  from  the 
contraction  of  muscles  and  the  pull  of 
ligaments.  Apophyseal  growth  plates 
contain  less  proliferating  cartilage  and 
more  fibro-collagen  strands  that  bridge 
the  physes,  helping  to  prevent  avulsion. 

Epiphyseal  injuries 

Injuries  to  epiphyseal  growth  plates 
are  usually  benign  and  heal  without  se- 
rious sequelae.  However,  certain  types 
of  trauma  may  cause  damage  to  the 
proliferating  cartilage  cells  with  inhibi- 
tion of  growth,  bony  bridging  across 
the  growth  plate,  significant  deformity, 
and  functional  impairment.  The  extent 


The  author  is  professor  of  radiology  and  pedi- 
atrics at  University  Hospital,  University  of 
Florida,  Jacksonville  Campus.  Last  year  he 
presented  this  paper  to  the  Pennsylvania  Ra- 
diological Society  as  the  Mary  Stuart  Fisher 
Award  Lecture.  Mary  Stuart  Fisher,  MD,  a 
Philadelphia  radiologist,  was  honored  by  the 
society  as  Radiologist  of  the  Year  for  1985. 
Dr.  Felman  is  one  of  Dr.  Fisher's  former  stu- 
dents. 


in  children 


of  these  sequelae  depends  upon  a vari- 
ety of  factors,  including  the  extent  of 
the  original  injury,  location  of  the  frac- 
ture, future  growth  potential  of  the  ex- 
tremity, age  of  patient,  and  ease  and  ac- 
curacy of  the  fracture  reduction. 


The  Salter-Harris  classification  of 
fractures  through  the  physes  is  useful 
in  predicting  the  future  growth  arrest 
and  other  deformity.  Ogden  has  pro- 
posed a more  extensive  scheme  that 
takes  into  account  several  variations  of 


Figure  1 Classification  of  growth  plate  injuries  is  shown.  (From  Ogden,  J.A.,  J.  Pediatr. 
Orthop.,  2:371-377,  1982.) 
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the  original  Salter-Harris  injuries  and 
adds  four  additional  types1  (Figure  1). 
His  classification  illustrates  several 
rare  injuries,  occurring  at  birth  or  in  the 


first  two  years,  that  may  have  disabling 
consequences.  Among  these  are  types 
1C  and  2D  where  delayed  growth  arrest 
may  occur  as  a result  of  damage  to  po- 
tential growth  cartilage  cells  that  are 
not  yet  involved  in  the  epiphyseal 


growth  mechanism.  Late  epiphyseal 
bar  fusion  becomes  manifest  when  the 
epiphyseal  growth  plate  expands  to  in- 
clude the  previously  injured  area. 

Type  2 injuries  are  most  common 
overall  and  represent  the  most  frequent 
type  of  physeal  separation  in  children 
over  10  years  of  age.  Whereas  these 
fractures  usually  heal  without  deform- 
ity, certain  circumstances  increase  the 
risk  of  deformity.  Damage  to  the 
growth  plate,  not  present  at  the  origin 
of  injury,  may  result  from  the  act  of  re- 
duction if  the  muscles  and  ligaments 
are  not  relaxed.  Undulation  of  the 
growth  plate,  especially  of  the  distal  fe- 
mur, distal  tibia,  and  proximal  humerus 
make  these  areas  especially  vulnerable. 
In  addition,  the  free  metaphyseal  frag- 
ments of  Ogden  type  2B  may  interfere 
with  normal  reduction. 

Type  3 injuries  occur  most  often 
when  the  physeal  growth  plate  is  par- 
tially closed  and  invariably  extend  into 
the  joint.  Type  4 and  5 injuries  often  are 
associated  with  localized  growth  arrest 
and  angular  deformity  despite  accurate 
reduction.  Early  definitive  radiographic 
diagnoses  and  prognoses  of  these  inju- 
ries often  are  difficult  or  impossible 
leaving  the  clinician  no  choice  but  to 
treat  expectantly.  Sequential  film  stud- 
ies may  show  relatively  normal  growth 
for  several  years  following  which  angu- 
lar deformity  may  ensue. 

With  the  development  of  surgical 
techniques  for  correcting  partial 
growth  plate  closure  it  is  most  impera- 
tive that  these  injuries  be  discovered 
and  treated  before  the  onset  of  serious 
deformity.2,3  Initial  leg  length  measure- 
ments using  accepted  orthoroentgeno- 
graphic  techniques  should  be  obtained 
shortly  after  the  initial  injury.  Thereaf- 
ter, these  measurements  should  be  re- 
peated at  three  to  six  month  intervals, 
depending  upon  the  child’s  growth 
phase,  in  order  to  evaluate  possible 
growth  arrest.  It  should  be  remembered 
that  the  fractured  bones,  especially 
those  of  the  lower  extremities,  often 
heal  with  overgrowth  and  subsequent 
elongation.  Hence,  the  failure  of  an  in- 
jured bone  to  grow  more  rapidly  than 
the  comparison  normal  (bone)  should  be 
suspect  for  early  epiphyseal  growth  ar- 
rest (Figure  2). 

When  premature  fusion  of  a growth 
plate  occurs,  surgical  excision  of  the 
bony  bar  and  insertion  of  one  of  a vari- 
ety of  materials  (silastic,  cranioplast, 
etc.)  is  the  accepted  method  of  treat- 
ment. Radiologic  “mapping"  of  these 
abnormalities  is  necessary  in  order  to 


Dr.  Felman,  a former  student  and  colleague  of  Mary  Stuart  Fisher,  MD,  was  invited  to 
speak  to  the  Pennsylvania  Radiological  Society  in  her  honor.  Before  presenting  his  clini- 
cal paper.  Dr.  Felman  made  the  following  introductory  comments  praising  Dr.  Fisher. 

I want  to  thank  the  members  of  the  Pennsylvania  Radiological  Society  for  inviting  me 
to  share  in  this  marvelous  celebration  of  Mary  Fisher's  career  in  radiology.  Also,  I want  to 
express  my  thanks  to  this  organization  for  honoring  the  work  that  Mary  has  done  over 
the  years,  and  for  recognizing  what  we,  her  former  students,  have  known  for  so  many 
years— that  she  is,  indeed,  entitled  to  be  counted  among  the  great  radiologists  of  Phila- 
delphia, of  Pennsylvania,  and  well  beyond. 

It  is  not  my  purpose  to  enlarge  upon  Mary’s  career  or  her  accomplishments.  The  honor 
that  you  have  bestowed  says  more  than  anyone  could  possibly  say.  Perhaps,  however,  I 
might  add  a few  personal  observations  to  this  occasion  from  one  who  has  known  and 
worked  with  Mary. 

She  would  arrive  punctually  each  day  in  a 1953  Chevy  or  a large  black  Checker— either 
of  which  could  defeat  any  Philadelphia  weather  system.  Her  day-long  stint  at  her  viewbox 
was  interrupted  ritualistically  at  five  minutes  to  12  each  day  for  a trip  to  the  hall  vending 
machines  where  she  purchased  a package  of  peanut  butter  or  cheese  crackers  and  a soft 
drink  which  she  consumed  during  the  noon  conference.  At  the  end  of  each  day,  Mary 
disappeared  into  New  Jersey  where  she  cared  for  her  children  and  husband  George,  but 
she  could  always  be  counted  upon  to  be  back  at  Philadelphia  General  Hospital  for  the 
evening  conferences  or  other  scheduled  events. 

I think  it  might  be  interesting  to  read  part  of  a letter  that  I received  from  Dr.  David  Baker, 
chairman  of  the  department  of  radiology  at  Columbia.  I wrote  and  asked  Dave  if  he  could 
uncover  some  past  history  of  Mary  Stuart,  who  was,  I thought,  a medical  student  at 
Columbia  in  the  late  1940s  and  possibly  also  a radiology  resident  there.  He  wrote  me  as 
follows: 

Dashiell  Hammett,  Agatha  Christie,  Dorothy  Sayers,  and  Sir  Arthur  Conan  Doyle 
collaborated  and  have  finally  found  a picture  of  Dr.  Fisher  which  I have  made  into  a 
slide  and  I am  sending  to  you.  We  had  no  record  of  Dr.  Fisher  as  a resident  but  we 
were  able  to  find  Mary  Stuart  Blakely  as  a medical  student  who  graduated  in  1948. 
She  interned  at  the  Massachusetts  General  Hospital  in  1949  and  started  her  radiol- 
ogy residency  here  on  October  1,  1949.  She  was  appointed  by  Dr.  Ross  Golden.  She 
wrote  to  Dr.  Golden  on  July  30,  1949  from  Venice  where  she  was  spending  the  sum- 
mer with  her  parents.  The  letter  noted  that  her  address  in  Paris  to  the  middle  of 
August  would  be  American  Express  Company,  in  Edinburgh  until  the  end  of  August, 
and  in  London  through  the  first  week  in  September.  Sounds  like  a nice  summer.  A 
letter  from  Dr.  Loeb  to  Dr.  Golden  on  September  7 states  that  Dr.  Blakely  was  first  in 
her  class  and  was  offered  an  internship  at  the  Presbyterian  Hospital  but  preferred 
early  acceptance  at  Massachusetts  General  where  she  went.  While  she  was  in  medi- 
cal school  she  apparently  was  an  outstanding  student.  Her  internship  recommenda- 
tions are  equally  glowing. 

The  letter  concludes  with  reference  to  the  fact  that  Mary  left  Columbia  for  Bethesda 
and  Washington  and  changed  her  name  to  Dr.  Fisher  in  the  interval. 

I hope  that  this  provides  a little  better  insight  into  the  background  of  your  honored 
radiologist.  Mary  Fisher  remains  a symbol  of  excellence  to  which  we,  her  former  stu- 
dents and  colleagues,  aspire.  As  long  as  we  have  teachers  like  her  in  our  training  pro- 
grams, we  will  never  exhaust  our  supply  of  great  radiologists. 

In  his  farewell  address  to  the  graduating  medical  school  class  at  the  University  of 
Pennsylvania  in  1889,  Sir  William  Osier  read  a poem  about  his  revered  mentor  and  great 
teacher,  Dr.  Palmer  Howard.  I can  think  of  no  better  words  to  reflect  my  sentiments  and 
those  of  my  colleagues  and  former  students  of  Mary  Fisher: 

Whatever  way  my  days  decline, 

I felt  and  feel,  though  left  alone, 

Her  being  working  in  mine  own, 

The  footsteps  of  her  life  in  mine. 
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evaluate  the  surgical  approach  and 
prognosis.  Multidirection  tomography 
at  0.5  cm  intervals  in  the  frontal  and 
lateral  planes  is  used  to  map  the  size 
and  location  of  the  epiphyseal  bridge4 
(Figure  3).  Bright  suggests  the  follow- 
ing criteria  for  surgical  intervention: 
(1)  partial  growth  arrest  proven  by  to- 
mography; (2)  at  least  50  percent  of  the 
normal  remaining  open  growth  plate; 
(3)  at  least  two  years  of  expected  longi- 
tudinal growth;  (4)  adequate  and  good 
quality  skin  covering  the  lesion,  and 
(5)  free  of  drainage  at  least  one  year  if 
previously  infected.2 

On  occasion,  early  radiographic 
growth  plate  fusion  may  appear,  only  to 
resolve  with  resumption  of  normal 
growth.  In  these  circumstances,  physi- 
cians must  weigh  all  clinical  and  radio- 
logical parameters  before  embarking  on 
aggressive  surgical  treatment. 

Apophyseal  injuries 

Apophyses  represent  promontories  of 
bone  which  generally  serve  as  attach- 
ments for  a muscle  or  muscle  group.  As 
such,  their  shape  and  configuration  usu- 
ally is  determined  by  their  loading  re- 
quirements. Apophyseal  growth  plates 
or  physes,  while  similar  histologically 
to  epiphyseal  physes,  have  significantly 
increased  numbers  of  collagen  fibers 


crossing  the  growth  plates  and  consid- 
erably less  proliferating  cartilage  cells. 
These  morphologic  alterations  help 
withstand  tension  forces  that  result 
from  contractions.  Muscle  attachments 
to  apophyses  are  very  strong  by  virtue 
of  interosseous  fibers  that  are  exten- 
sions of  the  tendonous  portion  of  the 
muscle.  As  a result,  avulsion  of  portions 
of  bone  or  fractures  through  apophyseal 
growth  plates  occur  more  regularly 
than  torn  tendons  in  the  pediatric  age 
group. 

While  injuries  to  apophyses  may  oc- 
cur from  a direct  blow,  most  are  caused 
by  muscular  effort.  Often  quite  dis- 
abling, these  injuries  produce  few  im- 
portant sequelae.  On  rare  occasions, 
they  may  be  confused  with  other,  more 
significant  lesions,  i.e.  infection,  or  neo- 
plasm. 

Avulsion  injuries  tend  to  be  less  acute 
in  their  onset;  patients  often  present 
with  a history  of  aching  pain,  usually  of 
several  weeks’  or  months’  duration.  In 
most  instances  however,  the  patient  ex- 
periences a sharp,  intense  pain  associ- 
ated with  running,  jumping,  or  quick 
movements  and  changes  of  direction. 

Elbow:  Medial  epicondyle— This  is 
the  second  center  of  the  distal  humerus 
to  ossify;  usually  appearing  between 
five  and  seven  years.  Fusion  to  the  ad- 
jacent metaphysis  does  not  occur  until 
17  or  18  years.  As  a result,  the  physis 


remains  open  during  a protracted  pe- 
riod of  childhood  and  adolescence,  ren- 
dering it  susceptible  to  avulsion  type  in- 

• 5,6 

juries. 

The  medial  epicondyle  serves  as  the 
attachment  for  flexors  and  pronators  of 
the  forearm  and  the  ulnar  collateral  lig- 
ament. Severe  valgus  stress  at  the  el- 
bow is  the  mechanism  that  leads  to 
avulsion  of  the  medial  epicondyle.  The 
medial  epicondyle  also  shares  a physis 
with  the  trochlea  which  does  not  ossify 
until  about  10  years  of  age.  Hence,  frac- 
tures extending  through  the  medial  epi- 
condyle may  continue  through  the 
trochlea  and  into  the  elbow  joint.  This 
complication,  though  rare,  must  be  rec- 
ognized since  external  fixation  is  neces- 
sary to  ensure  proper  healing  and  main- 
tenance of  function.7 

The  radiographic  appearance  of  me- 
dial epicondyle  avulsion  is  usually  char- 
acterized by  considerable  soft  tissue 
swelling  along  the  medial  elbow  and  dis- 
tal humerus  and  distal  displacement  of 
the  ossific  nucleus.  Indistinctness  of 
the  metaphyseal  margin  of  the  ossific 
nucleus  and  loss  of  the  normal  parallel 
position  in  relation  to  the  metaphysis 
are  additional  findings.  Not  uncom- 
monly, a “flake”  of  the  adjacent  me- 
taphysis, pulled  off  along  with  the  epi- 
condyle, serves  as  a confirmation. 

Extension  of  a medial  epicondyle 
avulsion  fracture  through  the  trochlea 


Figure  2 Healing  growth  plate  fracture  is  seen  in  the  distal  femur 
and  proximal  tibia.  The  left  femur  is  already  8 mm  shorter  than 
the  right,  although  no  definite  radiographic  evidence  of  prema- 
ture fusion  is  seen. 


Figure  3 Taken  eighteen  months  after  the  film  in  Figure  2,  this 
film  shows  the  left  distal  femoral  epiphyseal  growth  plate  is  de- 
formed as  a result  of  partial  fusion. 
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and  into  the  elbow  joint  is  difficult  and 
often  impossible  to  determine  radio- 
graphically. The  presence  of  a large  me- 
taphyseal fragment  suggests  extension 
through  the  trochlea  but  is  not  a defini- 
tive finding.  Since  the  medial  epicon- 
dyle  is  often  extra  articular,  the  absence 
of  a joint  effusion  supports  the  diagno- 
sis of  isolated  epicondylar  avulsion;  the 
presence  of  a joint  effusion,  however,  is 
of  little  help.  Post  reduction  clinical  and 
radiographic  evaluations  are  important 
in  determining  the  presence  of  intra- 
articular  fracture.  Range  of  motion  ex- 
amination and  radiographic  appearance 
of  the  reduced  fracture  usually  will  suf- 
fice.7 Arthrography  should  be  reserved 
for  those  cases  where  definitive  deter- 
mination cannot  be  made. 

The  act  of  throwing,  especially  the 
use  of  a twisting  movement  when  try- 
ing to  throw  a “curve-ball,”  also  may 
contribute  to  medial  epicondyle  inju- 
ries. “Little  League”  elbow,  a condition 
seen  in  adolescent  baseball  pitchers  and 
other  players  results  in  part  from  this 
action  and  the  associated  valgus  stress 
applied  to  the  elbow.8  Repeated  injury 
of  the  tendonous  attachments  to  the 
medial  epicondyle  may  cause  fragmen- 
tation of  the  ossification  centers  (Figure 
4).  On  occasion  the  medial  epicondyle 
may  develop  as  several  separate  centers 


Figure  4 Painful  medial  epicondyle 


normally  so  that  careful  clinical  and  his- 
torical correlation  is  necessary  if  the  di- 
agnosis of  “Little  League”  elbow  is  to 
be  based  on  this  finding  alone.  Compari- 
son with  the  opposite  elbow  may  be 
helpful. 

The  lateral  condyle  also  may  undergo 
change  when  subjected  to  the  stress  of 
throwing.  Subchondral  reabsorption, 
“cystic”  lesions,  and  demineralization 
are  among  the  recognized  lateral  con- 
dyle changes  of  “Little  League”  elbow. 

Pelvis— Avulsion  injuries,  usually  re- 
sulting from  various  athletic  endeavors, 
represent  the  most  common  chondro- 
osseous  injuries  about  the  pelvis.1011 
The  anterior  superior,  and  anterior  infe- 
rior iliac  spines  are  points  of  attach- 
ments for  the  sartorius  and  rectus  fe- 
moris  muscles  respectively.  These  are 
powerful  flexors  of  the  hip  and  may 
cause  metaphyseal  avulsions  during 
running,  kicking,  and  similar  stressful 
exercises.  While  they  often  result  from 
sudden  muscular  effort  and  frequently 
evoke  acute  local  pain,  chronic  aching  in 
the  area  usually  brings  the  patient  to 
medical  attention. 

An  apophyseal  avulsion  is  usually 
recognized  by  an  area  of  bony  density 
within  the  adj  acent  soft  tissues.  The  ap- 
pearance varies  depending  upon  the 
time  interval  between  the  injury  and  ex- 
amination. The  location  of  the  injury 
also  contributes  to  the  roentgen  appear- 


occurred  after  competitive  pitching. 


ance;  ischial  avulsion  may  be  associated 
with  exuberant  callus  formation.  The 
roentgen  appearance  is  usually  typical, 
and  when  combined  with  the  clinical 
history  and  symptomatology,  is  often 
conclusive.  Differentiation  from  a neo- 
plastic process,  while  a theoretical  di- 
lemma, has  not  been  a problem  in  our 
experience.  Careful  observation  with  re- 
peated radiographs  usually  will  clarify 
suspicious  cases.  Biopsy  should  be 
avoided  unless  there  is  a strong  clinical 
suspicion  of  malignancy  since  healing 
avulsion  fracture  may  be  indistinguish- 
able histologically  from  malignant  bone 
neoplasm. 

Knee:  Tibial  tuberosity— The  quadri- 
ceps tendon  inserts  in  a fan-like  manner 
into  the  apophysis  of  the  tibial  tubercle 
and  adjacent  tibia.  Acute  fracture  or 
avulsion  of  the  tibial  tuberosity,  or  a 
portion  thereof,  may  occur  from  direct 
trauma  or  from  sudden  muscular  con- 
traction of  the  quadriceps  mechanism. 
Classification  of  these  injuries  is  based 
upon  several  features:  1)  the  degree  of 
separation  of  the  fracture  from  the  ad- 
jacent metaphysis,  2)  the  accompany- 
ing soft  tissue  injury  and  possible  func- 
tional impairment,  and  3)  extension 
into  the  tibial  epiphysis  with  or  without 
actual  knee  joint  involvement. 

The  radiographic  evaluation  of  these 
injuries  usually  is  straightforward 
when  the  ossified  structures  are  in- 
volved, despite  considerable  normal  de- 
velopmental variations  of  the  tibial  tu- 
bercle. Accompanying  soft  tissue  injury 
invariably  occurs,  but  the  extent  may 
not  always  be  determined  radiographi- 
cally. Soft  tissue  edema  in  the  region  of 
the  tubercle  and  loss  of  normal  patellar 
tendon  definition  usually  are  evident 
but  may  escape  detection  if  the  film  is 
not  viewed  with  a bright  light. 

The  posterior  edge  of  the  normal  pa- 
tellar tendon  should  present  a straight 
and  well-defined  interface  with  the  in- 
frapatellar fat  pad.  With  soft  tissue  in- 
jury, this  tendon  may  be  widened  and 
lose  its  distinct  margin.  Avulsed  frag- 
ments of  the  tibial  tubercle  may  be  seen 
in  the  soft  tissues  superior  and  anterior 
to  the  tibial  tubercle.  The  metaphyseal 
origin  of  these  fragments  is  usually  ap- 
parent since  their  borders  are  often  ir- 
regular and  a defect  in  the  adjacent  tu- 
bercle metaphysis  frequently  can  be 
identified.  Dysplastic  ossification 
within  the  patellar  tendon  may  develop 
following  injury. 

Attention  also  must  be  paid  to  the 
patellar-tubercle  distance  which  fre- 
quently is  increased  when  the  tubercle 
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is  avulsed.  This  observation  may  be 
missed  if  the  film  is  taken  with  the  knee 
extended;  flexion  of  the  knee  will  accen- 
tuate this  injury.  Comparable  films  of 
the  opposite  extremity  in  the  same  de- 
gree of  flexion  may  be  necessary  to  con- 
firm the  diagnosis. 

Type  3 injuries,  with  propagation 
into  the  tibial  epiphysis  and  knee  joint 
may  disrupt  the  normal  articular  sur- 
face. In  general,  the  radiographic  detec- 
tion of  this  injury  is  not  usually  difficult 
and  when  obscure,  may  be  enhanced 
with  conventional  tomography.  Re- 
placement of  an  avulsed  tibial  tubercle 
to  the  normal  anatomic  position  is  nec- 
essary in  order  to  restore  complete  func- 
tion and  avoid  the  complication  of  pa- 
tella alta  with  possible  secondary 
chondromalacia  patellae. 

Osgood-Schlatter’s  “disease,”  most 
commonly  seen  in  adolescent  males, 
was  originally  felt  to  be  caused  by  asep- 
tic necrosis  of  the  tibial  tubercle.  In  all 
probability,  it  results  from  partial  trau- 
matic fragmentation  of  the  apophyseal 
ossification  center,  as  a result  of  strong 
tensile  force  applied  to  that  area. 

Although  Osgood-Schlatter’s  disease 
is  usually  a well-defined  and  easily  diag- 
nosed entity,  other  bone  and/or  soft  tis- 
sue lesions  may  occur  in  this  region. 
Arteriovenous  malformation,  osteomy- 
elitis, benign  and  malignant  tumors  of 
bone  and  soft  tissue  have  been  re- 
ported." 

Ankle— The  juvenile  counterpart  of 
the  “Tillaux  fracture”  in  adults  is  a 
Salter  type  3 injury  of  the  distal  tibial 
physis.  Closure  of  this  growth  plate  be- 
gins in  the  mid  portion,  progresses  me- 
dially and  then  laterally.14'15  For  a period 
of  up  to  12  to  18  months,  the  lateral 
physis  may  remain  unfused  rendering  it 
particularly  vulnerable  to  a fracture. 
Extreme  lateral  rotation  of  the  foot 
causes  a stretching  of  the  anterior  tibio- 
fibular ligaments  leading  to  an  avulsion 
type  injury  of  the  lateral  epiphysis. 

The  radiographic  diagnosis  of  juve- 
nile Tillaux  fracture  is  usually  straight- 
forward. Best  seen  in  the  mortise  view, 
it  produces  a vertical  fracture  line 
through  the  epiphysis.  The  epiphyseal 
growth  plate  medial  to  the  fracture  line 
is  fused;  the  lateral  unfused  portion 
may  widen. 

The  plain  film  findings  are  diagnostic 
in  most  cases,  but  the  use  of  computed 
tomography  may  be  helpful  both  in  the 
pre-  and  post-reduction  evaluation.16 
When  two  or  three  part  tri-plane  frac- 


tures are  suspected,  the  use  of  CT  often 
is  of  great  benefit.  Complications  and 
sequelae  of  these  fractures  are  not  com- 
mon if  the  fragments  are  maintained  in 
good  alignment.  The  potential  for  pre- 
mature growth  arrest  is  minimal  since 
they  usually  occur  near  the  time  of 
physiologic  closure.  Injury  to  the  artic- 
ular cartilage  and  failure  to  restore  con- 
tinuity of  the  joint  surface  carries  a risk 
of  future  arthritic  change. 

Fractures  through  pathologic  bone 

Localized  lesions  and  generalized  con- 
ditions that  weaken  normal  bone  may 
result  in  fractures  that  occur  with  rela- 
tively minor  trauma.  Non-ossifying  fi- 
bromas or  benign  cortical  defects  are 
common  benign  bone  lesions  usually 
discovered  incidentally.  On  rare  occa- 
sions, they  present  clinically  as  frac- 
tures with  relatively  minor  trauma.  Be- 
cause of  the  frequency  of  these  lesions 
and  the  fact  that  they  are  so  often  dis- 
covered on  films  taken  for  other  reasons 
(trauma,  pain,  etc.),  they  may  present 
problems  in  both  diagnosis  and  man- 
agement. 

After  gross  fracture  has  occurred,  one 
has  little  choice  but  conservative  treat- 
ment until  healing  occurs.  The  need  to 
treat  with  curettement  and  packing  be- 
fore a fracture  has  occurred,  and  indeed 
after  a healed  fracture  may  present  a di- 
lemma for  the  patient  and  physician. 

A high  degree  of  individuality  must 
be  exercised  in  the  approach  to  these 
conditions  and  must  take  into  account 
the  age  of  the  child  and  the  physical  ac- 
tivity that  is  contemplated.  While  the 
latter  can  rarely  be  predicted,  a more 
aggressive  approach  naturally  should 
be  considered  in  those  patients  who  con- 
template physically  demanding  sports. 

The  following  roentgen  criteria  have 
been  suggested  as  guidelines  for  the 
prophylactic  surgical  treatment  of 
these  lesions: 

1.  Non  fibular  location 

2.  Greater  than  33mm  long 

3.  Greater  than  50  percent  of  bone 
width 

4.  Anticipation  of  physical  contact  or 
stressful  sports  or  other  activity1 7 

Fractures  through  simple  cysts  or 
other  benign  lesions  of  bone  must  be 
handled  on  an  individual  basis.  Most 
bone  cyst  fractures  will  heal  spontane- 
ously, but  there  are  no  data  to  support 
the  hypothesis  that  the  cyst  is  more  (or 
less)  likely  to  heal  as  a result  of  fracture. 
We  have  seen  one  case  of  malignant  de- 
generation (osteosarcoma)  in  what  was 
felt  to  be  a six-year  period. 


Complications  of  fractures 

A complete  review  of  fracture  compli- 
cations is  beyond  the  scope  of  this  pre- 
sentation. Nevertheless,  I would  like  to 
illustrate  a few  unique  situations  where 
prompt  recognition  and  proper  treat- 
ment may  prevent  considerable  morbid- 
ity and  disability. 

Pinkney,  Currarino,  and  Kennedy 
have  called  attention  to  the  dangers  of 
what  might  otherwise  be  considered  a 
relatively  benign  injury,  a stubbed  toe.18 
They  emphasize  the  risk  of  secondary 
osteomyelitis  when  Salter  type  1 or  2 
fractures  of  the  epiphyseal  growth  plate 
of  the  distal  phalanx  of  the  great  toe  are 
associated  with  bleeding  from  the  base 
of  the  nail  bed  or  a skin  laceration  in  the 
immediate  area.  Prompt  antibiotic  ther- 
apy prevented  this  complication  in  two 
of  their  patients.  We  have  seen  a similar 
case  in  which  osteomyelitis  complicated 
a fracture  of  the  distal  phalanx  of  the 
toe  and  a break  in  the  overlying  skin. 
The  close  relation  of  the  skin  to  perios- 
teum, at  the  root  of  the  nail  with  no  in- 
tervening soft  issue,  is  the  explanation 
given  by  these  authors  for  the  high  inci- 
dence of  complicating  osteomyelitis. 

A second  complication  of  muscular 
skeletal  injury  is  the  presence  of  radi- 
opaque foreign  material  at  the  site  of  in- 
jury. Dr.  Fisher  first  suggested  to  me 
that  all  glass  is  radiopaque.  After  radio- 
graphing a large  number  and  variety  of 
glass  objects,  I was  convinced  of  the 
truth  of  her  statement.19  I have  yet  to 
see  a proven  case  where  embedded  glass 
was  not  visualized  radiographically. 

Child  abuse 

There  are  many  historical  accounts  of 
the  syndrome  of  child  abuse  but  Dr. 
Frederic  Silverman’s  Rigler  Lecture  of 
1972  should  be  read  by  everyone  inter- 
ested in  this  problem.71  Dr.  Silverman 
gives  credit  to  Dr.  Ambroise  Tardieu, 
professor  of  legal  medicine  at  the  Uni- 
versity of  Paris  from  1861  to  1879,  for 
first  describing  the  features  of  this  syn- 
drome. Tardieu  outlined  the  demo- 
graphic, social,  psychiatric,  and  medical 
features  that  were,  except  for  the  roent- 
genographic  findings,  similar  in  all  re- 
spects to  those  that  we  recognize  today. 
Caffey,  in  1946,  was  probably  the  first 
to  publish  examples  of  the  radiographic 
features  of  child  abuse,  but  it  wasn't  un- 
til 1953  when  Silverman,  one  of  his 
former  pupils,  correlated  the  clinical 
pattern  of  intentional  trauma  and  abuse 
with  the  development  of  these  charac- 
teristic features.  1 ” The  term,  “the  bat- 
tered child,”  was  coined  by  Kempe  in 


56  Pennsylvania  Medicine,  April  1986 


Why  pay  too  much 
for  workers’ 
compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


A service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when 
policies  are  issued.  Then  at  year- 
end,  a dividend  also  is  paid, 
based  on  claim  costs.  Dividends 
have  run  as  high  as  47%  and  now 
average  43%  yearly  since  1973. 


In  this  plan,  a dividend  is  paid 
when  claim  costs  are  kept  low 
through  safety  on  the  job.  From 
Dodson,  you  get  prompt  service 
with  the  personal  touch.  Write  or 
phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


medical  feature 


1961,  100  years  after  Tardieu,  15  years 
after  Caffey,  and  10  years  after  Silver- 
man  called  attention  to  this  problem/  ' 

Without  trying  to  cover  this  subject 
in  any  substantial  manner,  I would  like 
to  stress  a few  salient  features  that  may 
be  of  help  in  the  diagnosis  of  this  poten- 
tially fatal  condition.  Radiologists  are 
usually  alerted  to  the  possibility  of 
child  abuse  when  skeletal  survey  films 
are  requested.  On  occasion,  however, 
one  may  recognize  the  signs  on  film 
studies  obtained  for  other  reasons.  I 
would  like  to  illustrate  several  exam- 
ples of  child  abuse  that  were  recognized 
from  chest  studies  requested  for  other 
reasons. 

Rib  fractures  occur  rarely  in  children 


from  normal  activity.  When  present, 
they  should  raise  suspicion  of  child 
abuse,  especially  when  located  in  the 
posterior,  paraspinal  location,  and  when 
they  appear  to  be  in  different  stages  of 
healing  (Figure  5).  One  is  occasionally 
faced  with  the  argument  that  rib  frac- 
tures were  caused  by  a parent  attempt- 
ing to  resuscitate  a choking  or  apneic 
child.  The  presence  of  fractures  of  other 
bones,  often  the  humerus,  can  be  used 
as  confirmatory  evidence  of  child  abuse. 

In  recent  years,  cranial  computed  to- 
mography has  identified  cases  of  child 
abuse  that  might  have  been  overlooked 
previously/4  Skull  fractures  have  been 
the  traditional  roentgen  markers  of  cra- 
nial injury  prior  to  the  advent  of  this 
improved  imaging  technique.  A wide 
variety  of  severe  intracranial  changes 
are  now  recognized  in  abused  children, 


Figure  5 Multiple  rib  fractures  are  present.  Right  sided  fractures  are  marked  with  arrows. 


however,  in  the  absence  of  skull  frac- 
tures. These  changes  include  subdural 
hematomas  and  effusions,  cerebral  con- 
tusion, and  atrophy,  etc.  Cerebral  contu- 
sion is  most  frequently  seen  and  may 
appear  as  high  density,  isodensity,  or 
low  density  areas  depending  upon  the 
relative  amount  of  hemorrhage  and 
edema.  These  injuries  are  thought  to 
result  from  severe  shaking  rather  than 
from  direct  blunt  trauma,  accounting 
for  extensive  intracranial  abnormality 
in  the  absence  of  skull  fractures.  □ 
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in  my  opinion 


It’s  about  time,  AMA 


Richard  T.  Bell,  MD 

Your  editorial  in  PENNSYLVANIA  MED- 
ICINE in  February  was  certainly  appre- 
ciated by  those  who  have  been  involved 
in  the  fight  to  reduce  cigarette  smok- 
ing. But  the  title  should  have  been, 
“It’s  about  time,  AMA.”  These  na- 
tional policy  statements  and  actions 
should  have  been  instituted  two  de- 
cades ago,  preceding,  or  at  least  imme- 
diately after,  the  initial  surgeon  gen- 
eral’s report.  The  AMA  was  holding 
investments  in  the  tobacco  industry 
and  was  tolerating  smoking  at  its  meet- 
ings during  a time  when  it  should  have 
been  making  stands  within  its  own  or- 
ganization. 

Some  newspaper  editors  criticized  the 
AMA’s  procrastination  before  it  took 
the  recent  positions.  One  column  sug- 
gested that  the  AMA  did  not  wish  to 
abolish  smoking  so  that  people  would 
require  more  medical  care.  I hope  that 
this  convoluted  reasoning  has  no  foun- 
dation, but  you  can  see  that  it  had  some 
basis  for  some  people. 

You  are  correct  in  identifying  this  as  a 
doctor-patient  issue  which  mandates 
physicians  to  counsel  patients  to  stop 

Article  on  diagnosis  praised 

Edwin  Kellerman,  MD,  JD,  FCLM 

I read  the  excellent  article  written 
by  Dr.  Milton  Freiwald  of  Philadelphia 
in  this  month’s  issue  of  PENNSYLVANIA 
MEDICINE.  Only  a physician  with  Dr. 
Freiwald’s  knowledge  and  experience 
could  have  written  such  a significant  ar- 
ticle. 

The  teaching  lesson  emphasized,  of 
early  and  correct  diagnosis,  can  prevent 
many  tragic  situations.  Congratula- 
tions on  maintaining  the  high  stan- 
dards of  Pennsylvania  Medicine  by 
publishing  such  excellent  clinical  mate- 
rial. □ 


Dr.  Kellerman  is  a nephrologist  from  Wynne- 
wood. 


smoking.  However,  the  vast  majority  of 
people  who  start  smoking  are  those  in 
the  “healthy”  segment  of  the  popula- 
tion who  infrequently  see  a physician. 

The  anti-smoking  education  started 
in  the  schools  should  be  reinforced  on  a 
state-wide  level  by  the  PMS.  Candy  cig- 
arettes should  be  abolished  to  discour- 
age patterned  behavior.  Prohibiting 
smoking  in  public  places  and  offices 
would  diminish  smoking  and  would  im- 
prove the  health  of  the  smoke-sensitive 
patient.  Pennsylvania  hospitals  and 
PMS  offices  should  at  least  adopt  the 


John  L.  Kelly,  MD 

“Nominating  committees— to  be  or 
not  to  be?”  is  certainly  an  appropriate 
question. 

The  basic  concept  of  the  Pennsylva- 
nia Medical  Society  is  its  full  demo- 
cratic thrust.  A nominating  committee 
thwarts  this  idea.  Such  a committee 
functions  either  as  an  arm  of  an  autoc- 
racy or  a meritocracy  with  far  more  op- 
portunity for  mischief  than  for  virtue. 
There  is  an  often  heard  complaint  from 
the  rank  and  file  members  that  the  Soci- 
ety plays  “musical  chairs”  placing  a 
“favored  few”  in  first  one  office  and 
then  another.  To  the  degree  that  this  is 
true,  it  is  in  large  measure  due  to  the 
efforts  of  a nominating  committee  who 
presumes  to  know  what  is  best  (charac- 
teristic of  a “Meritocracy”). 

Different  societies  use  various  formu- 
lae for  making  up  the  nominating  com- 
mittee. One  in  use  is  a simple  appoint- 
ment by  the  present  president  or  the 
chairman  of  the  board.  Another  is  by 
election  of  the  members  at  large.  Still 
another  method  is  by  naming  two  mem- 
bers to  join  the  three  immediate  past 
presidents. 

I believe  the  decline  in  activity  and 
attendance  of  the  general  members  is 
due  to  the  perceived  undue  influence  of 
the  nominating  committee.  If  we  must 


same  anti-smoking  policy  as  the  AMA 
headquarters.  The  Indoor  Clean  Air 
Act  should  be  at  top  priority  in  the  goal 
of  attaining  a smoke-free  society  by  the 
year  2000.  I hope  the  PMS  will  be  more 
timely  than  the  AMA  in  supporting  and 
promoting  anti-smoking  legislation. 
Fourteen  years  is  a relatively  short 
time.  □ 


Dr.  Bell  is  a specialist  in  pulmonary  medi- 
cine, practicing  in  Reading. 


have  a nominating  committee,  let  it  not 
publish  its  recommendations  prior  to 
nominating  time,  and  only  if  candidates 
are  not  nominated  should  it  give  its  re- 
port. The  new,  young  member  ought  to 
be  encouraged  to  take  an  active  role, 
and  I believe  the  influence  of  the  nomi- 
nating committee  works  against  this 
taking  place.  I do  not  intend  to  suggest 
that  the  only  problem  with  organized 
medicine  is  the  nominating  committee, 
but  it  is  one  that  can  be  corrected  here 
and  now. 

Last,  but  not  least,  it  should  be  noted 
that  those  societies  whose  nominating 
committee  names  two  candidates  for 
each  office  have  a guaranteed  mecha- 
nism to  place  both  people  in  a situation 
that  is  100  percent  sure  of  causing  pain- 
ful embarrassment  to  at  least  one  and 
maybe  more.  It  would  be  interesting  to 
have  other  points  of  view  expressed  on 
the  subject  of  nominating  commit- 
tees. □ 


Dr.  Kelly  has  been  active  for  many  years  in 
the  Delaware  County  and  the  Pennsylvania 
medical  societies,  serving  the  former  as  exec- 
utive director  and  the  latter  as  a member  of 
the  Pennsylvania  Delegation  to  the  AMA. 


Let’s  keep  democratic  thrust  of  PMS 
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ror Id  News  put  you  ahead. 

For  more  than  115,000  busy  physicians  like  you,  Medical 
World  News  is  the  secret  to  staying  informed  about  the 
changing  world  of  medicine. 

Every  two  weeks,  we  will  bring  you  up-to-the-minute 
developments  in  therapy,  research,  practice,  pharmacol- 
ogy, economics,  legislative  action,  highlights  of  other 
periodicals  and  new  medical  trends. 

It’s  no  wonder  Medical  World  News  has  one  of  the  high- 
est cover-to-cover  readerships  in  medical  publishing  today. 
Our  balanced  reporting  means  you’ll  get  all  sides  of  the 
issues,  and  our  fast-reading  style  makes  it  enjoyable  to 
stay  informed. 

If  you’re  getting  behind  in  your  medical  reading,  let 
Medical  World  News  put  you  ahead. 
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id  Debate: 

iry  Angioplasty  are  Appropriate— Charles  E.  Bemis,  M.D. 
it  is  Appropriate — Sheldon  R.  Bender,  M.D. 
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in  my  opinion 


It’s  about  time,  AMA 


Richard  T.  Bell,  MD 

Your  editorial  in  PENNSYLVANIA  MED- 
ICINE in  February  was  certainly  appre- 
ciated by  those  who  have  been  involved 
in  the  fight  to  reduce  cigarette  smok- 
ing. But  the  title  should  have  been, 
“It’s  about  time,  AMA.”  These  na- 
tional policy  statements  and  actions 
should  have  been  instituted  two  de- 
cades ago,  preceding,  or  at  least  imme- 
diately after,  the  initial  surgeon  gen- 
eral’s report.  The  AMA  was  holding 
investments  in  the  tobacco  industry 
and  was  tolerating  smoking  at  its  meet- 
ings during  a time  when  it  should  have 
been  making  stands  within  its  own  or- 
ganization. 

Some  newspaper  editors  criticized  the 
AMA’s  procrastination  before  it  took 
the  recent  positions.  One  column  sug- 
gested that  the  AMA  did  not  wish  to 
abolish  smoking  so  that  people  would 
require  more  medical  care.  I hope  that 
this  convoluted  reasoning  has  no  foun- 
dation, but  you  can  see  that  it  had  some 
basis  for  some  people. 

You  are  correct  in  identifying  this  as  a 
doctor-patient  issue  which  mandates 
physicians  to  counsel  patients  to  stop 

Article  on  diagnosis  praised 

Edwin  Kellerman,  MD,  JD,  FCLM 

I read  the  excellent  article  written 
by  Dr.  Milton  Freiwald  of  Philadelphia 
in  this  month’s  issue  of  PENNSYLVANIA 
Medicine.  Only  a physician  with  Dr. 
Freiwald’s  knowledge  and  experience 
could  have  written  such  a significant  ar- 
ticle. 

The  teaching  lesson  emphasized,  of 
early  and  correct  diagnosis,  can  prevent 
many  tragic  situations.  Congratula- 
tions on  maintaining  the  high  stan- 
dards of  Pennsylvania  Medicine  by 
publishing  such  excellent  clinical  mate- 
rial. □ 


Dr.  Kellerman  is  a nephrologist  from  Wynne- 
wood. 


smoking.  However,  the  vast  majority  c 
people  who  start  smoking  are  those  i: 
the  “healthy”  segment  of  the  popuk 
tion  who  infrequently  see  a physician. 

The  anti-smoking  education  startei 
in  the  schools  should  be  reinforced  on 
state-wide  level  by  the  PMS.  Candy  cig 
arettes  should  be  abolished  to  discoui 
age  patterned  behavior.  Prohibitinj 
smoking  in  public  places  and  office 
would  diminish  smoking  and  would  im 
prove  the  health  of  the  smoke-sensitiv 
patient.  Pennsylvania  hospitals  an< 
PMS  offices  should  at  least  adopt  th 

Let’s  keep  democratic  thru 

John  L.  Kelly,  MD 

“Nominating  committees — to  be  oi 
not  to  be?”  is  certainly  an  appropriate 
question. 

The  basic  concept  of  the  Pennsylva 
nia  Medical  Society  is  its  full  demo 
cratic  thrust.  A nominating  committee 
thwarts  this  idea.  Such  a committee 
functions  either  as  an  arm  of  an  autoc 
racy  or  a meritocracy  with  far  more  op 
portunity  for  mischief  than  for  virtue. 
There  is  an  often  heard  complaint  from 
the  rank  and  file  members  that  the  Soci- 
ety plays  “musical  chairs”  placing  a 
“favored  few”  in  first  one  office  and 
then  another.  To  the  degree  that  this  is 
true,  it  is  in  large  measure  due  to  the 
efforts  of  a nominating  committee  who 
presumes  to  know  what  is  best  (charac- 
teristic of  a “Meritocracy”). 

Different  societies  use  various  formu- 
lae for  making  up  the  nominating  com- 
mittee. One  in  use  is  a simple  appoint- 
ment by  the  present  president  or  the 
chairman  of  the  board.  Another  is  by 
election  of  the  members  at  large.  Still 
another  method  is  by  naming  two  mem- 
bers to  join  the  three  immediate  past 
presidents. 

I believe  the  decline  in  activity  and 
attendance  of  the  general  members  is 
due  to  the  perceived  undue  influence  ol 
the  nominating  committee.  If  we  must 
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Getting  behind  in  your  medical  reading? 
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For  more  than  115,000  busy  physicians  like  you,  Medical 
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changing  world  of  medicine. 
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issues,  and  our  fast-reading  style  makes  it  enjoyable  to 
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Reduction  of  Infarct  Size:  Can  it  be  done? 

Moderator:  Bernard  L Segal,  M.D. 

3 p.m. 

Roundtable  Discussion  and  Debate: 

Streptokinase  and  Coronary  Angioplasty  are  Appropriate— Charles  E.  Bern  is,  M.D. 
Conservative  Management  is  Appropriate — Sheldon  R.  Bender,  M.D. 

Questions  and  Answers—  The  Audience 
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special  feature 


The  Medical  Practice  Act  of  1985 


John  H.  Moyer,  MD,  DSc 


Part  I — Composition  and  organization  of  the  medical  board 


The  State  Board  of  Medical  Educa- 
tion and  Licensure  has  functioned 
since  1929  under  authority  of  the  Ad- 
ministrative Code.  As  of  January  1, 
1986,  the  revised  Medical  Practice  Act 
of  1985  has  designated  it  simply,  the 
State  Board  of  Medicine.  Its  powers 
and  duties  provide  for  the  education,  li- 
censing, and  disciplining  of  physicians 
and  surgeons,  physician  assistants,  and 
nurse  midwives,  and  for  the  develop- 
ment of  rules  and  regulations  governing 
the  practice  of  medicine.  Drugless  ther- 
apists are  no  longer  issued  new  licenses, 
but  those  who  were  previously  licensed 
continue  to  be  registered  on  the  basis  of 
their  original  license. 

The  State  Board  of  Medicine  is  a reg- 
ulatory agency  within  the  jurisdiction 
of  the  Department  of  State.  The  activi- 
ties of  the  board  are  administered  by 
the  Commissioner  of  the  Bureau  of  Pro- 
fessional and  Occupational  Affairs. 
Staffing  and  funding  for  operating  the 
State  Board  of  Medicine  are  controlled 
by  policies  and  decisions  of  the  budget 
secretary  and  the  administrative  proce- 
dures established  in  the  office  of  the 
governor. 

In  order  to  better  understand  the 
Medical  Practice  Act  of  1985,  a number 
of  definitions  listed  in  the  Act,  having 
therefore,  legal  implications  are  in  or- 
der: 

1.  “Medicine  and  surgery.”  The  art 
and  science  of  which  the  objectives  are 
the  cure  of  diseases  and  the  preserva- 
tion of  the  health  of  man,  including  the 
practice  of  the  healing  art  with  or  with- 
out drugs,  except  healing  by  spiritual 
means  or  prayer.  Note:  This  definition 
establishes  the  concept  of  a basic  level 
of  educational  and  professional  achieve- 
ment in  order  to  qualify  for  licensure  in 


the  broad  field  of  medicine  and  surgery. 

2.  “Physician.”  A medical  doctor  or 
doctor  of  osteopathy.  Note:  No  other 
health  professionals  are  included  in  this 
definition  of  a physician.  This  is  perti- 
nent to  issues  of  reimbursement  and  the 
ability  to  delegate  patient  management 
responsibility  unless  specifically  pre- 
cluded by  law. 

3.  “Physician  assistant.”  An  individ- 
ual who  is  certified  as  a physician  assis- 
tant by  the  board.  Note:  This  is  by  defi- 
nition a dependent,  limited  health  care 
practitioner  responsible  to  a physician 
supervisor. 

4.  “Medical  doctor.”  An  individual 
who  has  graduated  from  a medical 
school  and  has  acquired  one  of  the  fol- 
lowing licenses  to  practice  medicine  and 
surgery  issued  by  the  Medical  Board  of 
Pennsylvania: 

a.  License  without  restriction,  b. 
graduate  license,  c.  interim  limited  li- 
cense, d.  institutional  license,  e.  tempo- 
rary license,  f.  extraterritorial  license. 

5.  “Doctor  of  osteopathy  or  osteo- 
pathic doctor.”  An  individual  licensed 
to  practice  osteopathic  medicine  and 
surgery  by  the  State  Board  of  Osteo- 
pathic Medical  Examiners.  Note:  The 
Board  of  Medicine  has  no  responsibility 
for  or  authority  over  a doctor  of  osteop- 
athy. 


Dr.  Moyer  is  senior  vice  president  for  profes- 
sional and  educational  affairs  at  Conemaugh 
Valley  Hospital,  Johnstown.  He  was  a mem- 
ber of  the  State  Board  of  Medical  Education 
and  Licensure  and  is  a member  of  the  newly 
designated  State  Board  of  Medicine.  In  a fu- 
ture issue,  Dr.  Moyer  will  discuss  graduate 
medical  education  and  the  foreign  medical 
graduate,  impaired  physicians,  and  other  ac- 
tivities of  the  board 


6.  “Resident.”  A medical  doctor  who 
is  participating  in  graduate  training, 

i.e.,  training  after  graduation  from  med- 
ical school. 

7.  “Midwife  or  nurse  midwife.”  An 
individual  who  is  licensed  as  a midwife 
by  the  board.  Note:  All  newly  licensed 
midwives  are  nurses  and,  therefore,  ap- 
propriately referred  to  as  “ nurse  mid- 
wives. ” 

8.  “Medical  Training  Facility.”  A 
medical  college,  hospital  or  other  insti- 
tution which  provides  courses  in  the  art 
and  science  of  medicine  and  surgery 
and  related  subjects  for  the  purpose  of 
enabling  a matriculant  to  qualify  for  a 
license  to  practice  medicine  and  sur- 
gery, graduate  medical  training,  mid- 
wife certificate,  or  physician  assistant 
certificate. 

Membership  on  the  board 

There  are  significant  changes  in  the 
Medical  Practice  Act  of  1985.  The 
structure  of  the  Board  is  now  as  fol- 
lows: 

1.  Commissioner  of  professional  and 
occupational  affairs. 

2.  Secretary  of  health. 

3.  Two  members  appointed  by  the 
governor  representing  the  public  at 
large.  These  designations  have  not  been 
changed,  and  one  of  these  traditionally 
has  been  a lawyer.  (One  of  these  cur- 
rently serving  on  the  board  is  a lawyer 
who  is  a recent  appointment  and  whose 
term  has  not  yet  expired.  The  other  is  a 
professor  of  social  work  who  has  served 
since  1976,  is  currently  chairman  of  the 
board  and  is  not  eligible  for  reappoint- 
ment according  to  the  new  Act,  having 
served  well  in  excess  of  two  full  four- 
year  terms.) 

4.  One  nurse  midwife  or  physician  as- 
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sistant  or  certified  registered  nurse 
practitioner  licensed  or  certified  under 
the  laws  of  this  Commonwealth. 

5.  Six  medical  doctors  with  unre- 
stricted licenses  to  practice  medicine 
and  surgery  in  the  Commonwealth  for 
five  years  immediately  preceding  their 
appointment,  appointed  by  the  gover- 
nor. (Five  of  the  six  either  are  new  ap- 
pointees or  must  be  reappointed  by  the 
governor  before  July  1,  1986.  Three 
physicians  currently  serving  on  the 
board  have  completed  one  four-year 
term  and  are  eligible  for  reappointment 
at  the  discretion  of  the  governor.  A 
fourth  is  not  eligible  for  reappointment, 
having  served  more  than  two  succes- 
sive full  four-year  terms.  A fifth  physi- 
cian has  not  yet  completed  the  first 
four-year  term.  The  sixth  position  is 
open,  being  a new  position  established 
by  the  Act  of  1985.  Therefore,  at  least 
two  positions  must  be  filled  by  physi- 
cians to  be  appointed  for  the  first  time. 
Three  may  be  filled  by  reappointment 
or  by  new  appointees.  In  making  ap- 
pointments, more  attention  should  be 
given  to  better  representation  of  the 
specialties  of  medicine.  Currently  all 
board  members  are  surgeons  except 
one.  Well  qualified  physicians  should  be 
identified  and  recruited  for  these  posi- 
tions so  as  to  obtain  active,  aggressive, 
and  capable  candidates.) 

Terms  of  office 

All  professional  and  public  members 
of  the  board  are  appointed  by  the  gover- 
nor, with  the  advice  and  consent  of  a 
majority  of  the  members  elected  to  the 
Senate.  The  term  of  each  appointed 
member  of  the  board  is  to  be  four  years 
or  until  a successor  is  appointed  and 


qualified,  but  a new  provision  is  that 
the  appointee  cannot  serve  longer  than 
six  months  beyond  the  four-year  period, 
unless  reappointed.  Another  new  provi- 
sion is  that  no  member  shall  be  eligible 
for  appointment  to  serve  more  than  two 
consecutive  terms.  The  governor  must 
assure  that  a nurse  midwife  or  a physi- 
cian assistant  or  a certified  registered 
nurse  practitioner  is  appointed  to  a 
four-year  term  on  a rotating  basis  so 
that  for  every  three  sequential  appoint- 
ments for  a four-year  term,  one  has 
been  a nurse  midwife,  one  a physician 
assistant,  and  one  a certified  registered 
nurse  practitioner. 

A majority  of  the  members  of  the 
board  serving  in  accordance  with  law 
constitute  a quorum,  which  is  six  mem- 
bers for  purposes  of  conducting  the 
business  of  the  board;  voting  by  proxy 
is  prohibited  by  the  Act.  The  chairman 
of  the  board  is  to  be  selected  annually 
from  among  the  members  of  the  board. 
Although  not  required  by  law,  the 
board  also  elects  a vice  chairman,  a sec- 
retary and  a financial  officer.  The  board 
is  supported  by  legal  counsel  who  is  an 
assistant  counsel  assigned  to  the  board 
by  the  office  of  general  counsel  in  the 
governor’s  office.  The  salary  of  counsel 
is  paid  from  board  funds,  but  decisions 
regarding  the  employment  of  the  Board 
counsel  are  principally  made  by  the  of- 
fice of  general  counsel.  The  office  of  gen- 
eral counsel  is  by  statute  given  the  re- 
sponsibility for  providing  legal  counsel 
to  the  executive  agencies.  The  functions 
of  counsel  are  to  provide  legal  advice  to 
the  board,  attend  board  meetings  and 
board  committee  meetings,  and  provide 
legal  advice  as  needed  at  these  meet- 
ings. Counsel  also  advises  the  board  at 
hearings  conducted  by  the  board,  and 


drafts  orders,  adjudications,  regula- 
tions, and  other  legal  documents  as  re- 
quired by  the  Board.  Counsel  also  per- 
forms appellate  work  for  the  Board 
when  such  authority  has  been  delegated 
by  the  office  of  the  attorney  general. 

Sunset  and  termination 
of  appointment 

The  Board  is  subject  to  evaluation, 
review  and  termination  in  the  manner 
provided  in  the  Act  of  December  22, 
1981  (P.L.  508,  No.  142),  known  as  the 
Sunset  Act  which,  will  occur  again  in 
1995. 

When  a member  fails  to  attend  three 
consecutive  meetings,  he  forfeits  his  or 
her  seat,  unless  the  commissioner,  upon 
written  request  from  the  member,  finds 
that  the  member  should  be  excused 
from  a meeting. 

If  a public  member  fails  to  attend  two 
consecutive  statutorily  mandated  train- 
ing seminars  in  accordance  with  section 
813(e)  of  the  Act  of  April  9,  1929  (P.L. 
177,  No.  175),  known  as  The  Adminis- 
trative Code  of  1929,  he  shall  forfeit  his 
or  her  seat  unless  the  commissioner, 
upon  written  request  from  the  public 
member,  finds  that  the  public  member 
should  be  excused  from  a meeting. 

The  board  must  meet  at  least  once  ev- 
ery two  months  and  at  such  additional 
times  as  may  be  necessary  to  conduct 
its  business.  For  the  past  four  years, 
the  board  has  met  monthly  and  the  Pol- 
icy Committee  also  has  met  monthly 
usually  on  the  day  preceeding  the  board 
meeting. 


Executive  secretary  of  the  board 

A new  provision  in  the  Act,  which  has 


Pennsylvania  Medicine,  April  1986  63 


‘The  powers  and  duties  [of  the  State  Board  of  Medicine]  provide  for 
the  education,  licensing,  and  disciplining  of  physicians  and 
surgeons  . . . and  for  the  development  of  rules  and  regulations 
governing  the  practice  of  medicine.’ 


been  urged  by  the  Pennsylvania  Medi- 
cal Society,  is  that  the  board,  with  the 
approval  of  the  commissioner,  shall  ap- 
point and  fix  the  compensation  of  an  ex- 
ecutive secretary  who  shall  be  responsi- 
ble for  day-to-day  operations  and 
administration.  The  current  administra- 
tive officer  serves  as  such  for  several  li- 
censing boards. 

Consultants 

The  board,  with  the  approval  of  the 
commissioner,  is  now  authorized  to  use 
consultants,  as  it  deems  appropriate,  to 
assist  it  in  carrying  out  its  responsibili- 
ties. By  law,  the  board  may  not  dele- 
gate any  of  its  final  decision-making  re- 
sponsibilities to  a consultant  or  panel  of 
consultants. 

Fees,  fines,  civil  penalties 

1.  Setting  of  fees — All  fees  are  to  be 
fixed  by  the  board  by  regulation  and  are 
subject  to  the  Regulatory  Review  Act 
of  1982.  If  the  revenues  raised  by  fees, 
fines,  and  civil  penalties  are  not  suffi- 
cient to  meet  expenditures  the  board 
must  increase  the  fees  so  that  projected 
revenues  will  meet  or  exceed  projected 
expenditures.  In  brief,  the  licensure  and 
regulatory  process  is  completely  sup- 
ported by  the  physicians  regulated  by 
the  board.  If  the  Bureau  of  Professional 
and  Occupational  Affairs  determines 
that  the  fees  established  by  the  board 
are  inadequate  to  meet  the  minimum 
enforcement  efforts  required  by  the 
Act,  then  the  bureau,  after  consultation 
with  the  board  and  subject  to  the  Regu- 
latory Review  Act,  shall  increase  the 
fees  by  regulation  so  that  adequate  rev- 
enues are  raised  to  meet  the  required 
enforcement  effort.  (Fees  collected  from 
licensees  under  the  Medical  Practice 
Act  of  1974  were  allowed  to  accumulate 
rather  than  expended  to  support  the  ac- 
tivities of  the  board  in  its  regulatory 
function.  As  a result,  the  Pennsylvania 
Medical  Society  brought  suit  against 
the  bureau  for  alleged  inappropriate  col- 
lection and  use  of  funds.  As  a result,  the 
administration  agreed  in  a court  settle- 
ment to  address  the  issue  but  has  been 
so  restrictive  in  hiring  that  the  number 
of  investigators  and  prosecuting  attor- 


neys is  inadequate  to  carry  out  prosecu- 
torial activities  in  a timely  fashion.  In 
1981,  there  was  $4.8  million  in  excess 
funds;  in  1983,  $4.4  million;  and  in  1984, 
$3.5  million,  indicating  failure  to  follow 
through  with  the  court  settlement.  In 
an  attempt  to  avoid  inappropriate  accu- 
mulation of  funds  and  to  use  excess 
funds  appropriately,  the  Board  decided 
not  to  levy  a biennial  registration  fee  in 
1984.  The  reserve  funds  decreased  from 
$4.8  million  to  $2.01  million  without 
significant  increase  of  personnel  or 
prosecutorial  capabilities.  The  Depart- 
ment of  State  is  in  the  process  of  re- 
viewing this  entire  issue.) 

2.  Disposition— All  fees,  fines,  and 
civil  penalties  imposed  in  accordance 
with  this  Act  are  restricted  to  the  exclu- 
sive use  of  the  board  in  carrying  out  the 
provisions  of  this  Act  and  are  to  be  ap- 
propriated annually  for  that  purpose. 

3.  Charging  of  fees— The  board 
charges  a reasonable  fee,  as  set  by  regu- 
lation, for  all  examinations,  registra- 
tions, certificates,  licensures,  or  applica- 
tions permitted  by  this  Act  or  its 
regulations. 

Accountability  of  the  board 

A new  requirement  in  the  Act  of  1985 
is  that  of  accountability.  The  board  is 
now  required  to  submit  annually  to  the 
Department  of  State  an  estimate  of  its 
financial  requirements  for  administra- 
tive, investigative,  legal,  and  miscella- 
neous expenses.  It  must  submit  to  the 
House  and  Senate  Appropriations  Com- 
mittees, 15  days  after  the  governor  sub- 
mits his  budget,  a copy  of  the  budget 
request  for  the  next  fiscal  year  which 
previously  was  submitted  to  the  De- 
partment of  State. 

The  Board  now  must  submit  annually 
a report  to  the  Professional  Licensure 
Committee  of  the  House  of  Representa- 
tives and  to  the  Consumer  Protection 
and  Professional  Licensure  Committee 
of  the  Senate.  The  report  must  contain 
a description  of  the  types  of  complaints 
received,  status  of  cases,  board  action 
which  has  been  taken,  and  the  length  of 
time  from  the  initial  complaint  to  final 
resolution.  The  report  also  must  include 
a statement  of  the  numbers  and  types 


of  licenses  granted  and  a statement  on 
the  use  of  physician  assistants  in  the 
Commonwealth,  including  geographic 
location  and  practice  settings. 

Regulatory  powers  of  the  board 

The  board,  in  the  exercise  of  its  duties 
under  the  Act,  has  the  power  to  adopt 
such  regulations  as  are  reasonably  nec- 
essary to  carry  out  the  purposes  of  this 
Act  and  such  regulations  have  the  im- 
pact of  law.  Regulations  must  be 
adopted  in  conformity  with  the  provi- 
sions of  the  Act  of  July  31,  1968  (PL. 
769,  No.  240),  referred  to  as  the  Com- 
monwealth Documents  Law,  and  the 
Act  of  June  25,  1982  (P.L.  633,  No.  181), 
known  as  the  Regulatory  Review  Act. 
Revisions  in  the  Act  require  a large 
number  of  new  regulations  in  order  to 
implement  the  provisions  contained 
therein.  Regulatory  actions  are  pub- 
lished in  the  Pennsylvania  Bulletin 
prior  to  final  adoption. 

Procedure,  oaths,  and  subpoenas 

1.  Disciplinary  actions — All  discipli- 
nary actions  of  the  Board  must  be 
taken  subject  to  the  right  of  notice, 
hearing,  and  adjudication,  and  the  right 
of  appeal  therefrom,  in  accordance  with 
the  provisions  in  Title  2 of  the  Pennsyl- 
vania Consolidated  Statutes  (relating  to 
administrative  law  and  procedure) 
which  has  been  standard  procedure. 

2.  Disciplinary  Proceedings— Most 
disciplinary  hearings  are  assigned  to  a 
hearing  examiner.  All  disciplinary  pro- 
ceedings conducted  by  hearing  exam- 
iners are  conducted  in  accordance  with 
sections  901  through  905  of  the  Act  111 
of  1975,  the  Health  Care  Services  Mal- 
practice Act.  This  also  was  standard 
procedure  under  the  Medical  Practice 
Act  of  1974. 

3.  Subpoena  Power— A new  provi- 
sion is  that  the  board  now  has  the  au- 
thority to  subpoena  witnesses,  to  ad- 
minister oaths,  to  examine  witnesses, 
to  take  testimony,  or  to  compel  the  pro- 
duction of  books,  records,  papers,  and 
documents  as  it  may  deem  necessary  or 
proper  in  and  pertinent  to  any  proceed- 
ing, investigation  or  hearing  held  by  it. 
Medical  records  may  not  be  subpoenaed 
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The  Medical  Practice  Act  of  1985  calls  for  the  governor  to  appoint 
to  the  Board  of  Medicine  ‘six  medical  doctors  who  have  held  unre- 
stricted licenses  to  practice  medicine  and  surgery  in  the  Common- 
wealth for  five  years  immediately  preceding  their  appointment.’ 


without  consent  of  the  patient  or  with- 
out order  of  a court  showing  that  the 
records  are  reasonably  necessary  for 
the  conduct  of  the  investigation.  The 
court  may  impose  such  limitations  on 
the  scope  of  the  subpoena  as  are  neces- 
sary to  prevent  unnecessary  intrusion 
into  confidential  information.  The 
Board  is  authorized  to  apply  to  Com- 
monwealth Court  to  enforce  its  subpoe- 
nas. 

Reports  requiring  potential 
disciplinary  review 
The  attorneys  responsible  for  repre- 
senting the  Commonwealth  in  discipli- 
nary matters  before  the  board  must  no- 
tify the  board  immediately  upon 
receiving  notification  of  an  alleged  vio- 
lation of  the  Medical  Practice  Act.  The 
board  is  responsible  for  assuring  that 
records  of  all  reports  of  alleged  viola- 
tions are  kept  current  and  for  periodi- 
cally reviewing  the  records  for  the  pur- 
pose of  determining  that  each  alleged 
violation  has  been  resolved  in  a timely 
manner.  This  has  been  very  difficult  to 


achieve  in  the  past  because  of  inability 
of  the  bureau  and  the  office  of  the  gen- 
eral counsel  to  establish  appropriate 
procedures  so  that  the  board  could  de- 
termine the  current  overall  status  of 
open  cases.  The  Act  now  requires  peri- 
odic review  of  all  cases  in  a timely  man- 
ner. 

Unauthorized  practice  of  medicine 
and  surgery 

The  Act  clearly  specifies  that  no  per- 
son other  than  a medical  doctor  shall 
engage  in  any  of  the  following  except  as 
authorized  or  exempted  in  this  Act: 

1.  Practice  medicine  and  surgery. 

2.  Purport  to  practice  medicine  and 
surgery. 

3.  Hold  forth  as  authorized  to  prac- 
tice medicine  and  surgery  through  use 
of  a title,  including,  but  not  necessarily 
limited  to,  medical  doctor,  doctor  of 
medicine,  doctor  of  medicine  and  sur- 
gery, doctor  of  a designated  disease, 
physician,  physician  of  a designated 
disease,  or  any  abbreviation  for  the 
foregoing. 


Prior  to  the  Act  of  1985,  the  board 
had  jurisdiction  over  licensed  medical 
doctors  but  not  over  anyone  engaged  in 
the  unlawful  practice  of  medicine, 
which  was  a responsibility  of  the  attor- 
ney general’s  office  and  the  judicial  sys- 
tem. This  has  now  been  changed  and 
the  medical  board  has  been  granted 
prosecutorial  authority  over  the  unlaw- 
ful practice  of  medicine. 

Conclusion 

The  structure  and  organization  of  the 
State  Board  of  Medicine  as  provided  in 
the  Medical  Practice  Act  of  1985  is  in 
compliance  with  the  essentials  of  a mod- 
ern medical  practice  act  as  recom- 
mended by  the  Federation  of  State 
Medical  Boards,  provided  that  an  exec- 
utive secretary  spends  full  time  on  the 
board’s  business  and  that  qualified,  ex- 
perienced candidates  are  appointed  to 
the  board.  (See  “A  Guide  to  the  Essen- 
tials of  a Modern  Medical  Practice  Act, 
published  by  the  Federation  of  State 
Medical  Boards  of  the  United  States, 
1985.) 


Part  II — Licenses  and  certificates;  requirements  for  physician  licensure 


The  board  issues  the  following  types 
of  licensures  and  certificates: 

1.  License  without  restriction.  This  is 
the  license  most  frequently  issued  for 
the  physician  to  practice  medicine  in 
Pennsylvania. 

2.  Graduate  license.  This  is  the  li- 
cense issued  to  an  MD  to  enter  into  a 
program  approved  by  the  Accreditation 
Council  for  Graduate  Medical  Educa- 
tion (ACGME). 

3.  Interim  limited  license.  This  is  a li- 
cense limited  to  two  years  which  allows 
the  trainee  to  practice  medicine  during 
his  training  period  with  his  program  di- 
rector’s approval  (moonlighting).  Only 
graduates  of  Liaison  Council  for  Medi- 
cal Education  (LCME)  approved  medi- 
cal schools  are  eligible. 

4.  Institutional  license.  This  license 
is  issued  to  a foreign  medical  graduate 
who  has  an  outstanding  reputation  as 
an  educator  and  wishes  to  participate  in 
academic  education  in  this  state. 


5.  Temporary  license. 

6.  Extraterritorial  license. 

The  Board  also  licenses  nurse  mid- 
wives and  issues  certificates  to  physi- 
cian assistants.  This  function  will  be  re- 
viewed in  another  section. 

Licensure  requirements 

An  individual  is  not  qualified  to  re- 
ceive a license  to  practice  medicine  and 
surgery  unless  the  individual  has  re- 
ceived an  academic  degree  in  medicine 
and  surgery  from  a medical  college  and 
satisfies  other  qualifications  for  the  par- 
ticular license  contained  in  or  autho- 
rized by  the  Medical  Practice  Act  of 
1985. 

1.  License  without  restriction— A li- 
cense without  restriction  empowers  the 
licensee  to  practice  medicine  and  sur- 
gery without  any  restriction  or  limita- 
tion in  accordance  with  usual  and  ac- 
cepted practices  in  the  Commonwealth. 
Authorization  to  practice  medicine  and 


surgery  under  this  license  also  requires 
that  the  license  be  registered  and  rere- 
gistered every  two  years.  If  the  ap- 
plicant is  a graduate  of  an  accredited 
medical  college,  he  also  must  have  com- 
pleted successfuly  as  a resident  two 
years  of  approved  graduate  medical 
training.  If  he  is  a graduate  of  an  unac- 
credited medical  college  (foreign  medi- 
cal school),  he  must  have  completed 
three  years  of  approved  graduate  medi- 
cal training,  the  educational  require- 
ments prescribed  by  the  Board,  and  cer- 
tification by  the  Educational  Council 
for  Foreign  Medical  Graduates 
(ECFMG),  or  its  successors.  When  the 
applicant's  native  language  is  other 
than  English,  he  is  required  to  show 
proficiency  in  English  by  examination. 

Third  party  testing— The  Act  re- 
quires that  all  written,  oral,  and  practi- 
cal examinations  shall  be  prepared  and 
administered  by  a qualified  and  ap- 
proved professional  testing  organiza- 
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special  feature 


tion  in  the  manner  prescribed  for  writ- 
ten examinations  by  the  provisions  of 
Section  812.1  of  the  Administrative 
Code  of  1929. 

When  it  accepts  an  examination 
given  by  an  examining  agency,  the 
Board  may  establish  the  criteria  for 
passing,  or  accept  the  criteria  estab- 
lished by  the  agency.  If  the  examination 
is  offered  in  parts,  the  Board  may  estab- 
lish, by  regulation,  a time  period  in 
which  the  entire  examination  must  be 
completed.  The  Board  is  authorized  to 
establish  a maximum  number  of  exami- 
nation attempts  it  will  recognize  for  the 
purpose  of  achieving  a passing  score  on 
the  examination  recognized  but  not 
given  by  the  Board. 

By  law  there  must  be  at  least  two  ex- 
aminations for  a license  without  restric- 
tion each  year.  Currently  a passing 
score  on  the  National  Boards  (all  three 
parts)  or  the  FLEX  I and  II  examina- 
tions is  acceptable.  A passing  score  on 
the  examination  given  by  the  Medical 
Council  of  Canada  taken  after  May 
1970  also  is  acceptable.  In  case  of  fail- 
ure the  applicant  has,  after  the  expira- 
tion of  six  months  and  within  two 
years,  the  privilege  of  a second  exami- 
nation. In  case  of  failure  in  a second  ex- 
amination, or  after  the  expiration  of 
two  years,  the  applicant  must  complete, 
as  a resident,  one  year  of  approved 
graduate  medical  training,  apply  de 
novo,  and  qualify  under  the  conditions 
in  existence  at  the  time  of  the  reapplica- 
tion. The  Medical  Practice  Act  of  1985 
does  not  allow  for  licensure  by  the  spe- 
cialty route.  The  Act  of  1974  permitted 
certification  by  the  American  Board  of 
Medical  Specialties  to  substitute  for  the 
licensure  examination.  The  Federation 
of  State  Medical  Boards,  as  well  as  the 
American  Board  of  Medical  Specialties, 
has  recommended  (by  policy)  that  this 
route  for  licensure  be  excluded  by  the 
states,  and  this  recommendation  was 
accepted  and  included  in  the  Act  of 
1985. 

2.  Graduate  license — A graduate  li- 
cense empowers  the  licensee  to  partici- 
pate for  a period  of  up  to  12  consecutive 
months  in  graduate  medical  training  in 
the  hospital  to  which  the  licensee  is  as- 
signed and  any  satellite  facility  or  other 
training  location  utilized  in  the  gradu- 
ate training  program.  This  license  is 
similar  to  the  temporary  license  issued 
prior  to  January  1,  1986  but  which  is  no 
longer  issued.  A graduate  license  may 


not  be  issued  unless  the  applicant  is  a 
graduate  of  a medical  college  and  has 
received  a medical  degree.  A graduate 
license  may  be  issued  to  an  applicant 
who  holds  the  equivalent  of  a license 
without  restriction  granted  by  another 
state,  territory,  or  possession  of  the 
United  States  or  the  Dominion  of  Can- 
ada. 

The  board  will  extend  the  validity  of  a 
graduate  license  should  the  physician 
wish  to  continue  training  in  an 
ACGME-approved  program  after  re- 
ceiving an  unrestricted  license.  In  the 
event  a graduate  license  holder  is  issued 
a license  without  restriction  and  wishes 
to  continue  graduate  medical  training, 
the  graduate  license  holder  must  com- 
plete and  keep  current  a form  satisfac- 
tory to  the  board  containing  informa- 
tion about  the  graduate  medical 
training  program. 

A graduate  of  an  unaccredited  medi- 
cal college,  who  does  not  possess  all  of 
the  qualifications  for  the  issuance  of  a 
graduate  license  but  desires  to  train  in  a 
hospital  in  an  area  of  advanced  medical 
training  may  have  the  unmet  qualifica- 
tions waived  if  the  Board  determines 
that  the  applicant  possesses  the  techni- 
cal skills  and  educational  background 
to  participate  in  such  training,  and  that 
its  issuance  is  beneficial  to  the  health, 
safety,  and  welfare  of  the  general  public. 

3.  Interim  limited  license — An  in- 
terim limited  license  may  be  issued  to  a 
resident  in  training  in  an  ACGME  pro- 
gram which  empowers  the  licensee  to 
provide  medical  service  other  than  at 
the  training  location  of  the  licensee’s 
approved  graduate  training  program 
for  a period  of  up  to  12  consecutive 
months.  This  license  is  issued  in  addi- 
tion to  the  graduate  license.  However, 
no  interim  limited  license  may  be  issued 
unless  the  applicant  is  a graduate  of  an 
accredited  medical  college  (graduates  of 
foreign  medical  schools  cannot  qualify) 
and  holds  a valid  graduate  license,  has 
successfully  completed  one  full  year  of 
approved  graduate  training,  has  re- 
cieved  the  written  approval  of  the  direc- 
tor of  the  graduate  training  program, 
and  is  in  compliance  with  applicable 
regulations  of  the  board.  The  board  may 
extend  the  validity  of  an  interim  limited 
license  for  a period  of  up  to  12  addi- 
tional consecutive  months,  but  in  no 
event  may  the  extension  be  for  more 
than  two  years. 

4.  Institutional  license — An  institu- 
tional license  empowers  the  licensee  to 
teach  or  practice  medicine  and  surgery 
in  one  of  the  medical  colleges,  affiliates 


or  hospitals  within  this  Commonwealth. 
This  license  is  similar  to  the  license  des- 
ignated “limited  license”  in  the  Medical 
Practice  Act  of  1974  which  is  no  longer 
issued.  The  applicant  must  be: 

a.  a graduate  of  a foreign  medical 
school  who  has  attained  through  profes- 
sional growth  and  teaching  the  status 
of  teacher; 

b.  not  otherwise  licensed  to  practice 
medicine  and  surgery  in  Pennsylvania 
but  one  who  has  achieved  outstanding 
medical  skills  in  a particular  area  of 
medicine  and  surgery  and  wishes  to 
practice,  demonstrate,  or  teach  with 
those  outstanding  medical  skills. 

The  institutional  license  is  valid  for 
no  more  than  three  years,  and  only 
when  the  board  determines  that  its  is- 
suance is  beneficial  to  the  health,  safety, 
and  welfare  of  the  general  public.  The 
institution  assumes  primary  responsi- 
bility for  quality  control  of  the  services 
delivered  by  the  licensees.  A person 
granted  an  institutional  license  who 
subsequently  desires  to  obtain  a license 
without  restriction  is  required  to  meet 
all  of  the  requirements  of  such  license  as 
set  forth  in  the  Act. 

5.  Temporary  license— A.  temporary 
license  empowers  the  licensee  to: 

a.  teach  medicine  and  surgery  or  par- 
ticipate in  a medical  procedure  neces- 
sary for  the  well  being  of  a specified  pa- 
tient; 

b.  practice  medicine  and  surgery  at  a 
camp  or  resort  for  no  more  than  three 
months. 

The  applicant  for  temporary  license 
must  hold  the  equivalent  of  a license 
without  restriction  granted  by  another 
state,  territory,  possession,  or  country. 
The  time  span  of  the  temporary  license 
may  not  exceed  three  months.  The 
board  may  impose  any  appropriate  limi- 
tation in  scope,  duration,  or  site  of  prac- 
tice on  the  temporary  license.  Tempo- 
rary licensees  shall  be  issued  only  to 
physicians  who  conduct  less  than  50 
percent  of  their  health  care  business  or 
practice  within  this  Commonwealth  for 
the  purposes  of  Act  111  of  1975,  the 
Health  Care  Services  Malpractice  Act. 

6.  Extraterritorial  license— An  ex- 
traterritorial license  empowers  the  li- 
censee residing  in  or  maintaining  the  of- 
fice of  practice  in  any  adjoining  state 
near  the  boundary  line  between  such 
state  and  this  Commonwealth,  whose 
medical  practice  extends  into  this  Com- 
monwealth, to  practice  medicine  and 
surgery  with  or  without  restriction.  No 
extraterritorial  license  may  be  issued 
unless  the  applicant  holds  the  equiva- 
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lent  of  a license  without  restriction 
granted  by  a state  adjoining  this  Com- 
monwealth. An  extraterritorial  license 
may  be  granted  by  the  Board  so  long  as 
the  Board  is  provided  with: 

a.  an  application  for  the  license, 
which  shall  include  information  on  mal- 
practice insurance  coverage  compli- 
ance, and 

b.  a certification  by  the  authorized  li- 
censing body  of  such  state  of  the  cur- 
rent license  in  the  state  of  residence  and 
primary  practice. 

The  exericise  of  the  discretion  of  the 
board  in  granting  such  a license  will  de- 
pend primarily  upon  the  needs  of  pa- 
tients in  this  Commonwealth,  the  avail- 
ability of  medical  care  in  the  specific 
area  involved,  and  whether  the  adjoin- 
ing state  of  licensure  reciprocates  by  ex- 
tending similar  privileges  to  medical 
doctors  who  reside  and  have  their  office 
of  practice  in  this  Commonwealth.  Such 
a license  will  be  revoked  automatically 
if  the  doctor  relocates  the  office  of  prac- 
tice or  residence.  A doctor  granted  such 
a license  has  the  duty  to  inform  the 
board  of  any  changes  in  practice  which 
may  in  any  way  affect  the  maintenance 
of  the  license. 

7.  General  requirements  and  prohibi- 
tions 

a.  The  board  may  not  issue  a license 
or  certificate  to  an  applicant  unless  the 
applicant  establishes,  by  an  affidavit  or 
affirmation,  that  the  applicant  is  of  le- 
gal age,  is  of  good  moral  character,  and 
is  not  addicted  to  the  intemperate  use 
of  alcohol  or  the  habitual  use  of  narcot- 
ics or  other  habit-forming  drugs,  and 
that  the  applicant  has  completed  the  ed- 
ucational requirements  prescribed  by 
the  board,  and  otherwise  satisfies  the 
qualifications  for  the  license  or  certifi- 
cate contained  in  the  Medical  Practice 
Act.  The  Board  may  not  issue  a license 
or  certificate  to  an  applicant  who  has 
been  convicted  of  a felony  under  the 
Act  64  of  1972,  the  Controlled  Sub- 
stance, Drug,  Device  and  Cosmetic  Act, 
or  of  an  offense  under  the  laws  of  an- 
other jurisdiction  which  if  committed  in 
this  Commonwealth  would  be  a felony 
under  Act  64,  unless: 

i.  at  least  ten  years  have  elapsed  from 
the  date  of  conviction; 

ii.  the  applicant  satisfactorily  demon- 
strates that  he  has  made  significant 
progress  in  personal  rehabilitation 
since  the  conviction  such  that  licen- 
sure of  the  applicant  should  not  be 
expected  to  create  a substantial  risk 
of  harm  to  the  health  and  safety  of 
his  patients  or  the  public  or  a sub- 


stantial risk  of  further  criminal  vio- 
lations; and 

iii.  the  applicant  otherwise  satisfies  the 
qualifications  contained  in  or  autho- 
rized by  the  Medical  Practice  Act. 

As  used  in  this  section,  the  term 
“convicted”  shall  include  a judgment, 
an  admission  of  guilt  or  a plea  of  nolo 
contendere. 

b.  The  board  may  refuse  to  issue  a li- 
cense or  certificate  to  an  applicant 
based  upon  a ground  for  such  action. 

c.  The  board  may  not  refuse  to  issue 
a license  or  certificate  to  an  applicant 
unless  the  applicant  has  been  afforded 
due  process  in  accordance  with  the  Act. 

Licenses,  certificates, 
biennial  registration 

1.  All  applicants  who  have  complied 
with  the  requirements,  have  passed  a 
qualifying  examination,  and  have  other- 
wise complied  with  the  provisions  of  the 
Act  shall  receive  a license  entitling 
them  to  the  right  to  practice  in  this 
Commonwealth. 

2.  It  is  the  duty  of  all  persons  li- 
censed without  restriction  to  be  reregis- 
tered every  two  years  (or  more  fre- 
quently when  specifically  required 
under  the  Act)  as  determined  by  the 
board. 

3.  Each  person  reregistering  with  the 
board  must  pay  a reasonable  fee  as  set 
by  the  board. 

4.  Upon  receiving  an  application  for 
registration  or  reregistration,  accompa- 
nied by  the  fee,  the  board  issues  a certif- 
icate of  registration  to  the  applicant. 
This  certificate  together  with  its  re- 
newals is  good  and  sufficient  evidence 
of  registration  under  the  provisions  of 
this  Act.  The  status  of  a license  issued 
by  the  board  will  be  certified  by  the 
board  to  other  jurisdictions  or  persons 
upon  formal  application  and  payment 
of  a standard  fee. 


tal  licensure  process  (i.e.,  individual 
state  requirements  other  than  passage 
of  the  FLEX  examination)  as  required 
under  the  Act,  the  board  has  rejected 
reciprocity  as  a route  to  licensure  in 
Pennsylvania. 

The  term  “endorsement”  means  the 
issuance  of  a license  to  an  applicant  who 
does  not  meet  standard  requirements, 
but  who  has  achieved  cumulative  quali- 
fications which  are  accepted  by  the 
board  as  being  equivalent  to  the  stan- 
dard requirements  for  licensure.  This 
usually  involves  a consideration  of  only 
one  requirement  exclusive  of  the  exami- 
nation over  which  the  board  has  no  dis- 
cretion. Endorsement  has  been  used 
(but  rarely)  by  the  board,  and  the  indi- 
cations are  limited  and  set  by  regula- 
tion. 

The  following  statistics  are  available 
regarding  medical  licenses  without  re- 
striction in  Pennsylvania  for  which  the 
board  is  responsible: 

Number  Active 
Licensure  Information  as  of  2/12/86 

Medical  Doctors 

(Licensure  Without  Restriction)  38,433 
Medical  Trainees 

(Graduate  Licensure)  5,481 

Nurse  Midwives  (Licensure)  178 

Physician  Assistants  (Certificates)  690 
Supervising  Physicians 

for  Physician  Assistants  1,040 

Drugless  Therapists  68 

The  number  of  licenses  issued  to 
graduates  of  American  schools  versus 
foreign  medical  graduates  is  worthy  of 
note.  From  January  1985  to  October 
1985,  2164  unrestricted  licenses  were  is- 
sued, of  which  1525  (70%)  were  for  grad- 
uates of  American  medical  schools  and 
639  (30%)  were  graduates  of  foreign 
medical  schools.  Of  the  639  graduates 
of  foreign  medical  schools,  243  (38%) 
were  U.S.  nationals. 


Reciprocity  or  endorsement 

Reciprocity  or  endorsement  may  be 
established  at  the  discretion  of  the 
board.  Reciprocity  means  that  the 
board  and  a licensing  authority  in  an- 
other jurisdiction  recognize  that  the  re- 
quirements for  a license  in  this  Com- 
monwealth and  in  the  other  jurisdiction 
are  equivalent.  The  board  would  thus  is- 
sue a license  to  an  applicant  who  pos- 
sesses a similar  license  in  the  other  ju- 
risdiction. Since  the  FLEX  examination 
is  accepted  by  Pennsylvania  as  well  as 
by  all  states,  and  since  it  is  most  diffi- 
cult to  establish  equivalency  of  the  to- 


Conclusion 

The  various  types  of  licenses  as  are 
now  included  in  the  Medical  Practice 
Act  of  1985  appear  to  cover  licensure 
needs.  This  includes  provision  for  spe- 
cial licensure  needs,  mostly  of  a tempo- 
rary nature,  that  became  apparent  un- 
der the  Medical  Practice  Act  of  1974. 
These  include  a license  without  restric- 
tion, graduate  license  available  for 
trainees,  as  well  as  a license  to  cover 
temporary  needs  for  patient  care  and  to 
make  available  the  services  of  outstand- 
ing physicians  from  abroad  and  out  of 
state  for  delivering  well  defined  aca- 
demic and  patient  care  services.  □ 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor'  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  ol  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae),  Haemoph 
ilus  tnfluemae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins,  and  cephalosporins)  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  ol  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic  associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor"  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued 
and  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  esult  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  ol 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Feblmg  s solutions  and  also  with  Climtest* 
tablets  but  not  with  Tes-Tape"  (Glucose  Enzymatic  Test  Strip 
USP.  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to- 12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  ot  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor"  (cefaclor,  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
m mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20,  0 21 . and  0 1b  mcg/ml  at  two 
three,  tour,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  m Children  - Safety  and  effectiveness  ot  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  ot 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  ol  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multilorme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


Note  Ceclor"  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
ol  rheumatic  fever  See  prescribing  information 
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Additional  mlormation  available  to 
the  profession  on  request  from 
Eh  Lilly  and  Company 
Indianapolis  Indiana  46285 
Ell  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 
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PHYSICIANS  WANTED 
Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

NEEMA  Emergency  Medical  — a profes- 
sional association.  Emergency  medicine  po- 
sitions available  with  emergency  physician 
group  in  PA,  NY,  NJ,  VA,  WVA,  MD,  KY,  and 
throughout  New  England,  the  Southeast,  and 
the  Midwest,  including  all  suburban,  rural  and 
metropolitan  areas.  Fee-for-service  with  mini- 
mum guarantee  provided.  Malpractice  paid. 
Practice  credits  toward  board  certification. 
Physicians  department  directors  also  de- 
sired. Please  send  resume  to:  NEEMA  Emer- 
gency Medical,  Suite  400,  399  Market  Street, 
Philadelphia,  PA  19106  or  phone  (215)  925- 
3511  in  PA,  or  (800)  523-0776  outside  PA. 

Psychiatrist  — Board  certified  or  Board  eligi- 
ble. Mental  hospital  in  metropolitan  area. 
Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with 
excellent  fringe  and  retirement  benefits. 


Pennsylvania  license  required.  Contact  Mrs. 
Kathleen  D.  Reese,  ACSW,  Superintendent, 
Clarks  Summit  State  Hospital,  Clarks  Sum- 
mit, Pennsylvania  18411;  (717)  586-2011. 

Emergency  physicians  — Emergency  medi- 
cine opportunities  available  for  career  ori- 
ented medical  directors  and  staff  physicians 
licensed  in  Maryland  and/or  Pennsylvania. 
Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent 
experience.  Competitive  income  and  mal- 
practice insurance  provided.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  W.  Sunrise 
Boulevard,  Building  C,  Plantation,  FL  33322, 
or  call  (305)  472-6922. 

Northwest  Pennsylvania  — Immediate  di- 
rectorship available  at  moderate  volume  hos- 
pital in  summer  and  winter  resort  area.  Attrac- 
tive compensation  with  malpractice  insurance 
provided.  Please  submit  resume  to  Emer- 
gency Consultants,  Inc.,  2240  South  Airport 
Road,  Room  27,  Traverse  City,  Ml  49684;  or 
call  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

Desirable  central  Pennsylvania  location  — 

otolaryngologist  (ear,  nose,  throat  surgeon). 


Solo  practice  with  cross  coverage  available. 
American  Board  affiliation  required.  Area  has 
recreational  advantages.  Assistance  avail- 
able. Write  to  Box  134,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pennsylvania  — An  additional  Board- 
prepared  or  certified  physician  is  needed  to 
complete  an  emergency  medicine  group  at  a 
308-bed  hospital.  Please  send  your  resume  to 
Robert  H.  Spratt,  MD,  Chairman,  Department 
of  Emergency  Medicine,  Holy  Redeemer 
Hospital  and  Medical  Center,  1648  Hun- 
tingdon Pike,  Meadowbrook,  PA  19046. 

Ob-Gyn,  Board-certified,  minimum  3-years 


PRACTICES  AVAILABLE 


ALLERGY — Suburban  Philadelphia — Excellent 
opportunity — Very  low  price. 

ALLERGY — Philadelphia  area — Very  large  practice. 
DERMATOLOGY — Connecticut — Strong  finances. 

FAMILY  PRACTICE — Philadelphia  and  suburbs — Several 
practices. 

INTERNAL  MEDICINE— Arizona— Well  equipped. 
INTERNAL  MEDICINE— D C.  Suburb— Desirable 
community. 

PEDIATRICS — Northeastern  Pa. — Young  growing  practice. 
PEDIATRICS — Colorado — Convenience  of  a group — Strong 
finances. 

PEDIATRICS — Central  New  York — Very  large  practice. 
RADIOLOGY— Philadelphia — Large,  well-established. 
SURGERY,  GENERAL — New  Jersey — Attractive  practice 
near  N.Y.C. 

For  more  information  on  these  opportunities  or 
other  practices  call  (215)  667-8630  or  send  your 
curriculum  vitae  to: 

Brokerage  Division 
Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  Pa.  19004 


PENNSYLVANIA  SPERM  BANK 

A cryogenic  semen  storage  facility  for  your 
patients: 

(1)  pre-vasectomy;  (2)  pre-chemotherapy; 

(3)  pre-radiation  therapy;  (4)  prior  to  surgery 
which  may  affect  fertility;  (5)  Hazardous 
occupational  exposures. 


U7e  're  flunking  about  tomorrow. . . today. ' 


Inquiries:  (215)  886-7706,  or  write  PSB,  Benson  East, 
Suite  415,  Jenkintown,  PA  19046 
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experience,  desired  to  join  busy  ob-gyn  prac- 
tice in  Bucks  County,  Pennsylvania.  Please 
send  curriculum  vitae  to  Post  Office  Box  401 , 
Newtown,  PA  18940. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full-time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  C V to 
Box  145,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 


Pediatrician  — Practice  opportunity  avail- 
able in  our  community  located  in  northeastern 
Pennsylvania  for  a Board  certified  or  Board 
eligible  pediatrician.  If  you  can  appreciate  a 
country  style  of  living  and  yet  be  close  to  ma- 
jor metro  areas,  we’d  like  to  talk  to  you.  Send 
CV  to  Box  146,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 150  bed  hospital  in  Penn- 
sylvania. Educational  opportunities  available 
as  well  as  abundant  outdoor  recreation.  Send 
CV  to  Box  147,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  148,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 


Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  149,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 


Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  150,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Psychiatrist  — State  College,  PA  — Newly 
constructed  92  bed  free-standing  private  psy- 
chiatric hospital  requires  two  psychiatrists  to 
join  its  staff.  One  position  is  the  Director  of 
Adolescent  Services.  The  other  is  as  a unit 
psychiatrist  for  the  adult  services.  The  hospi- 
tal is  eclectic  in  orientation  but  with  a strong 
psychodynamically-oriented  milieu  program. 
State  College  is  the  home  of  Penn  State  Uni- 
versity, offering  a delightful  mix  of  cultural,  in- 
tellectual, and  recreational  activities.  The  to- 
tal income  package,  including  salary,  a 
guarantee,  and  fringe  benefits,  is  substantial. 
Call  or  send  CV  to  Magnus  Lakovics,  MD, 
Medical  Director,  The  Meadows  Psychiatric 
Center,  R.D.  #1,  Box  259,  Centre  Hall,  PA 
16828.  (814)  364-2161. 

Position  open  — General  surgeon.  Experi- 
ence in  non-cardiac  thoracic  and  vascular 
surgery  desirable.  Join  a group  of  three  es- 
tablished surgeons  in  a Pennsylvania  com- 


munity. New  500  bed  hospital,  near  major 
metropolitan  area.  Prefer  long-term  commit- 
ment to  practice,  but  will  consider  shorter 
term.  Reply  to  Box  152,  Pennsylvania  Medi- 
cine, 20  Erford  Road,  Lemoyne,  PA  17043. 

Pediatrician  BE/BC  wanted  to  join  growing 
two-man  practice  in  Philadelphia  suburbs. 
Salary  as  percentage  of  gross  with  guaran- 
teed minimum.  Reply  to  Box  153,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Central  Pennsylvania  — Well  established 
physician-owned  group  practicing  emergency 
medicine  over  23  years,  staffing  high  volume 
emergency  department,  invites  experienced 
physicians  who  are  making  emergency  medi- 
cine their  specialty  to  join  dynamic  expanding 
organization.  Emergency  medicine  residency 
prepared  for  ABEM  certified  given  special 
consideration.  Salary  and  benefits  package 
approximate  $90,000  first  year  with  progres- 
sive increases  to  full  partnership.  Potential  to 
grow  within  organization  and  management 
opportunities  a real  possibility.  Please  send 
CV  and  references  to  John  P.  McDade,  APG, 
8101  Hinson  Farm  Road,  #209,  Box  P,  Alex- 
andria, Virginia  22306. 

Full-time,  salaried  position  available  imme- 
diately for  Board-certified  director  of  radiol- 
ogy. Busy  department  covers  all  phases  of  di- 
agnostic radiology,  CT  scanning,  ultrasound, 
mammography,  and  nuclear  medicine  at 
modern  155-bed  community  hospital  with  ac- 
tive, progressive  medical  staff.  Central  PA 
home  of  Bucknell  University  — excellent 


Symposium  on  ...  . 

IMPULSE  CONTROL 
DISORDERS 

Research  Findings  and  Therapeutic  Issues  For 
Clinicians  and  Human  Resource  Professionals. 

DATE:  FRIDAY,  OCTOBER  10,  1986 
LOCATION:  BALTIMORE  HARBORPLACE 

Presentations: 

Peter  Nathan,  Ph.D.,  on  “Treatment  Outcomes 
in  Alcoholics” 

Jerome  Jaffe,  M.D.,  on  “Impulsivity  and  Drug  Abuse” 
James  Masterson,  M.D.,  on  “Character  Disorders” 

Panels: 

Aggression  and  Violence 
Substance  Abuse 
Character  and  Habit  Problems 
Impulse  Disorders  and  The  Effect  on  Business 

For  Further  Information  or  Registration  Materials 
contact: 

FRIENDS  MEDICAL  SCIENCE 
RESEARCH  CENTER,  INC. 

22  Bloomsbury  Avenue 
BALTIMORE,  MARYLAND  21228 
301-747-0243 


Westmoreland  Hospital  has  an 
immediate  need  for  the  following 
subspecialists: 

1 . Trauma  director — Board  certified  surgeon 
who  has  completed  fellowship  in  trauma. 
Some  experience  preferred. 

2 Obstetrician/ gynecologist — Board  certified 
to  work  in  solo  practice.  Coverage  available. 

3 Hematologist/oncologist — Board 
certification  in  hematology  and  oncology 
necessary.  Physician  needed  to  work  in 
solo  practice  and  help  in  development  of 
regional  cancer  center. 

Westmoreland  Hospital  serves  a community 
of  30,000-100,000.  It  is  a cosmopolitan  area 
30  miles  east  of  Pittsburgh,  with  excellent 
schools,  churches,  and  recreational  areas, 
located  near  the  base  of  the  Laurel  Mountains. 

For  more  information  about  these 
opportunities,  contact  Dr.  Gerald  S.  Browdie, 
Director  of  Recruitment,  Westmoreland 
Hospital,  East  Pittsburgh  Street,  Greensburg, 

PA  15601;  412-832-4037. 
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Emergency  Medicine 
Physician 

Full  time  position  for  career  emergency  medicine 
physician  in  active  community  hospital 
emergency  department  with  25,000  annual  visits. 
Hospital  setting  is  in  a very  attractive  community, 
home  of  Pennsylvania  State  University,  providing 
the  cultural,  economic,  and  social  environment  of 
a large  university  and  recreational  and  life  style 
benefits  of  a rural  area. 

Candidates  must  be  Board  prepared  with 
residency  training  in  EM,  IM,  or  FP,  possess  ACLS 
and  ATLS  certification,  and  membership  in  ACER 
This  position  offers  a very  competitive  salary  and 
exceptional  benefits.  Forward  complete  resume 
to: 

Thomas  P.  Bern,  M.D. 

Director  of  Emergency  Services 
Centre  Community  Hospital 
State  College,  PA  1 6803 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 

right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment.  — 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  New  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  

Bala  Cynwyd,  PA  19004  M B! 

(2 1 5)  667-8630  jj^jj 

A Division  of  H ■■ 

Health  Care  Group 


PRIMARY  CARE 
INTERNAL 
MEDICINE 


Diagnostic  and 
Management 
Strategies 

May  7-9,  1986 

Cancer  Screening 
Coagulation  Disorders 
Hepatitis 

Ischemic  Heart  Disease 
Obstructive  Airway  Disease 
Peptic  Ulcer  Disease 
Renal  Failure 
Venous  Disease 
Diagnostic  Strategies 
Acute/Chronic  Therapeutic  Rationals 
Cost  Effectiveness 


Jefferson 

Medical 

College 

of  Thomas  Jefferson  University 
Philadelphia,  PA  19107 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

V J 
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schools,  recreational,  and  cultural  activities. 
Send  CV  to  Michael  Daniloff,  President, 
Evangelical  Community  Hospital,  Lewisburg, 
PA  17837. 

Camp  physicians  — Camp  Chen-A-Wanda, 
fine  northeast  Pennsylvania  co-ed  sleepaway 
camp.  One  or  two  weeks  available  in  July  or 
August.  Excellent  living  accomodations  for 
physician  and  family.  Combine  vacation  with 
little  work.  Three  RNs  on  duty.  Call  516-643- 
5878  collect  (evenings). 

Wanted  — General  surgeon,  internist,  ortho- 
pedic surgeon,  and  urologist  to  open  private 
or  group  practice  in  Bellefonte,  Pa.  Office 
space  will  be  constructed  to  physicians 
needs.  Bellefonte  is  located  nine  miles  north 
of  State  College.  Bellefonte  offers  small  town 
conveniences.  State  College  offers  the  social 
and  cultural  activities  associated  with  Penn- 
sylvania State  University.  A modern  commu- 
nity hospital  is  in  State  College.  Send  CV  to 
Box  159,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  Pa.  17043. 

Part-time  and  temporary  positions— 

Choose  from  part-time  and  temporary  prac- 
tice opportunities  located  throughout  Penn- 
sylvania in  the  new  Locum  Tenens  Section  of 
the  Pennsylvania  Medical  Society’s  Physi- 
cian Placement  Service.  For  more  informa- 
tion, contact  Tim  Smith,  PMS  Physician 
Placement  Service,  20  Erford  Road,  Le- 
moyne, PA  17043;  (717)  763-7151. 

Physician  surgical  assistant/family 


practitioner/internist— Flexible  position  pro-- 
vides  excellent  opportunity  to  tailor  job  speci- 
fications to  meet  career  goals.  Assist  in  sur- 
gery, preoperative  and  postoperative  care  of 
patients  for  group  of  five  surgical  specialists. 
Physician  to  practice  in  new  affiliated  facility 
containing  six  exam  rooms,  laboratory,  x-ray 
unit  and  modern  business  office  located  in 
Bradford  County.  Phone  717-265-7288. 

Southwest  Pennsylvania— General  or  fam- 
ily practitioner  needed  for  busy  new  urgent 
care  center  in  growing  community  east  of 
Pittsburgh,  PA.  Guaranteed  income,  eventual 
partnership.  Position  available  immediately. 
Respond  to  Box  162,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Immediate  full-time  position  available  in 
central  Pennsylvania  for  personable, 
American-trained  physician.  Background  in 
family  practice,  internal  medicine,  or  experi- 
ence in  emergency  room  preferred.  Rural 
hospital  located  20  miles  from  State  College. 
15,000  yearly  census.  Excellent  benefit  pack- 
age and  competitive  salary.  Physicians  asso- 
ciated with  large  teaching  hospital.  Submit 
CV  to  Administrator,  M V M G,  Three  Medical 
Center  Drive,  Philipsburg,  PA  16866,  or  call 
(814)  342-5402. 

Surgical  oncologist— Great  opportunity  for 
surgeon  specializing  in  oncology;  surgical 
group  practice;  suburban  Philadelphia;  liberal 
financial  arrangements;  fringes.  Respond: 
Harry  Polsky,  MD,  Montgomery  Surgical,  21 
W.  Fornance,  Norristown,  PA  19401. 


CITY,  STATE,  ZIP_ 


PHOnE  ( ) 

CURREMT  SPECIALTY 

GEOGRAPHICAL  PREFERENCE. 


Please  check  area(s)  of  interest  □ Emerg.  Med.  □ Primary  Care 


you  need 
INIEEMA 


F.DICAL 


To  get  the 
career  you 
want. 


NEEMA  provides  the 
right  opportunities  for 
physicians  looking  toward 
growth  within  a group  practice. 
We  can  find  the  position  fitting 
your  needs,  and  provide  com- 
petitive compensation  and 
other  advantages. 


NEEMA  offers  a choice: 

Emergency  Medicine  or 
Primary  Care 

—Positions  nationwide 
-Graduated  income  and  incentives 
-Malpractice  insurance 
-Pre-scheduled  time  off 
-Group-sponsored  continuing  education 
often  available 


Send  curriculum  vitae  or  call  toll-free: 

NEEMA  • Suite  400  • 399  Market  Street  • Philadelphia,  PA  19106 
1-800-523  0776  (In  Pennsylvania  215-925-3511) 

NAME - 


Opportunity  for  Board  certified  physician 

specializing  in  pulmonary  medicine.  Solo 
practice  with  a community  and  trade  area 
size  of  30,000-100,000.  Salary,  fee  for  ser- 
vice, minimum  guarantee.  Respond  to  PMS 
Physician  Placement  Service,  Department 
CON-0886-PU02,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Opportunity  for  Board  certified  or  eligible 
ENT  physician.  Type  of  practice  available: 
solo.  Size  of  community:  10,000-30,000.  Size 
of  trade  area:  100,000  and  greater.  Fee  for 
service,  no  minimum  guarantee.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment NOM-0886-ET02,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Opportunity  for  family  practitioner/ 
internist  in  a full  family  practice  with  EKG 
and  x-ray.  Prefer  Board  certification.  Type  of 
practice  available:  solo.  Size  of  community: 

1.000- 5,000.  Size  of  trade  area:  30,000- 
100,000.  Salary.  Respond  to  PMS  Physician 
Placement  Service,  Department  NOM-0886- 
FP66,  20  Erford  Road,  Lemoyne,  PA  17043. 

Opportunity  for  a family  practitioner  in 

partnership  situation.  Size  of  community: 
100,000  and  greater.  Size  of  trade  area: 

30.000- 100,000.  Fee  for  service-minimum 
guarantee.  Respond  to  PMS  Physician  Place- 
ment Service,  Department  NOM-0886-FP18, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Opportunity  for  family  practitioner/ 
internist.  Board  certification  desired  but  not 
necessary.  Type  of  practice  available:  part- 
nership, single  specialty  group.  Size  of  com- 
munity and  trade  area:  30,000-100,000.  Sal- 
ary, fee  for  service,  minimum  guarantee. 
Respond  to  PMS  Physician  Placement  Ser- 
vice, Department  CON-0886-FP108,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Opportunity  for  Board  certified  obste- 
trician/gynecologist with  management 
experience— Chief  of  Staff.  An  HMO  in  a 
community  of  100,000  + . Size  of  trade  area: 

30,000-100,000.  Salary.  Respond  to  PMS 
Physician  Placement  Service,  Department 
CON-0886-OB29,  20  Erford  Road,  Lemoyne, 
PA  1 7043. 

Family  practice  physician  or  internist  with 
primary  care  orientation  to  establish  private 
practice  in  western  Pennsylvania.  Affiliated 
with  medium-sized,  progressive,  acute  care 
hospital.  Excellent  financial  and  relocation 
package.  Available  July  1986  or  before. 
Board  certified  or  eligible  and  licensed  in 
Pennsylvania.  Respond  to  PMS  Physician 
Placement  Service,  Department  CON-0686- 
IM29,  20  Erford  Road,  Lemoyne,  PA  17043. 


POSITIONS  WANTED 

Podiatrist  seeking  full-time  position  with 
multispecialty  group.  3 years  U S.  Army  de- 
partment of  orthopedics,  4 years  private  prac- 
tice. Board  certified  foot  surgery,  personable, 
and  ethical.  Call  (713)  292-7000. 

Part-time  and  temporary  practice 
opportunities— List  your  part-time  or  tempo- 
rary practice  opportunity  in  the  new  Locum 
Tenens  Section  of  the  Pennsylvania  Medical 
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Society's  Physician  Placement  Service.  For 
more  information,  contact  Tim  Smith,  PMS 
Physician  Placement  Service,  20  Erford 
Road,  Lemoyne,  PA  17043;  (717)  763-7151. 

Diplomate  internist  desires  immediate  pur- 
chase of  established  practice,  with/without 
residence,  office  site  or  construction  in  prog- 
ress. Philadelphia  and  suburbs  considered. 
Call  (215)  673-0262  or  write  to  E.P.,  MD,  9202 
Pilgrim  Lane,  Philadelphia,  PA  19114. 

General  surgeon,  Board  certified,  with  vas- 
cular fellowship,  desires  association  in  estab- 
lished practice  in  a community  setting.  Li- 
censed in  Pennsylvania  and  available 
immediately.  Roy  Berkowitz,  MD,  607  Balan- 
dra  Circle,  Eagle  River,  AK  99577. 

Physician  seeking  position  in  family 
practice/emergency  medicine/industrial  med- 
icine. Has  12  years  experience  in  family 
practice/emergency  room  setting.  Desires  a 
solo  practice  in  the  “main  line”  Philadelphia 
area.  Respond  to  PMS  Physician  Placement 
Service,  Department  CPN-0886-FP39,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

FOR  SALE 

50°/o  off  previously  owned  medical,  labora- 
tory, office,  x-ray,  ultra-sound  equipment  in 
excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Appraisals  by  Certified  Surgical  Con- 
sultants. Medical  Equipment  Resale,  Inc., 
24026  Haggerty  Road,  Farmington,  Ml 
48018.  (313)  477-6880  anytime. 

Practices  for  sale  — Allergy,  suburban  Phila- 
delphia; Dermatology,  Connecticut;  Derma- 
tology, Philadelphia.  For  more  information 
send  CV  to:  Health  Care  Personnel  Consult- 
ing, Inc.,  400  GSB  Building,  One  Belmont  Av- 
enue, Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

Technicare  Delta  100  Head  CT  Scanner  for 

sale.  Excellent  condition.  Excellent  second 
scanner  for  a busy  emergency  room.  Call 
(215)  663-0427,  9:00  a.m.  — 5:00  p.m. 

Active  Philadelphia  general  practice  and 

building  for  sale.  Physician  retiring  no  later 
than  January  1987.  41  years  in  practice;  6 fig- 
ure gross.  Good  Kensington  area  — East  Al- 
legheny. Corner  property  in  A-1  condition. 
Rentals  from  home  and  apartment  above  of- 
fice more  than  maintain  building.  Doctor’s 
corner  for  75  years.  Reply  to  Box  155,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  1 7043. 

Mt.  Gretna,  Pennsylvania— Homes  and 
summer  cottages  for  sale  in  all  price  ranges. 
Write  or  call  for  a descriptive  brochure:  Sub- 
urban Realty,  30  West  Main  Street,  Annville, 
PA  17003;  (717)  867-4487. 

Selection  of  practices  for  sale— Find  out 
more  about  medical  practices  for  sale 
throughout  Pennsylvania  or  list  your  practice 
in  the  Practices  for  Sale  Section  of  the  Penn- 
sylvania Medical  Society’s  Physician  Place- 
ment Service.  For  more  information,  contact 
Tim  Smith,  PMS  Physician  Placement  Ser- 
vice, 20  Erford  Road,  Lemoyne,  PA  17043; 
(717)763-7151. 

Family  practice  for  sale.  Fully  equipped  of- 


Geared  for  Success: 

The  HPL’s  Program  for  Ultimate  Fitness. 


Success.  You've  worked  hard  for  it.  But  you 
know  you  could  handle  the  hectic  lifestyle  more 
effectively  if  you  were  in  better  shape.  But  who 
has  the  time?  And  what's  safe? 

The  Human  Performance  Laboratory  (HPL) 
Executive  Program  for  Ultimate  Fitness  is  a com- 
prehensive program  that  combines  medical 
supervision,  individually  prescribed  exercise 
and  physician  counselling  on  nutrition  and  life- 
style. Many  leading  corporations  in  the  Dela- 
ware Valley  use  the  HPL,  because  their  CEO 's 
know  that  healthier  employees  contribute  more. 

The  HPL  has  special  executive  programs  and 


early  bird/late  night  hours.  And  at  a company's 
request,  the  HPL  will  custom  design  and  in-house 
program.  It  makes  sense  to  look  into  the  HPL. 
After  all,  what  good  is  success  without  your 
good  health? 

For  more  information  and  a tour  of  the  HPL  facilities 
on  the  campus  of  Holy  Redeemer  Hospital  and 
Medical  Center,  call  947-3000,  Ext.  3229. 

HOLY  REDEEMER 

Hospital  and  Medical  Center 

1648  Huntingdon  Pike,  Meadowbrook,  PA  19046 


Quality  • Compassion  • Excellence 
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Dx:  recurrent 

WTU1AW  * . ^ 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y 
10150 


HeRPecin- 


In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Peoples,  Rea  & Derick , 
Revco,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 


fices  for  rent  or  lease.  Scranton,  Pa.  Patient 
records  available.  Write:  P.O.  Box  401 , Scran- 
ton, PA  18501. 

FP/INT— Active  practice  and  building  with  a 
house  next  door  in  a small  town  in  southwest- 
ern Pennsylvania  for  sale  or  rent.  Grossing 
$250,000,  with  no  OB,  hospital,  or  night  calls, 
but  available  if  desired.  Will  finance  part  and 
introduce.  Leaving  the  country.  Reply  to  Box 
161  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Established,  lucrative,  general  practice 

and  office  for  sale  due  to  retirement.  Modern, 
200  bed  hospital  in  town.  Twenty  five  minutes 
to  ski  resorts;  45  minutes  to  Pittsburgh. 
Chance  of  a lifetime  to  start  with  full  practice. 
Write  to  Box  163,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Practice  for  sale.  Opportunity  for  internist/ 
family  practitioner  in  a solo  practice.  Practice 
for  sale  immediately.  Will  sell  entire  practice 
and  remain  with  new  physician  for  6 months 
or  longer.  Size  of  community  and  trade  area: 
30,000-100,000.  Serves  three  hospitals.  Re- 
spond to  PMS  Physician  Placement  Service, 
Department  NSM-0886-IM31 , 20  Erford 
Road,  Lemoyne,  PA  17043. 

FOR  RENT 

Space  for  rent  — community  health  facility  in 
Western  Greene  County,  PA  has  space  for 


MD  or  DO.  Fully  equipped.  Reasonable  rates, 
within  5 miles  of  hospital.  Phone  (412)  583- 
8851  or  (412)  583-2504  after  6 p.m. 

Colonial  Williamsburg  or  Edisto  Island, 

South  Carolina.  Luxury  time-share  condomin- 
iums available  for  week  of  May  24-31  (Memo- 
rial Day).  Accommodate  2 to  8 persons.  Con- 
tact Billie  (412)  838-7632  or  (412)  838-1207. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up 

to  7 years  to  repay.  No  prepayment  penalties. 
Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any 
kind.  Physicians  Service  Assn.,  Atlanta,  GA. 
Toll  free  (800)  241-6905. 

Medical  practice  sales  and  appraisals  — 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  If  interested  in  buying  or 
selling  a medical  practice,  contact  our  Broker- 
age Division  at  The  Health  Care  Group,  400 
GSB  Building,  Bala  Cynwyd,  PA  19004;  (215) 
667-8630. 

CONTINUING  MEDICAL  EDUCATION 
1986  CME  cruise/conferences  on  selected 
medical  topics  — Caribbean,  Mexican,  Ha- 
waiian, Alaskan,  Mediterranean.  7-12  days 
year-round.  Approved  for  20-24  CME  Cat.  1 
credits  (AMA/PRA)  & AAFP  prescribed 
credits.  Distinguished  professors.  Fly 
roundtrip  free  on  Caribbean,  Mexican,  Medi- 


terranean, Alaskan  cruises.  Excellent  group 
fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present 
IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Ave.,  Huntington 
Station,  N.Y.  11746.  (516)  549-0869. 


Classified  Advertising 
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natory language  is  not  acceptable  for 
publication. 
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Strong  on  results.  Srrple  to  tate. 


In  recurrent  urinary 

Highly  effective  against 
a wide  range  of 
susceptible  uropathogens: 


tract  infections 

Escherichia  coli 
Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of  Streptococcus  pneumoniae 

important  susceptible  Haemophilus  influenzae 

pathogens: 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder.  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A 0-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin 
PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  gIucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported. 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin.  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%  . When  giving  these  drugs  concur- 
rently, be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein. 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility : Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis:  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination  , concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogemc  Effects:  See  CONTRAINDICATIONS 
section. 


Nursing  Mothers:  See  CONTRAINDICATIONS  section 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections). 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia, 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary  Renal  failure,  interstitial  nephritis,  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal:  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN. AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b.i.d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
mm,  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use 
not  recommended.  . . 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARIN/I  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children's  dosage  table 
HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500;  Tel-E-Dose*  packages  of  100;  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp. )— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (590-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT. 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT 
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Strong  on  results.  Simple  to  take. 


Cl  I lb  I E.  coli 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  ( In  vitro 
data  do  not 
necessarily 
correlate  with 
clinical  results.) 


Uvl  vl  b E.  coli 
culture— color- 
enhanced  scanning 
electron  microscopy 
(SEM). 


H.  influenzae  culture 

color-enhanced 

SEM. 


H.  influenzae 
destroyed  by 
Bactrim  5 x MIC 
in  vitro.  (In  vitro 
data  do  not 
necessarily  predict 
clinical  results.) 


In  recurrent  UTI, 

acute  exacerbations  of  chronic  bronchitis 
and  acute  otitis  media 

(trimethoprim 

Effective  and  versatile  b.i.d.  therapy 


before 

Otoscopic 
view  of  tympanic 
membrane  in  a 
patient  who  did  not 
respond  to  ampicillin 
therapy. 


after 

Same  patient 
after  ten  days 
of  Bactrim 
therapy. 
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A million  ana 
of  experience... 


Give  or  take  a billion 

You've  had  more  experience  with  Dalmane 
(flurazepam  HCI/ Roche)  than  with  any  other 
benzodiazepine  hypnotic.  ..15  years'  worth. 
You  know  you  can  count  on  it  for  sleep  that 
satisfies  patients-they  fall  asleep  quickly  and 
sleep  through  the  night. 18  And  the  wide  margin 
of  safety  with  Dalmane'9  satisfies  you.  As 
always,  caution  patients  about  driving  or 
drinking  alcohol. 


Copyright  © 1985  by  Roche  Products  Inc  All  rights  reserved 
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DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 


15-mg/30-mg  capsules 


Interest 
Rates  on 
C.D.s 
Declining 


Interest  rates  paid  on  certificates  of 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awaken- 
ings and/or  early  morning  awakening;  in  patients  with 
recurring  insomnia  or  poor  sleeping  habits,  in  acute  or 
chronic  medical  situations  requiring  restful  sleep  Objective 
sleep  laboratory  data  have  shown  effectiveness  for  at  least 
28  consecutive  nights  of  administration  Since  insomnia  is 
often  transient  and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended  Repeated  ther- 
apy should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam 
HCI;  pregnoncy  Benzodiazepines  may  cause  fetal  damage 
when  administered  during  pregnancy  Several  studies  sug- 
gest an  increased  risk  of  congenital  malformations  associ- 
ated with  benzodiazepine  use  during  the  first  trimester 
Warn  patients  ot  the  potential  risks  to  the  fetus  should  the 
possibility  of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patients  to  discontinue  drug  prior  to 
becoming  pregnant  Consider  the  possibility  of  pregnancy 
prior  to  instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An  additive 
effect  may  occur  if  alcohol  is  consumed  the  day  following 
use  for  nighttime  sedation  This  potential  may  exist  for  sev- 
eral days  following  discontinuation  Caution  against  haz- 
ardous occupations  requiring  complete  mental  alertness 
(e  g , operating  machinery,  driving).  Potential  impairment 
of  performance  of  such  activities  may  occur  the  day  follow- 
ing ingestion  Not  recommended  for  use  in  persons  under 
15  years  of  age  Withdrawal  symptoms  rarely  reported, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  ot  dosage  for  those  patients  on  medication  for  a 
prolonged  period  of  time.  Use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase 
dosage 

Precautions:  in  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk 
of  oversedation,  dizziness,  confusion  and/or  ataxia  Con- 
sider potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely 
depressed  patients,  or  in  those  with  latent  depression  or 
suicidal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheaded 
ness,  staggering,  ataxia  and  tailing  have  occurred,  particu- 
larly in  elderly  or  debilitated  patients  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably  indicative  of 
drug  intolerance  or  overdosage,  have  been  reported  Also 
reported  headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare  occurrences  ot 
leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes,  faintness,  hypo- 
tension, shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  contusion,  restless- 
ness, hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  paradoxi- 
cal reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage,  15  mg  may  suffice  in  some 
patients  Elderly  or  debilitated  patients  15  mg  recom- 
mended initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


deposit  are  dropping . . . steadily.  Be  fore  you 
reinvest  in  a low-interest  CD  investigate  the 
high  appreciation,  low  risk  advantages  of  rare 
coin  investments. 

For  complete  no-Obligation  information  call: 


STEIN  METZ'S: 
INVESTMENTS 

East  Mall  Park  City  - Lancaster  - 717  299-1211 
Kline  Village  - Harrisburg  - 717  238-9184 
110  E.  York  St.  - Gettysburg  - 717  337-1091 


Do  you  know  someone  who  needs  nursing  care 
in  their  home?  ^ 

We  have  a 
special  person  to 
take  care  of  your 
special 
person. 

Medical  Personnel  Pool 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer.  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer. 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing.  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home. 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 


BILLING 

HEADACHES? 


Take  two  aspirins,  and  call  ABC  in  the  morning. 


Advanced  Billing  Concepts  offers  complete 
relief  for  billing  headaches  for  all  medical 
specialties — anesthesia,  radiology, 
pathology,  emergency  room  medicine,  and 
general  medicine  specialties. 

ABC's  senior  management  team  has 
more  than  35  years  of  combined  hands-on 
experience  in  medical  group  practice  bill- 
ing, so  we  understand  your  business  and 
we  talk  your  language.  Just  tell  us  how 
you  want  things  handled  and  we  do  the 


rest,  working  as  an  extension  of  your  staff. 
We  even  provide  management  reports  to 
help  your  practice  prosper. 

ABC  has  earned  a solid  reputation 
among  physiciansfor  its  professionalism. 
But  you  don't  have  to  take  our  word  for  it. 
We'll  put  you  in  touch  with  any  of  our 
clients,  and  they'll  tell  you  we're  accurate, 
thorough,  and  effective. 

Why  wait  until  morning?  Call  ABC 
right  now. 
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ADVANCED 
BILLING 
CONCEPTS,  INC. 


250  Mt.  Lebanon  Boulevard  — Suite  310 
Pittsburgh.  PA  15234 
Telephone:  412/571  3750 
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PIPER  NAVAJO  TWIN-ENGINE  AIRCRAFT  COURTESY  CHESTER  COUNTY  AVIATION 


For  that  select  group  of  individuals,  whose 
investable  assets  total  more  than  $250,000, 
there  is  Centrum.  A remarkable  new  system  of 
financial  management. 

Centrum  coordinates  every  aspect  of  your 
financial  affairs  into  one  comprehensive 
system,  giving  you  new  power  over  your  invest- 
able assets. 

We  invite  you  to  meet  with  a Centrum 
Account  Executive  at  your  convenience  for  a 
confidential  interview.  We  d like  to  discuss  your 


financial  goals — and  the  most  effective  ways 
you  can  realize  them. 

To  arrange  an  interview,  contact  Kenneth 
H.  Rick,  Vice  President,  Centrum  Account 
Executive.  In  Pennsylvania  call  toll-free 
1 -800-344-4446.  Outside  Pennsylvania  call 
collect  21 5-320-31 03. 

Centrum.  The  power  of  total  money 
management.  A service  of  Meridian  Asset 
Management,  Inc.,  a subsidiary  of 
Meridian  Bancorp,  Inc. 


® Meridian 


Meridian  Asset  Management,  Inc. 

RO.  Box  2000 
Valley  Forge,  PA  19482 
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Additional  information 
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on  request. 
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East  Africa— Kenya  Medical  Seminars 16  Days 

Departure  Dates:  October  18,  December  20,  1986  and  February  14,  March  14,  May  9,  1987 


International  Medical  Seminars  in- 
vites you  to  join  one  of  our  deluxe 
seminar  programs  in  Kenya— where 
the  towering  peak  of  Mt.  Kiliman- 
jaro dominates  the  great  plains  of 
Africa. 

The  Medical  Seminars  are  coordi- 
nated with  physicians  living  in 
Kenya,  and  hospital/clinical  visits  are 
very  much  a part  of  the  program. 

We  will  visit  several  bush  clinics,  and 
of  special  interest  is  a visit  to  the 
Flying  Doctors  Service  in  Nairobi. 
Over  and  above  the  lecture  program 
you  will  have  an  opportunity  to  meet 
with  doctors  working  in  the  field, 
and  enjoy  several  round-table  discus- 
sions on  medicine  in  Kenya  today. 

We  have  prudently  chosen  our  safari 
stops  to  afford  you  the  most  repre- 
sentative sample  of  this  beautiful 
country,  its  tribal  people  and  wild- 
life. Luxurious  game  lodges  are  set 
in  the  forest  and  mountain  park- 
lands  and  at  dramatic  vantage  points 
in  the  open  savannah  country— the 
home  of  countless  plains  game  like 
elephant,  giraffe,  antelope,  and 
prides  of  lion.  We  travel  in  specially 
designed  safari  vehicles  which  pro- 
vide each  participant  with  a window 
seat,  offering  the  traveler  an  eye-to- 
eye  view  of  the  constantly  changing 
scenario. 

Each  program  is  limited  to  20  par- 
ticipants, so  we  urge  you  to  register 
as  early  as  possible. 


THE  ITINERARY 

Day  1 Sat.  U.S.A. -NAIROBI:  Evening  depar- 
ture from  New  York  on  Pan  Am  jet  for  Nairobi. 

Day  2 Sun.  NAIROBI:  Late  evening  arrival  in 
Nairobi.  Transfer  to  the  deluxe  Mount  Kenya 
Safari  Club  Hotel. 

Day  3 Mon.  NAIROBI:  Morning  at  leisure. 
Afternoon  visit  to  the  Kenya  National  Museum 
for  a special  lecture  on  “The  Origin  of  Man.’’ 
Evening  Medical  Seminar  briefing  followed  by 
a Welcome  Dinner  party. 

Day  4 Tue.  NAIROBI:  Morning  lecture  on 
Health  Care  in  Kenya.  Visit  the  Flying  Doc- 
tor Service.  Dinner  at  Carnivore  Restaurant. 

Day  5 Wed.  NAIROBI-AMBOSELI  PARK: 

Morning  Medical  Seminar.  Depart  by  Safari 
vehicle  to  visit  Loitokitok  Hospital.  After  lunch 
continue  to  Amboseli  National  Park,  famous 
for  its  big  game  and  superb  views  of  Mt. 
Kilimanjaro.  Kilimanjaro  Safari  Lodge. 

Day  6 Thu.  AMBOSELI  NATIONAL  PARK: 

Early  morning  view  Mt.  Kilimanjaro.  During 
our  morning  and  afternoon  game  drives  we  will 
view  elephant,  cheetah,  zebra,  wildebeeste  and 
perhaps  a family  of  lion.  Afternoon  Medical 
Seminar. 

Day  7 Fri.  AMBOSELI-NANYUKI:  Early 
morning  game  drive.  Depart  for  Nairobi  and 
lunch  at  the  “African  Heritage  Restaurant.’’ 
In  the  afternoon  proceed  to  the  world  famous 
Mt.  Kenya  Safari  Club.  Late  afternoon  Medical 
Seminar. 

Day  8 Sat.  NANYUKI-SAMBURU:  Morn- 
ing Medical  Seminar  followed  by  a visit  to  the 
Isiolo  Clinic.  Continue  into  the  Samburu  Game 
Reserve.  Accommodations  at  Samburu  Game 
Lodge,  built  on  the  banks  of  the  Uaso  Nyiro 
River. 

Day  9 Sun.  SAMBURU:  Morning  and  after- 
noon game  viewing  drives  where  you  will  have 
the  chance  to  see  gazelle  and  pin-striped  zebra. 

Day  10.  Mon.  SAMBURU-NYERI:  Morning 
Medical  Seminar.  Visit  to  Mathari  Hospital  en 
route  to  the  Outspan  Hotel  for  lunch.  Then  pro- 


ceed to  Mountain  Lodge  for  dinner  and  over- 
night. This  floodlit  hotel  is  an  ideal  spot  to  view 
wildlife  at  all  hours  of  the  night. 

Day  11  Tue.  MOUNTAIN  LODGE- LAKE 
NAKURU:  Early  morning  game  viewing 
followed  by  breakfast  and  Medical  Seminar. 

Cross  the  Aberdare  Mountains  into  the  Rift 
Valley  to  Lake  Nakuru  Park.  Dinner  and  over- 
night at  Lake  Nakuru  Lodge.  Here  you  will 
have  the  chance  to  see  pink  flamingos. 

Day  12  Wed.  LAKE  NAKURU-MASAI  | 
MARA:  After  breakfast  drive  to  Lake  Naivash. 

Visit  Kijabe  Island  Mission  Hospital  before  pro- 
ceeding to  the  Masai  Mara  Game  Reserve. 
Accommodations  at  Fig  Tree  Camp. 

Day  13  Thu.  MASAI  MARA:  Early  morn-  , 
ing  and  late  afternoon  gameviewing.  The  sanc- 
tuary belongs  to  the  Masai  people  and  we  will 
meet  the  proud  Masai  Moiani  (Warrior)  and 
visit  one  of  their  local  clinics.  The  Masai  Mara 
contains  all  the  “big  five”— lion,  elephant,  j 
leopard,  buffalo  and  rhinoceros  and  we  also 
expect  to  see  zebra,  gazelle  and  giraffe.  After- 
noon Medical  Seminar. 

Day  14  Fri.  MASAI  MARA-NAIROBI:  After 
breakfast  depart  for  Nairobi  via  Narok  where 
you  will  visit  a local  clinic.  Proceed  to  Nairobi 
and  the  Mount  Kenya  Safari  Club  Hotel. 
Evening  Medical  Seminar  Re-cap  followed  by 
a special  Farewell  Dinner. 

Day  15  Sat.  NAIROBI-U.S.A.:  Day  at  leisure. 

Late  afternoon  transfer  to  the  airport  for  your 
Pan  American  jet  flight  to  New  York. 

Day  16  Sun.  U.S.A.:  Early  morning  arrival  in 
New  York. 

COST $2985.00  per  person 

double  occupancy 

Includes  economy  class  air  transportation  from  New 
York.  Hotels  and  lodges  as  stated.  All  meals  while  in 
Kenya,  breakfast,  lunch  and  dinner.  All  transfers  and 
porterage,  local  taxes  and  service  charges.  IMS  Seminar 
Director,  flight  bag  and  pre-tour  documentation.  Single 
room  supplement  $350.00.  CME  Category  I Credit- 
25  hours,  Seminar  Tuition  fee  $350.00.  Rates  for  1987 
are  subject  to  change. 


Registration  - Call  Toll  Free  1-800-551-0019 


INTERNATIONAL  MEDICAL  SEMINARS  • 125  MAIN  STREET  • WESTPORT,  CT  06880 
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CONFERENCE  FOCUSES 
ON  LIABILITY  CRISIS 


PMS  BOARD  APPOINTS 
TASK  FORCE  ON  ADS 


PARTICIPATING  PHYSICIANS 
SHARE  MEDICARE  INCREASE 


PMS  PRESIDENT  WRITES 
ON  LIABILITY  CRISIS 


PMS  PARTICIPATES 
IN  AIDS  PROJECT 


PENNSYLVANIA  MEDICINE 
WINS  SPECIAL  PRIZES 


AMA  OFFERS  LOW  COST 
FOR  VISA,  MASTERCARD 


County  society  and  medical  staff  officers  from  across  Pennsylvania 
were  in  Hershey  April  16  and  17  at  the  PMS  Leadership  Conference. 
They  heard  speakers  on  topics  ranging  from  cost  containment  to  cop- 
ing with  stress.  A panel  discussion  on  H.B.  2230,  the  medical  liability 
reform  proposal,  featured  Representative  Kevin  Blaum,  prime  sponsor 
of  the  bill.  At  the  conference  dinner,  Uwe  Reinhart,  PhD,  professor  of 
economics  at  Princeton  University,  delivered  a serious  message  on 
medical  economics  and  entertained  the  audience  as  well.  State  legisla- 
tors were  guests  of  honor  at  a Society  reception  on  the  eve  of  the  confer- 
ence. 

The  Society’s  new  task  force  on  alternative  delivery  systems  (ADS),  es- 
tablished by  the  PMS  Board  of  Trustees  in  March,  holds  its  first  meet- 
ing May  7.  It  is  charged  with  the  assessment  of  the  current  environ- 
ment for  alternative  systems  for  health  care  delivery,  quality  of  care, 
and  regulatory  issues.  On  the  task  force  are  Drs.  John  H.  Hobart 
(chairman),  Daniel  H.  Brooks  (vice  chairman),  Leonard  M.  DelVecchio, 
Joseph  M.  Demko,  John  M.  Garrison,  Howard  Hughes,  John  W. 
Lehman,  Leland  F.  Patterson,  Luis  E.  Sala,  and  Lee  Samelson. 

Medicare  payments  to  participating  physicians  will  increase  4.1  per- 
cent on  May  1.  Reimbursements  for  nonparticipating  physicians  will 
remain  frozen  until  December  31,  1986.  The  payment  changes  were 
incorporated  in  the  Consolidated  Omnibus  Budget  Reconciliation  Act 
(COBRA)  which  President  Reagan  signed  into  law  April  7.  The  latest 
issue  of  Mediscope,  the  newsletter  on  third  party  issues  published  by 
PMS,  explains  the  details.  Specific  questions  should  be  directed  to  the 
PMS  reimbursement  hotline,  1-800-228-7823. 

R.  William  Alexander,  MD,  PMS  president,  enlisted  the  support  of  all 
physicians  in  Pennsylvania  in  the  struggle  for  professional  liability  re- 
form in  a letter  early  last  month.  Members  of  PMS  and  nonmembers 
received  a letter  describing  the  action  PMS  has  taken,  the  action  now 
needed  at  the  grass  roots,  and  the  need  for  financial  support  for  the 
program  which  has  been  initiated.  Some  34,000  letters  were  sent  in  the 
effort  to  reach  all  physicians. 

The  Pennsylvania  Medical  Society  is  one  of  four  component  societies 
chosen  by  the  American  Medical  Association  to  work  in  a pilot  project 
of  educating  the  public  about  Acquired  Immune  Deficiency  Syndrome 
(AIDS).  State  medical  societies  in  Texas,  California,  and  Illinois  also  will 
participate.  The  pilot  will  be  launched  early  in  May  with  a one  day 
training  session  for  physicians  and  PMS  staff  interested  in  becoming 
trainers. 

The  Society’s  official  publication  took  a first  prize  in  a regional  compe- 
tition and  a special  prize  in  a national  medical  journalism  program 
during  April.  A special  prize  for  excellence  in  design  and  editorial  con- 
tent was  presented  at  the  PMS  Leadership  Conference  April  16.  It 
marked  the  seventh  time  PENNSYLVANIA  MEDICINE  received  honors 
in  the  Sandoz  Medical  Journalism  Awards  Program,  winning  the 
rarely  awarded  special  prize.  The  media  kit  which  promotes  the  maga- 
zine’s advertising  sales  took  a first  prize  in  a regional  competition 
sponsored  by  the  Central  Pennsylvania  Chapter  of  Women  in  Communi- 
cations, Inc. 

The  AMA’s  newest  member  benefit  is  a program  which  will  enable  phy- 
sicians to  accept  VISA  and  Mastercard  payments  from  their  patients  at 
a discount  rate  of  1.98  percent  rather  than  the  3 to  6 percent  of  most 
other  programs.  The  AMA  Members-Only  Professional  Services  Ac- 
count was  designed  in  conjunction  with  Maryland  Bank,  NA,  and  be- 
came available  in  April.  For  information  call  the  bank’s  toll-free  num- 
ber, 1-800-847-7378. 
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KEPRO 


NOW  AVAILABLE!  A ten  minute  videotape 

to  answer  your  questions 
—What  is  peer  review? 

—Who  performs  review? 

—What  is  the  process? 

—How  can  I participate? 

To  order: 

Contact  Edward  E.  Longabaugh,  MD 
Medical  Director 
KEPRO 
P.O.  Box  618 

Tape  is  available  free  of  charge  in  Lemoyne,  pa  17043 

V2"  VHS  or  3/a"  U-Matic  format  (717)  975-9600 


editorial 


Forcing  us  to  think — and  act 


Crisis— Crisis— Crisis.  This  is  the  best 
description  of  the  current  malpractice  situ- 
ation in  the  Commonwealth.  Medical  mal- 
practice and  its  twin— product  liability- 
are  now  enough  of  a pain  to  the  body 
politic  that  some  type  of  legislation  ap- 
pears inevitable. 

What  is  the  crisis  now?  A few  years  ago 
it  was  the  availability  of  malpractice  insur- 
ance coverage.  Now  the  problem  appears 
to  be  one  of  affordability.  Insurance  premi- 
ums will  continue  to  skyrocket  unless 
drastic  measures  are  taken.  In  late  March 
Kevin  Blaum  introduced  into  the  legisla- 
ture a PMS  bill  that  deals  with  many  of 
the  factors  that  contribute  to  the  malprac- 
tice problem.  The  bill,  with  others,  will  be 
considered  by  the  lawmakers  in  develop- 
ing a legislative  package.  What  chance  our 
legislation  has  of  passing  will  depend  on 
many  factors. 

But  here  is  what  you  can  do  to  help  the 
legislative  effort  that  may  alleviate  some 
of  the  problems: 

1)  Notify  your  state  legislators  of  the  seri- 
ous crisis  concerning  professional  liability 
insurance  and  how  it  adversely  affects 
your  patients  and  the  care  you  provide 
them.  Many  legislators,  especially  those 
from  large  urban  areas,  are  saying  to  our 
lobbyists  on  the  Hill  that  physicians  in 
their  districts  have  not  told  them  that  a 
crisis  exists. 

2)  Get  your  county  medical  society  to  no- 
tify your  legislators  of  the  crisis  and  ex- 
press your  collective  concern  that  there  is 
a need  for  constructive  legislative  change. 
Acknowledge  that  you  recognize  the  com- 


plexity of  the  situation  and  the  need  to  ne- 
gotiate with  the  trial  lawyers,  insurance 
companies,  Hospital  Association  of  Penn- 
sylvania, and  other  vested  interest  groups. 

3)  Continue  to  advise  your  PMS  House  of 
Delegate  representatives  about  your  views 
on  the  malpractice  problem  and  your  sug- 
gestions to  correct  the  current  situation. 

4)  Remember  that  not  all  lawyers  are  anti- 
doctor or  anti-medicine.  Many  of  them  do 
not  care  for  the  tactics  of  the  trial  lawyers. 
There  are  many  honest,  hard-working  at- 
torneys who  serve  as  our  elected  represen- 
tatives in  the  State  House.  These  people 
are  willing  to  listen  thoughtfully  and  to 
work  intelligently  on  the  complex  prob- 
lems associated  with  the  malpractice  cri- 
sis. 

The  substantial  increases  in  premiums 
being  experienced  by  all  physicians,  so 
high  for  some  specialists,  such  as  obstetri- 
cians, that  they  are  leaving  altogether  or 
limiting  their  activities  in  certain  areas  of 
their  specialties,  has  led  to  the  production 
of  a massive  amount  of  literature  on  the 
subject.  But  this  is  not  a time  for  further 
cogitation— it  is  a time  for  action. 

So  don’t  forget  . . . contact  your  legisla- 
tors . . . support  with  cash  and  action  your 
Political  Action  Committees  . . . and  sup- 
port your  county  medical  societies  in  the 
continuing  effort  to  rally  a grass  roots 
movement  behind  these  new  legislative  ef- 
forts. Crises  and  deadlocks  when  they  oc- 
cur have  at  least  this  advantage— they 
force  us  to  think  . . . and  to  act! 

David  A.  Smith,  MD 

Medical  Editor 


10  Pennsylvania  Medicine,  May  1986 


ONLY  THE  PRICE 
IS  NOT  BREATHTAKING 


If  you’re  a person  with  an  eye  for  beauty, 
one  look  at  the  striking  lines  of  the  Alfa  Romeo 
Quadrifoglio  could  give  you  reason  enough  to 
buy  it. 

You’ll  find  additional  ones  inside.  Supple 
Italian  glove  leather  seats,  air  conditioning,  power 
windows  and  a digital  AM/FM  stereo  cassette 
deck  with  four  speakers  are  among  its  many 
standard  luxury  features. 

Yet  this  is  not  a car  to  buy  for  looks  alone. 

For  the  Quadrifoglio  is  the  best-performing  Alfa 
convertible  ever  built,  thanks  to  its  spirited  2.0 
litre  engine,  Bosch  fuel  injection,  improved  anti- 
sway bars,  15”  alloy  wheels  and  Pirelli  P6  tires. 

What’s  more,  this  car  is  built  so  well,  it’s 
backed  by  a 3-year /36,000-mile  warranty* 

The  Alfa  Romeo  Quadrifoglio  is  now  available 
for  under  $19,600**  A price  that  lets  you  breathe  a 
sigh  of  relief. 


ENGINEERED  WITH  A PASSION. 


J.  H.  Bennett,  Inc. 

2300  Hanover  Avenue 
Allentown,  PA  18103 
(215)  437-6711 

Y/B/H  Porsche/Audi 

Route  3 (West  Chester  Pike) 
Edgemont,  PA  19028 
(215)  356-9000 
DeFinizio  Imports,  Inc. 

Wanamaker  and  Industrial  Highway 
Essington,  PA  19029 
(215)  521-9200 


Burdumy  Motors,  Inc. 

2711  Philmont  Avenue 
Huntingdon  Valley,  PA  19006 
(215)  947-6363 
MPA,  Inc. 

6515  Carlisle  Pike 
Mechanicsburg,  PA  17055 
(717)  766-0275 

Algar  Enterprises,  Inc. 

1100  W.  Swedesford  Road 
Paoli,  PA  19301 
(215)  647-6660 


Auto  Palace,  Inc. 

4627  Baum  Boulevard 
Pittsburgh,  PA  15213 
(412)  687-4000 

Cherry  Hill  Alfa 

1100  Haddonfield  Road 
Cherry  Hill,  NJ  08034 
(609)  663-2800 

Alfa  Northeast,  Inc. 

1125  N.  Washington  Avenue 
Scranton,  PA  18509 
(717)  346-7691 
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Direct  line  established  for  queries  on  third  parties 


George  R.  Fisher,  III,  MD,  chairman 
of  the  Society’s  Council  on  Medical  Eco- 
nomics has  announced  a toll-free  Help 
Line  for  PMS  member  physicians.  The 
number  is  1-800-228-7823. 

“The  medical  community  has  been 
and  continues  to  be  bombarded  by  vari- 
ous cost  saving  initiatives  presented  by 
the  federal  and  state  governments, 
third  party  payors  and  various  related 
organizations.  A certain  amount  of  con- 
fusion can  result  because  of  the  num- 
bers alone  or  the  nonsimilarities  of  this 
wide  variety  of  initiatives,”  Dr.  Fisher 
said. 

The  Help  Line  has  as  its  purpose  to 
help  members  with  their  concerns  and 
questions  relative  to  these  initiatives 
and  also  to  continue  answering  ques- 

Blue  Shield  plans  seminar 
on  laboratory  testing 

The  seminar  “Laboratory  Testing” 
will  be  given  Wednesday  May  21,  1986, 
from  8:30  a.m.  to  12:30  p.m.  at  the  Hob- 
day Inn,  Bethlehem.  This  program  is 
sponsored  by  Pennsylvania  Blue  Shield 
and  the  Pennsylvania  Medical  Society, 
and  has  been  certified  for  four  Category 
1 continuing  medical  education  credits. 

The  seminar  will  focus  on  resolving 
medical,  legal,  and  cost  considerations 
of  laboratory  testing.  Featured  speak- 
ers will  be  David  S.  Masland,  MD;  Pe- 
ter Curry,  Esquire;  James  R.  Regan, 
MD;  and  Paul  F.  Kase,  MD.  Dr. 
Masland  is  chairman  of  the  board  and 
chief  executive  officer  of  PMS  Liability 
Insurance  Company.  Curry  is  a defense 
attorney  for  the  firm  of  Thomas  and 
Thomas,  Harrisburg.  Dr.  Regan  main- 
tains a private  practice  in  internal  medi- 
cine in  Bethlehem,  and  Dr.  Kase  is  med- 
ical director  of  Professional  Services 
and  Utilization  Review  for  Pennsylva- 
nia Blue  Shield. 

Physicians  who  wish  to  attend  the 
program  must  send  a $10  registration 
fee  no  later  than  May  14  to:  Laboratory 
Testing,  P.O.  Box  8814,  Camp  Hill,  PA 
17011.  Make  checks  payable  to  Labora- 
tory Testing  Seminar. 


tions  related  to  Medicare,  Medicaid  and 
Blue  Cross/Blue  Shield  billing,  reim- 
bursement and  policy  issues. 

Staff  will  be  available  to  answer  ques- 


tions or  investigate  concerns.  The  Help 
Line  can  be  accessed  Monday  through 
Friday  from  8 a.m.  until  noon  and  from 
1 to  4 p.m. 


Admissions  for  substance  abuse  up 


The  total  number  of  admissions  to 
drug  and  alcohol  treatment  facibties  in 
Pennsylvania  reached  an  all-time  high 
during  the  period  from  July  1,  1984,  to 
June  30,  1985,  a state  official  said.  Lu- 
ceille  Fleming,  the  state  health  depart- 
ment’s deputy  secretary  for  drug  and 
alcohol  programs,  said  a total  of  69,886 
admissions  was  recorded  during  this  12- 
month  period,  an  increase  of  almost 
eight  percent  over  previous  12-month 
totals. 

She  told  a Pittsburgh  audience  of 
drug  and  alcohol  professionals  that  the 
rise  in  admissions  is  due  to  “the  in- 
crease in  people  seeking  help  for  alcohol 
abuse  and  to  increases  in  admissions  for 
abuse  of  marijuana,  amphetamines,  and 
other  substances,  including  cocaine.” 

Fleming  said,  “Admissions  for  alco- 
hol abuse  are  at  their  highest  level  ever, 
with  an  annual  count  of  45,643  for  all 
types  of  alcohol  treatment.  This  repre- 
sents an  increase  of  almost  six  percent 
over  the  previous  12-month  total.” 

As  in  past  periods,  the  majority  of  ad- 
missions were  for  alcohol  abuse  and  opi- 
ate abuse.  During  the  period  cited, 
abusers  of  alcohol  accounted  for  65  per- 
cent of  total  admissions. 

Despite  a decline  from  13  percent  in 
1982-1983  to  10  percent  in  1983-1984, 
opiates  remained  the  second  most  fre- 
quent primary  substance  of  abuse  when 
compared  to  the  total  of  all  admissions 
for  treatment  in  Pennsylvania.  Opiate 
admissions  accounted  for  just  under 
eight  percent  of  the  1984-1985  admis- 
sions. 

“Virtually  constant  are  the  propor- 
tions of  admissions  by  sex,”  Fleming 
said.  “Males  represent  77  percent  of  the 
total  admissions  regardless  of  primary 
substance  abuse;  females  23  percent. 
Except  for  a one  or  two  percent  varia- 
tion, this  has  been  an  constant  figure 
since  we  began  collecting  data  back  in 


the  ’70s.” 

For  both  sexes,  Fleming  said  that  al- 
cohol remains  the  substance  most  often 
abused.  Seventy  percent  of  all  male  ad- 
missions and  51  percent  of  all  female 
admissions  were  for  alcohol  abuse  in 
1984-1985. 

“Also  stable  is  the  proportion  of  col- 
lateral admissions— clients  receiving 
counseling  for  a problem  resulting  from 
the  substance  abuse  of  someone  close  to 
them,”  she  said.  “Women  (83  percent) 
are  almost  five  times  more  likely  than 
men  (17  percent)  to  be  admitted  for 
therapy  without  any  record  of  personal 
substance  abuse." 

In  general,  the  age  distribution  of 
people  admitted  to  treatment  remains 
stable.  The  25  to  34  year  old  age  group 
has  accounted  for  the  largest  propor- 
tion of  clients  in  this  last  reporting 
period— 38  percent. 

“The  older  the  client,  the  more  likely 
that  alcohol  is  the  substance  of  abuse,” 
Fleming  said.  “For  the  non-opiates— 
usually  barbituates,  amphetamines, 
and  especially  marijuana— those  in  the 
age  group  under  35  represent  the  larger 
proportions  of  clients  admitted  to  treat- 
ment.” 

She  noted  that  only  a few  years  ago, 
few  clients  reported  cocaine  as  their  pri- 
mary substance  of  abuse.  There  were, 
for  example,  only  234  admissions  (0.4 
percent  of  total  admissions)  for  cocaine 
abuse  in  1977-1978.  “In  1983-1984  ad- 
missions for  cocaine  totaled  1,471  or  2.3 
percent  of  total  admissions  and  that 
number  has  now  increased  to  2,683  or 
almost  four  percent  of  admissions  for 
the  July  ’84- June  '85  period,”  Fleming 
said. 

She  also  said  the  third  quarter  of  that 
reporting  period— January  through 
March  1985— set  a new  record  for  the 
number  of  clients  admitted  for  alcohol 
abuse  in  a three-month  period— 1 1,903. 
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newsfronts 


Three  physicians  honored  at  hospital  dedication 


Officials  dedicated  the  new  Temple 
University  Hospital  March  20,  at  a cer- 
emony on  site  at  Broad  and  Ontario 
Streets,  Philadelphia.  The  program  in- 
cluded a convocation  during  which 
seven  honorary  degrees  were  conferred. 

The  new  504  bed,  $129  million  hospi- 
tal complex  centers  around  a nine  story 
inpatient  tower.  Ancillary  services  are 
located  in  three  additional  buildings: 
Park  Avenue  Pavilion,  Ambulatory  Pa- 
vilion, and  Parkinson  Pavilion.  Also 
part  of  the  complex  are  a parking  ga- 
rage, and  a conference  center  and  audi- 
torium. 

The  hospital  is  being  financed  by  a 
$115.5  million  bond  issue  under  the 
guidance  of  the  Hospitals  Authority  of 
Philadelphia,  by  a $22.5  million  grant 
from  the  Commonwealth  of  Pennsylva- 
nia, and  by  $7  million  in  private  sup- 
port. 

At  the  convocation  ceremony,  Tem- 
ple’s president,  Peter  J.  Liacouras,  pre- 
sented honorary  degrees  to  seven  peo- 
ple connected  with  healing,  research,  or 
the  university.  Robert  C.  Gallo,  MD,  di- 
rector of  the  laboratory  of  tumor  cell  bi- 
ology for  the  National  Cancer  Institute, 
received  an  honorary  Doctor  of  Science 
degree.  Arnold  S.  Reiman,  MD,  editor 
of  the  New  England  Journal  of  Medi- 
cine, received  an  honorary  Doctorate  of 
Literature.  Katharine  Boucot  Sturgis, 


MD,  Philadelphia  public  health  physi- 
cian, was  given  an  honorary  Doctor  of 
Pedagogy. 


DR.  GALLO 


DR.  RELMAN 


DR.  STURGIS 


Dr.  Gallo  was  recognized  for  his  work 
in  isolating  the  virus  associated  with 
Acquired  Immune  Deficiency  Syn- 
drome (AIDS).  He  began  his  career  with 
the  National  Cancer  Institute  in  1965. 
In  1975  he  received  a Superior  Service 
Honor  Award  from  the  National  Insti- 
tutes of  Health  for  research  in  leuke- 
mia. In  1982,  he  received  the  Albert 
Lasker  Basic  Medical  Research  Award 
for  discovery  of  the  first  retrovirus 
known  to  be  associated  with  a human 
malignancy.  In  1984,  the  U.S.  Public 
Health  Service  presented  Dr.  Gallo  with 
the  Commissioned  Corps  Distinguished 
Service  Medal  for  research  on  AIDS 
and  the  viral  etiology  of  cancer. 

Dr.  Reiman  was  appointed  editor  of 
the  New  England  Journal  of  Medicine, 
professor  of  medicine  at  Harvard  Medi- 
cal School,  and  senior  physician  at  the 
Brigham  and  Women’s  Hospital,  Bos- 
ton, in  1977.  A graduate  of  Columbia 
University  College  of  Physicians  and 
Surgeons,  he  received  that  institution’s 
Alumni  Gold  Medal  in  1981.  Last  year, 
he  was  awarded  the  John  Phillips 
Medal  of  the  American  College  of  Phy- 
sicians. 

Dr.  Sturgis  is  emeritus  professor  of 
preventive  medicine  at  the  Medical  Col- 
lege of  Pennsylvania.  Her  research  in- 
cludes work  with  the  Philadelphia  Pul- 
monary Neoplasm  Research  Project 
from  1951  to  the  present.  She  also 
served  as  a special  consultant  to  the 
Solitary  Nodule  Project  of  the  Univer- 
sity of  Pittsburgh  and  the  National 
Cancer  Institute.  For  20  years,  Dr. 
Sturgis  was  director  of  mass  x-ray  sur- 
veys for  the  Philadelphia  Department 
of  Health,  and  she  has  been  director  of 
x-ray  surveys  for  the  Philadelphia  Tu- 
berculosis and  Health  Association.  She 
has  received  the  Trudeau  Medal  of  the 
National  Tuberculosis  and  Respiratory 
Disease  Association  as  well  as  the  Dis- 
tinguished Award  of  the  American  Col- 
lege of  Preventive  Medicine. 

The  four  additional  honorary  degrees 
were  awarded  to  Constance  C.  Clayton, 
EdD,  superintendent  of  schools  for  the 
Philadelphia  School  District;  John  C. 
Haas,  vice  chairman  of  the  board  of  the 
Rohm  and  Haas  Company;  Senator 
Richard  A.  Tilghman,  Bryn  Mawr;  and 
Nochem  S.  Winnet,  president  of  the 
Samuel  S.  Fels  Foundation. 
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CARDiZEM:  FEWER  SIDE  EFFECTS 


diltiazem  HCI/Marion 


The  lowest  incidence  of  side  effects 
among  the  calcium  channel  blockers' 


An  exceptionally  safe  choice  for  angina 
patients  with  coexisting  hypertension i, 
diabetes,  asthma r,  or  COPD'3 


Proven  efficacy  when  used  alone 
in  angina14  6 

Compatible  with  both  beta-blockers 
and  nitrates7 


Please  see  brief  summary  of  prescribing  informafion  on  the  next  page. 


CARDIZEM 


60  mg  fid 
or  qid 


diltiazem  HCI/Marion 

FEWER  SIDE  EFFECTS  IN  ANTI  ANGINAL  THERAPY 


BRIEF  SUMMARY 

CARDIZEM"'  (diltiazem  hydrochloride)  is  a calcium  ion  influx  inhibi- 
tor (slow  channel  blocker  or  calcium  antagonist). 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM  is 
indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the  treat- 
ment of  spontaneous  coronary  artery  spasm  presenting  as  Prinz- 
metal's variant  angina  (resting  angina  with  ST-segment  elevation 
occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina) 

CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syn- 
drome except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction  CARDIZEM  prolongs  AV  node  refractory 
periods  without  significantly  prolonging  sinus  node  recovery  time, 
except  in  patients  with  sick  sinus  syndrome.  This  effect  may 
rarely  result  in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or  third-degree  AV 
block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal’s  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a single  dose 
of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemo- 
dynamic studies  in  humans  with  normal  ventricular  function 
have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt)  Experience  with  the  use 
of  CARDIZEM  alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very  limited.  Cau- 
tion should  be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabo- 
lized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher 
in  rats  were  associated  with  histological  changes  in  the  liver  which 
were  reversible  when  the  drug  was  discontinued.  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes  however,  these 
changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there  may  be 
additive  effects  in  prolonging  AV  conduction  when  using  beta-blockers 
or  digitalis  concomitantly  with  CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict  the 
effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 


volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20%. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility  A 24-month 
study  in  rats  and  a 21-month  study  in  mice  showed  no  evidence  of 
carcinogenicity  There  was  also  no  mutagenic  response  in  in  vitro 
bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted 
in  mice,  rats,  and  rabbits  Administration  ot  doses  ranging  from  five  to 
ten  times  greater  (on  a mg/kg  basis)  than  the  daily  recommended 
therapeutic  dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause  skeletal  abnor- 
malities In  the  perinatal/postnatal  studies,  there  was  some  reduction 
in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose 
or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  (diltiazem  hydrochloride)  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  exercise 
caution  when  CARDIZEM  is  administered  to  a nursing  woman  if  the 
drug’s  benefits  are  thought  to  outweigh  its  potential  risks  in  this 
situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been 
established 


ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than  that 
reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology  of 
calcium  influx  inhibition  In  many  cases,  the  relationship  to  CARDIZEM 
has  not  been  established  The  most  common  occurrences,  as  well  as 
their  frequency  of  presentation,  are  edema  (2  4%),  headache  (2  1%), 
nausea  (19%),  dizziness  (15%),  rash  (1.3%),  asthenia  (1.2%),  AV 
block  (1.1%).  In  addition,  the  following  events  were  reported  infre- 
quently (less  than  1%)  with  the  order  ot  presentation  corresponding  to 
the  relative  frequency  of  occurrence. 


Cardiovascular 
Nervous  System 
Gastrointestinal 

Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  bradycardia, 
palpitations,  congestive  heart  failure,  syncope 
Paresthesia,  nervousness,  somnolence,  tremor, 
insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of  vaso- 
spastic angina  developed  periods  of  transient  asymptomatic  asystole 
approximately  five  hours  after  receiving  a single  60-mg  dose  of 
CARDIZEM 

The  following  postmarketing  events  have  been  reported  infrequently 
in  patients  receiving  CARDIZEM  erythema  multiforme,  leukopenia;  and 
extreme  elevations  of  alkaline  phosphatase,  SGOT,  SGPT,  LDH,  and  CPK 
However,  a definitive  cause  and  effect  between  these  events  and 
CARDIZEM  therapy  is  yet  to  be  established 


0VERD0SAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited  Single 
oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated  by  healthy 
volunteers.  In  the  event  of  overdosage  or  exaggerated  response,  appro- 
priate supportive  measures  should  be  employed  in  addition  to  gastric 
lavage  The  following  measures  may  be  considered 
Bradycardia  Administer  atropine  (0.60  to  1.0  mg).  If  there  is 

no  response  to  vagal  blockade,  administer  iso- 
proterenol cautiously. 


High-Degree 
AV  Block 

Cardiac  Failure 

Hypotension 


Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  cardiac 
pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral  LDso's  in  mice  and  rats  range  from  415  to  740  mg/kg  and 
from  560  to  810  mg/kg,  respectively  The  intravenous  LDso's  in  these 
species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in  dogs  is 
considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was  seen  in 
monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known,  but  blood 
levels  in  excess  of  800  ng/ml  have  not  been  associated  with  toxicity. 
DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coronary  Ar- 
tery Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary  Artery 
Spasm.  Dosage  must  be  adjusted  to  each  patient's  needs  Starting 
with  30  mg  four  times  daily,  before  meals  and  at  bedtime,  dosage 
should  be  increased  gradually  (given  in  divided  doses  three  or  four 
times  daily)  at  one-  to  two-day  intervals  until  optimum  response 
is  obtained.  Although  individual  patients  may  respond  to  any  dos- 
age level,  the  average  optimum  dosage  range  appears  to  be  180  to 
240  mg/day  There  are  no  available  data  concerning  dosage  require- 
ments in  patients  with  impaired  renal  or  hepatic  function  If  the  drug 
must  be  used  in  such  patients,  titration  should  be  carried  out  with 
particular  caution 

Concomitant  Use  With  Other  Antiangmal  Agents 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute  anginal 
attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy  — CARDIZEM  may  be  safely  co- 
administered with  short-  and  long-acting  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effective- 
ness of  this  combination 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

CARDIZEM  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC  0088- 
1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1771- 
49)  Each  green  tablet  is  engraved  with  MARION  on  one  side  and  1771 
engraved  on  the  other,  CARDIZEM  60-mg  scored  tablets  are  supplied  in 
bottles  of  100  (NDC  0088-1772-47)  and  in  Unit  Dose  Identification 
Paks  of  100  (NDC  0088-1772-49)  Each  yellow  tablet  is  engraved  with 
MARION  on  one  side  and  1772  on  the  other  Issued  4/1/84 


See  complete  Professional  Use  Information  before  prescribing 
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Physicians  must  champion  patients’  rights 


Karen  K.  Davis 

“We  have  all  seen  medicine  change 
drastically  over  the  years,  and  the  doc- 
tor of  today  is  in  a very  tough  position 
trying  to  be  an  advocate  for  patients 
while  abiding  by  all  the  rules  for  cost 
containment,”  said  Victor  F.  Greco, 
MD,  newly  elected  trustee  for  the 
Twelfth  District.  “The  regulations  for 
cost  containment  are  making  it  more 
difficult  to  assure  quality  care  for  all  pa- 
tients, but  that  goal  is  attainable!  Our 
biggest  challenge  is  to  make  certain 
that  all  patients  continue  to  receive 
quality  medical  care.” 

“That’s  where  organized  medicine  fits 
in,”  Dr.  Greco  said,  “It  gives  us  an  orga- 
nized body  through  which  we  can  cham- 
pion our  patients’  rights.  It  gives  us  a 
chance  to  stand  up,  demand,  and  we 
hope,  get  what  is  best  for  our  patients.” 

Dr.  Greco  has  concerns  for  medical 
practice  of  the  future:  “I  wonder 
whether  or  not  the  solo  practitioner  can 
survive  in  the  economic  climate  we  have 
now,  and  under  all  the  rules  and  regula- 
tions,” he  said.  “Also,  I worry  about 
whether  or  not  patients  are  going  to 
have  free  access  to  the  medical  care 
they  need,  and  how  rapidly  they  will  be 
able  to  gain  access  for  their  medical 
problems. 

Another  area  of  concern  for  Dr.  Greco 
is  that  of  professional  liability  insur- 
ance. “I  wonder  if  the  professional  in- 
surance climate  will  keep  some  ener- 
getic, intelligent,  and  qualified  young 
people  out  of  the  profession  and 
whether  or  not  it  will  drive  some  physi- 
cians in  the  high  risk  specialties  out  of 
their  fields.”  These  are  some  of  the 
most  important  problems  organized 
medicine  must  contend  with,  according 
to  Dr.  Greco.  “Rather  than  just  sound- 
ing an  individual  voice,  and  being  un- 
able to  protest  or  agree  with  current 
medical  practices  in  this  country,  physi- 
cians can  unite  through  organized  medi- 
cine,” he  added. 

Joining  the  forces 

Dr.  Greco  first  became  involved  in  or- 
ganized medicine  when  he  started  his 
practice  in  Hazleton,  back  in  1956.  “I 
joined  the  Luzerne  County  Medical  So- 
ciety and  the  state  and  national  associa- 
tions, and  the  surgical  societies.” 


He  served  as  president  of  the  Hazle- 
ton chapter  of  the  Luzerne  County 
Medical  Society,  and  as  a liaison  be- 
tween the  local  chapter  and  the  parent 
society  in  Wilkes-Barre.  One  of  his  fa- 
vorite activities  has  been  his  participa- 
tion as  delegate  to  the  PMS  House. 
“This  is  the  place  where  you  can  ex- 
press your  views,  and  where  you  are  ex- 
posed to  the  views  of  others  throughout 
the  state.  You  can  debate  the  issues,  dis- 
cuss them  before  the  reference  commit- 
tees, and  you  have  a chance  to  actually 
change  the  course  and  direction  of  orga- 
nized medicine  if  that  is  appropriate.  To 


me,  this  is  one  of  the  most  challenging 
and  interesting  ways  to  be  involved,” 
he  said. 

Currently,  Dr.  Greco  is  the  Board  rep- 
resentative on  the  state  Society’s  Coun- 
cil on  Legislation,  and  he  is  a member  of 
the  Committee  on  Public  Relations.  He 
is  on  the  boards  of  the  Pennsylvania 
Medical  Political  Action  Committee 
and  the  Pennsylvania  Medical  Care 
Foundation. 

Training  for  medicine 

Born  in  Hazleton,  Dr.  Greco  attended 
the  local  schools  and  went  on  to  the 
University  of  Scranton.  He  received  his 
Bachelor  of  Science  degree  there  in  six 
semesters,  and  served  in  the  Army  be- 
fore earning  his  medical  degree  at  Jef- 
ferson Medical  College  of  Thomas  Jef- 
ferson University. 

He  said  an  uncle  helped  influence  his 
choice  of  careers:  “My  uncle  was  a sur- 
geon, and  I admired  him  very  much.  We 
also  had  others  in  the  family  who  were 
associated  with  medicine— nurses  and 
technicians.  My  uncle  was  the  first  phy- 
sician in  the  family.” 

Dr.  Greco  completed  an  internship  at 
Philadelphia  General  Hospital  and  be- 
gan a residency  in  surgery  at  Jefferson, 
where  he  trained  with  John  H.  Gibbons, 


Part-Time  Employment  For  Physicians 

Physicians  Review  Corporation,  Inc.,  a Pennsylvania-based  firm 
organized  by  practicing  physicians,  offers  part-time  positions  for 
qualified  physicians  interested  in  serving  as  Medical  Reviewers  in  a 
private  peer  review  system. 

Perform  Duties  in  Your  Own  Office  or  Home 
Opportunities  in  Many  Locations  and  Specialties 
Reimbursement  on  a Per  Case  Basis 
Applications  from  Our  Physically  Disabled  Colleagues  are  Welcome 

Please  send  your  curriculum  vitae  to: 

Physicians  Review  Corporation,  Inc. 

Wexford-Bayne  Road,  Box  184A 
Sewickley,  Pennsylvania  15143 

Telephone:  412-935-5255 


Pennsylvania  Medicine,  May  1986  17 


ne  ws  fronts 


MD,  the  physician  who  helped  develop 
the  heart  and  lung  machine.  “I  did  basic 
research  on  the  heart  and  lung  machine, 
and  I was  in  charge  of  the  machine  for 
the  first  successful  case  of  open  heart 
surgery  in  the  world,  which  was  done  in 
1953  at  Jefferson,”  he  said,  adding  that 
it  was  his  training  with  Dr.  Gibbons 
that  sparked  his  interest  in  becoming  a 
thoracic  surgeon.  “At  that  time,  tho- 
racic surgery  was  a new  field,  and  open 
heart  surgery  was  not  yet  a science  at 
all,  and  I was  interested  in  working  in 
these  original  areas.” 

It  was  also  during  his  postgraduate 
training  period  at  Jefferson  that  Dr. 
Greco  became  interested  in  pneumoco- 
niosis. “The  United  Mine  Workers  of 
America  had  given  a contract  to  Jeffer- 
son to  work  with  patients  with  black 
lung  disease,  and  while  I was  there  I 
participated  in  the  program  they  had 
established  to  treat  the  miners,”  Dr. 
Greco  explained.  “When  I went  back  to 
Hazleton,  in  the  heart  of  the  coal  region, 
I became  medical  director  of  the  coal 
workers’  clinic  because  of  my  experi- 
ence in  the  program  at  Jefferson.”  He 


was  appointed  to  the  governor’s  advi- 
sory committee  for  anthracosilicosis 
and  lung  related  problems  in  1973,  and 
continues  to  serve  on  this  committee. 

Certified  by  the  American  Board  of 
Surgery,  Dr.  Greco  maintains  a practice 
in  Drums.  He  converted  an  old  school- 
house  into  offices  and  named  the  build- 
ing the  Greco  Memorial  Medical  Arts 
Building,  in  memory  of  his  mother.  He 
is  a founding  member  of  the  Pennsylva- 
nia Society  of  Thoracic  Surgeons,  and  a 
charter  member  of  the  American  Soci- 
ety of  Abdominal  Surgeons.  He  is 
former  chief  of  surgery  at  St.  Joseph 
Hospital,  Hazleton,  and  at  Hazleton 
State  General  Hospital.  He  is  a consul- 
tant in  surgery  at  Coaldale  Hospital 
and  Berwick  Hospital.  He  is  chairman 
of  the  Board  of  Trustees  at  White  Ha- 
ven State  School  and  Hospital. 

Hazleton  important 

The  community  of  Hazleton  has  been 
an  important  part  of  Dr.  Greco’s  life,  al- 
though he  would  not  have  admitted 
that  as  a young  man.  “I  left  my  home- 
town when  I was  15  years  old,  making  a 
promise  that  I would  never  return  to 
Hazleton,”  he  said. 

It  was  a promise  Dr.  Greco  broke.  He 


not  only  returned  to  establish  his  prac- 
tice there,  but  he  became  an  active  par- 
ticipant in  the  civic  programs  of  the 
area.  He  is  past  president  of  the  Hazle- 
ton Rotary  Club  and  the  Hazleton  area 
chapter  of  the  American  Heart  Associa- 
tion. He  also  served  as  a district  gover- 
nor for  the  Rotary.  He  has  been  a direc- 
tor of  the  local  Visiting  Nurses 
Association  and  the  Hazleton  Chamber 
of  Commerce.  He  is  a recipient  of  the 
Outstanding  Young  Man  of  the  Year 
Award,  given  by  Hazleton’s  Junior 
Chamber  of  Commerce. 

Dr.  Greco  helped  to  formulate  and  set 
up  the  physician  assistant  program  at 
Kings  College  in  Wilkes-Barre,  and  has 
been  chairman  of  the  advisory  council 
for  the  program  almost  since  its  incep- 
tion. He  was  general  chairman  of  fund 
raising  drives  for  Hazleton’s  Red  Cross 
and  heart  association,  and  finance 
chairman  of  the  Anthracite  Council  of 
the  Boy  Scouts  of  America. 

The  Hazleton  Rotary  Club  gives  a 
scholarship  to  Pennsylvania  State  Uni- 
versity in  Dr.  Greco’s  name  to  a local 
student  planning  to  enter  medicine  or 
an  allied  career.  Lackawanna  Commu- 
nity College  has  established  the  Victor 
F.  Greco,  MD,  Humanitarian  Award.  In 
addition,  the  community  college  re- 
cently announced  that  in  recognition  of 
Dr.  Greco’s  civic  involvement,  a build- 
ing will  be  named  in  his  honor,  the  Vic- 
tor F.  Greco,  MD,  Administration 
Building.  “I  am  especially  proud  of  this 
honor,”  Dr.  Greco  said. 

On  the  state  level.  Dr.  Greco  was 
chairman  of  Easter  Seal  Society.  Na- 
tionally, he  was  appointed  by  Joseph 
Califano,  former  secretary  of  health  and 
welfare,  to  serve  on  the  Advisory  Coun- 
cil to  the  Director  of  the  National  Insti- 
tutes of  Health,  a position  he  held  from 
1977  to  1980. 

Family  active 

His  family  also  has  been  involved  at 
both  the  local  and  state  levels  of  vari- 
ous organizations,  Dr.  Greco  said.  His 
wife,  Jean,  currently  is  the  councilor  for 
the  Twelfth  District  of  the  PMS  Auxil- 
iary. “She  has  also  been  chairman  of 
many  of  the  community  groups  in  the 
Hazleton  area,”  he  said. 

Their  hobby,  he  said,  is  traveling.  “We 
have  seen  parts  of  mainland  China,  Ro- 
mania, and  Cuba.  We  took  these  trips  in 
the  late  1970s,  and  were  probably  some 
of  the  first  American  visitors  in  these 
countries.  We  have  seen  most  of  the 
continents  of  the  world." 

The  Grecos  have  six  children. 


PHYSICIANS 

U.S.  NAVY  MEDICAL  CORPS 

Positions  are  now  available  in  the 
following  areas:  General  Surgery  • 
Neurosurgery  • Thoracic  Surgery  • 

OB/GYN  • Pediatrics  • Otolaryngology 

• Preventive/Occupational  Medicine 

• Psychiatry  • Diagnostic  Radiology 

• Critical  Care  • Neurology 

NAVY  MEDICINE 

—provides  the  qualified  physician  with  the  opportunity  to  become  a member 
of  the  global  health  care  system 

—is  practiced  in  excellent  medical  facilities  in  conjunction  with  a highly 
professional  staff  of  support  personnel 
—is  characterized  by  a broad  spectrum  of  patient  age  and  case  diversity 
—allows  extensive  experience  in  all  aspects  of  medicine  including  teaching, 
research,  without  career  disruption 

—provides  the  physician  with  an  officer’s  commission  with  attendant  benefits 
and  privileges 

Basic  Qualifications:  Include  U.S.  citizenship,  graduate  of  an  American 
Medical  or  Osteopathic  School,  Board  eligible  or  Board  certified,  and 
excellent  professional  references. 

For  complete  details  call  or  send  Curriculum  Vitae  to:  LT  Mike  Jewett,  MSC, 
Medical  Programs  Officer,  310  North  Second  Street,  Harrisburg,  Pa 
17101-1304,  (717)  782-3983  or  3985 

BE  THE  DOCTOR  YOU  WANT  TO  BE.  IN  THE  NAVY. 
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Getting  behind  in  your  medical  reading? 
Let  Medical  world  News  put  you  ahead. 


®1986  HEI  Publishing.  All  rights  reserved. 


For  more  than  115,000  busy  physicians  like  you,  Medical 
World  News  is  the  secret  to  staying  informed  about  the 
changing  world  of  medicine. 

Every  two  weeks,  we  will  bring  you  up-to-the-minute 
developments  in  therapy,  research,  practice,  pharmacol- 
ogy, economics,  legislative  action,  highlights  of  other 
periodicals  and  new  medical  trends. 

It’s  no  wonder  Medical  World  News  has  one  of  the  high- 
est cover-to-cover  readerships  in  medical  publishing  today. 
Our  balanced  reporting  means  you’ll  get  all  sides  of  the 
issues,  and  our  fast-reading  style  makes  it  enjoyable  to 
stay  informed. 

If  you’re  getting  behind  in  your  medical  reading,  let 
Medical  World  News  put  you  ahead. 


medical 

world 


news 


The  credible  source. 


12th  ANNUAL 


cTMedicine 

cRgviev/' 

(gurse 


June  22-27,  1986 
to  be  held  at  the 
CAROUSEL  HOTEL 
OCEAN  CITY,  MARYLAND 
Topics  Include: 

New  Hypertension  Therapies 
Adolescent  Health 
Geriatrics 
Infectious  Diseases 
Pain  Disorders 


Continuing  Education 
University  of  Maryland 
School  of  Medicine 


10  South  Pine  Street 
Baltimore,  Maryland  21201 
(301)  528  3956 


New  PMS  Medical  Economics 

Toll  Free  Line 

The  Pennsylvania  Medical  Society  expands 
its  service  to  members  by  providing  a toll 
free  medical  economics  help  line.  It’s  your 
direct  line  to  special  PMS  staff  ready  to  help 
you  with  your  questions  on  billing, 
reimbursement,  utilization  or  policy  issues 
about  Blue  Cross/Blue  Shield,  Medicare, 
Medical  Assistance,  or  commercial  insurers. 

Call  1-800-228-7823 

Monday  through  Friday  8 a.m.  to  12  noon, 
and  1 p.m.  to  4 p.m. 

PMS  Help  Line-Just  A Call  Away 


newsfronts 


PMS  receives  membership  award 


For  the  seventh  consecutive  time, 
Pennsylvania  Medical  Society  has  ex- 
ceeded its  prior  year’s  membership  in 
the  American  Medical  Association. 
More  physicians  in  Pennsylvania  be- 
came members  of  the  AMA  in  1985 
than  in  1984. 

At  the  AMA’s  recent  Leadership  Con- 
ference in  Chicago,  R.  William  Alexan- 
der, MD,  president  of  PMS,  accepted  an 
award  marking  the  7th  year  of  in- 
creased national  membership.  William 
W.  Hotchkiss,  MD,  chairman  of  the 
AMA’s  Board  of  Trustees,  and  Harri- 
son Rogers,  MD,  AMA  president,  made 
the  presentation. 


Dr.  Alexander  holds  the  award  presented  by  Drs.  Hotchkiss  (left)  and  Rogers. 


Dr.  Clifford  appointed  to  post  in  Philadelphia 


Maurice  C.  Clifford,  MD,  retiring 
president  of  the  Medical  College  of 
Pennsylvania,  has  been  named  health 
commissioner  for  Philadelphia  by  the 
city’s  mayor,  W.  Wilson  Goode. 

Dr.  Clifford  will  retire  as  president  of 
MCP  on  June  30,  1986,  after  seven 
years  in  office.  Before  his  tenure  as 
president  of  the  medical  college,  he 
spent  over  20  years  in  private  practice 
as  an  obstetrician  and  gynecologist. 

As  city  health  commissioner,  Dr.  Clif- 
ford’s first  priority  will  be  to  rebuild  the 
city  medical  examiner’s  office,  Mayor 
Goode  said.  Dr.  Clifford  will  oversee  the 
current  nationwide  search  for  a new 
medical  examiner  and  direct  the  reor- 
ganization of  the  office,  the  mayor  said. 
The  physician  will  take  over  June  1. 


International  Medical  Seminars  is  of- 
fering three  Anarctic  medical  seminars 
which  will  also  focus  on  life  in  Ant- 
arctica from  the  time  of  the  first  explor- 
ers to  the  present.  The  sessions  take 
place  aboard  a ship,  departing  from  and 
returning  to  Miami,  Florida.  Departure 
dates  are  December  14,  1986,  January 
9,  1987,  and  January  30,  1987. 

Passengers  will  learn  about  the  his- 
tory and  the  plant  and  animal  life  of 
Antartica.  Clinical  medical  seminars 
also  will  be  presented.  Faculty  for  the 
tours  includes  Joy  Garrison  Cauffman, 


From  1968-1970,  Dr.  Clifford  was 
chairman  of  the  board  of  directors  for 
the  Philadelphia  Council  for  Commu- 
nity Advancement  (PCCA),  a nonprofit 
community  housing  agency  that  Mayor 
Goode  administered  from  1968  to  1978. 
Goode  also  previously  named  Dr.  Clif- 
ford to  the  city’s  Board  of  Ethics  and 
two  mayoral  commissions. 

When  Dr.  Clifford  began  his  term  as 
president  of  MCP  seven  years  ago  his 
goals  were  “to  restore  a sense  of  har- 
mony, and  team  spirit,”  he  said.  Under 
his  leadership,  the  medical  college  won 
a state  contract  for  management  of  the 
Eastern  Pennsylvania  Psychiatric  In- 
stitute, and  built  a $36.4  million  patient 
care  pavilion,  a six  story  structure 
housing  127  beds  and  ancillary  services. 


PhD,  director  of  postgraduate  educa- 
tion for  the  University  of  Southern  Cali- 
fornia School  of  Medicine;  Charles  J . 
Rennie  III,  MD,  assistant  professor  of 
surgery  at  UCLA  School  of  Medicine; 
and  Robert  E.  McMasters,  MD,  associ- 
ate clinical  professor  of  medicine  at  Co- 
lumbia College  of  Physicians  and  Sur- 
geons. 25  hours  of  Category  1 credit  will 
be  awarded  for  the  medical  program. 

For  more  information,  contact  Inter- 
national Medical  Seminars,  125  Main 
Street,  Westport,  CT  06880;  telephone 
1-800-551-0019  or  (203)  222-0560. 


Born  in  Washington,  Dr.  Clifford  re- 
ceived his  medical  degree  from  Meharry 
Medical  College  School  of  Medicine  in 
Tennessee.  He  completed  postgraduate 
training  at  Philadelphia  General  Hospi- 
tal, and  was  named  assistant  chief  of 
obstetrics  and  gynecology  there  in 
1951. 

Officials  at  the  Medical  College  of 
Pennsylvania  announced  plans  to  honor 
Dr.  Clifford  by  establishing  an  annual 
award  in  his  name. 


Plastic  surgeons  meet 

The  Robert  H.  Ivy  Society  of  Plastic 
and  Reconstructive  Surgeons  held  its 
32nd  annual  meeting  in  Hershey,  March 
14-15.  The  meeting  included  a scientific 
session  and  election  of  new  officers. 

Highlights  of  the  program  were  a lec- 
ture series  on  various  topics  in  plastic 
surgery,  a panel  discussion  on  cleft  lip 
and  nasal  deformity,  and  a discussion 
on  malpractice  issues. 

Officers  elected  for  the  1986-87  term 
are:  Howard  S.  Caplan,  MD,  president; 
J.  William  Futrell,  MD,  vice  president; 
John  C.  Schantz,  MD,  secretary;  and 
Donato  D.  LaRossa,  MD,  treasurer. 
Richard  W.  Dabb,  MD,  was  elected 
member  at  large,  and  Charles  R.  Bales, 
MD,  will  serve  as  new  chairman  of  the 
nominating  committee.  Arthur  S. 
Brown,  MD,  is  outgoing  president. 


Medical  seminars  include  Antarctica 
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Don’t  Play  Games 


With  Medical  Office  Computer? 


Just  like  video  games,  you  don’t  need  to 
look  very  far  to  find  a medical  office  system 
. . . they’re  everywhere.  But  just  like  the  hand- 
ful of  quality  video  games,  only  a few  office 
systems  stand  out  from  the  rest. 

Consider  Keystone  Technologies.  Backed 
by  the  experience  of  Pennsylvania  Blue 
Shield,  Keystone  Technologies’  Medical  Bil- 
ling System  addresses  the  #1  paperwork  bot- 
tleneck of  most  medical  practices— the  filing 
of  insurance  claims  forms.  And  as  a total 
approach  to  business  paperwork,  our  Practice 
Management  System  provides  Billing, 
Accounts  Receivable,  Patient  Scheduling  — 
with  optional  Accounts  Payable,  General 
Ledger,  Payroll  and  Word  Processing  pro- 
grams. These  systems,  customized  for  the 


Pennsylvania  medical  community,  serve  phy- 
sicians in  31  states  through  19  Blue 
Cross/Blue  Shield  Plans. 

If  you’re  looking  for  a medical  office  auto- 
mation system,  don’t  play  games.  Look  to 
Keystone  Technologies.  For  more  informa- 
tion, call  (717)  975-7159,  or  write: 

Keystone  Technologies,  Inc.,  Dept.  PAS,  P.O. 
Box  8075,  Camp  Hill,  PA  17011 

■■Keystone 
■■Technologies,  Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


Mercy  Catholic  Medical  Center 

Fitzgerald  Mercy  and  Misericordia  Divisions 


Urinary  Continence  Forum 

Held  in  the  Medical  Science  Building, 

Fitzgerald  Mercy  Division 

June  7,  1986 

David  M.  Raezer,  M.D.,  F.A.C.S.,  Forum  Chairman 

TOPICS 

Urinary  Incontinence:  A Major  Health  Issue;  Urinating — All  the  Facts; 

Surgical  and  Pharmacological  Treatments;  New  Ways  to  Surgically  Correct 
Incontinence;  Nursing  Approaches  to  Incontinence;  Where  Do  We  Go  From 
Here?  and  Issues  Surrounding  Adult  and  Pediatric  Incontinence. 

FACULTY 

George  S.  Benson,  M.D.,  F.A.C.S.,  Professor  of  Surgery,  Division  of  Urology, 

University  of  Texas  Medical  School,  Houston  • Nancy  A.  Faller,  R.N.,  E.T., 

Director  of  Nursing,  Vermont  Achievement  Center;  Nurse  E.T.,  Rutland 
Regional  Medical  Center;  and  Urological  Nurse  Consultant,  Vermont  Depart- 
ment of  Health  • Anne  P.  Gallagher,  R.N.,  M.S.N.,  Forum  Coordinator  and 
Director  of  the  Gerontology  Program,  Mercy  Catholic  • Katherine  F.  Jeter, 

Ed.D.,  E.T.,  Clinical  Associate  Professor  of  Urology,  Medical  University  of 
South  Carolina;  Adjunct  Professor  of  Psychology,  University  of  South 
Carolina-Union;  Staff  Affiliate,  Spartanburg,  South  Carolina;  and  Director, 

HIP  • David  M.  Raezer,  M.D.,  F.A.C.S.,  Director  of  the  Lithotripsy  Service 
and  Urology  Section,  Mercy  Catholic;  and  Urological  Consultant,  Depart- 
ment of  Rehabilitation,  University  of  Pennsylvania  • Stanley  S.  Shrom,  M.D., 

F.A.C.S.,  Attending  Staff  Urologist,  Mercy  Catholic;  and  Clinical  Instructor  in 
Urology,  Thomas  Jefferson  University. 

For  further  information,  please  call  (215)  534-6100.  Conference  fee  is  $25. 

CME  and  CEU  credits  applied  for. 

Department  of  Urology,  Mercy  Catholic  Medical  Center 
Lansdowne  Avenue  and  Baily  Road,  Darby,  PA  19023 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package” 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


4 w Data  General 


EUEfUF®  systems,  ins. 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
In  Pennsylvania— (412)  562-9477 
In  Central  Pennsylvania— (717)  743-4441 


newsfronts 


Report  on  minority  health  analyzed 


The  Task  Force  on  Black  and  Minor- 
ity Health  of  the  U.S.  Department  of 
Health  and  Human  Services  released  in 
October,  1985,  a report  that  documents 
the  disparity  in  health  status  of  certain 
minority  groups  of  the  U.S.  population 
compared  to  whites.  The  report  is  the 
result  of  a study  of  national  mortality 
data  for  1979-1981,  which  were  ana- 
lyzed for  more  than  40  disease  catego- 
ries. 

The  report  of  the  task  force  as  sum- 
marized in  the  February  28,  1986  Mor- 
bidity and  Mortality  Weekly  Report, 
follows. 

The  Task  Force  found  that  60,000  ex- 
cess deaths  occur  each  year  in  minority 
populations  (Table  1).  Six  causes  of 
death  were  identified  that  together  ac- 
count for  more  than  80%  of  the  excess 
mortality. 

Cancer—  Cancer  accounts  for  16%  of  ex- 
cess mortality  among  black  males  un- 
der age  70  years  and  10%  for  black  fe- 
males. 

Cardiovascular  disease  and  stroke — 
Cardiovascular  diseases  account  for 
24%  of  excess  mortality  among  black 
males  and  41%  among  black  females. 
Chemical  dependency,  measured  by 
deaths  due  to  cirrhosis— -Cirrhosis  of 
the  liver,  which  is  associated  with  exces- 
sive use  of  alcohol,  accounts  for  13%  of 
excess  mortality  among  Native  Ameri- 
can males  and  22%  among  Native 
American  females  under  age  70  years. 
Diabetes— Diabetes  accounts  for  38% 
of  excess  deaths  among  Mexican-born 
Hispanic  females. 


Homicides  and  accidents  (unintentional 
injuries)—  Homicides  account  for  60% 
of  excess  mortality  among  Hispanics 
under  65  years  of  age.  Unintentional  in- 
juries account  for  44%  of  excess  deaths 
among  male,  and  30%  among  female, 
Native  Americans.  Homicides  and  unin- 
tentional injuries  account  for  19%  of  ex- 
cess mortality  among  black  males  un- 
der age  70  years  and  38%  for  those 
under  age  45  years.  For  black  females, 
the  disparities  are  somewhat  less— 6% 
and  14%,  respectively.  A substantial 
proportion  of  excess  deaths  due  to 
homicide  and  unintentional  injury  may 
be  associated  with  excessive  use  of  alco- 
hol and  other  drugs. 

Infant  mortality— Of  excess  deaths 
among  black  females  up  to  age  45 
years,  death  in  the  first  year  of  life  ac- 
counts for  35%  of  that  excess. 

The  relative  ratio  of  average  age- 
adjusted,  sex-specific  mortality  in  mi- 
nority populations,  compared  to  that  in 
the  nonminority  population,  by  selected 
cause,  suggests  the  relative  importance 
of  specific  health  problems  within  each 
group. 

One  of  the  Task  Force’s  major  con- 
cerns was  the  quality  of  available  data, 
especially  on  Hispanics  (Tables  1 and  2). 
For  example,  for  the  Hispanic  popula- 
tion, separate  mortality  data  are  only 
available  on  those  who  are  foreign-born. 
Mortality  data  for  the  Asian-American 
population  reflect  predominantly  the 
longer  established  subpopulations  of 
Chinese,  Japanese,  and  Filipino  ances- 
try much  more  than  recent  immigrants. 

The  Task  Force  made  eight  main  re- 


commendatins  to  the  Secretary,  each  of 
which  was  followed  by  several  specific 
suggestions: 

1.  Implement  an  outreach  campaign, 
specifically  designed  for  minority  popu- 
lations, to  disseminate  targeted  health 
information,  educational  materials,  and 
program  strategies. 

2.  Increase  patient  education  by  de- 
veloping materials  and  programs  re- 
sponsive to  minority  needs  and  by  im- 
proving provider  awareness  of  minority 
cultural  and  language  needs. 

3.  Improve  the  access,  delivery,  and 
financing  of  health  services  to  minority 
populations  through  increased  effi- 
ciency and  acceptability. 

4.  Develop  strategies  to  improve  the 
availability  and  accessibility  of  health 
professionals  to  minority  communities 
through  communication  and  coordina- 
tion with  nonfederal  entities. 

5.  Promote  and  improve  communica- 
tion and  coordination  among  federal 
agencies  in  administering  existing  pro- 
grams for  improving  the  health  status 
and  availability  of  health  professionals 
to  minorities. 

6.  Provide  technical  assistance  and 
encourage  efforts  by  local  and  commu- 
nity agencies  to  meet  minority-health 
needs. 

7.  Improve  the  quality,  availability, 
and  use  of  health  data  pertaining  to  mi- 
nority populations. 

8.  Adopt  and  support  research  to  in- 
vestigate factors  affecting  minority 
health,  including  risk-factor  identifica- 
tion, education  interventions,  and  pre- 
vention and  treatment  services. 


Table  1 

Average  annual  excess*  and  total  deaths  in  minority  populations  up  to  age  70  years, 
by  selected  causes,  by  sex— United  States,  1979-1981 

Males  Females 


Cause  of 
mortality 

Black 

Mexican- 

born 

Native 

American 

Asian 

Black 

Mexican- 

born* 

Native 

American 

Asian 

Cardiovascular 

disease 

8,469 

-362 

-165 

-1,059 

9,712 

-39 

-21 

-408 

Cancer 

5,782 

-288 

-243 

-471 

2,269 

-145 

-182 

-450 

Cirrhosis 

1,362 

-30 

144 

-117 

782 

-62 

124 

-65 

Infant - 
mortality 

3,317 

-76 

49 

-105 

2,861 

-26 

53 

-57 

Diabetes 

646 

-2 

31 

-21 

1,203 

12 

47 

-22 

Injuries 

1,113 

553 

469 

-523 

134 

-2 

168 

-119 

Homicide 

6,708 

701 

88 

-39 

1,381 

20 

31 

1 

Total 

35,112 

423 

670 

-2,901 

23,545 

-263 

372 

-1,373 

* Excess  mortality  may  be  negative  where  observed  mortality  was  less  than  that  seen  in  whites. 
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newsfronts 


Avoiding  charges  of  fraud  for  physicians 

Joseph  U.  Metz,  Esq. 


Accusations  of  Medicare  or  Medic- 
aid fraud  have,  until  recently,  been 
the  concern  of  a very  small  percentage 
of  the  medical  community.  The  prac- 
tices which  led  to  these  health  care 
fraud  charges  typically  involved 
actions  that  were  obviously  criminal 
(such  as  submitting  bills  for  services 
that  were  not  provided  or  accepting 
under-the-table  kickbacks  for  referring 
patients).  A physician  could  abide  by 
the  law  merely  by  letting  his  common 
sense  guide  him;  if  a practice  seemed 
honest  he  had  nothing  to  fear;  if  it 
seemed  dishonest,  then  there  was  a risk 
of  criminal  sanctions. 

Recently  however,  there  have  been  de- 
velopments that  indicate  the  “common 
sense”  approach  to  avoiding  criminality 
while  participating  in  government 
health  care  programs  will  not  be  suffi- 
cient. The  health  care  fraud  statutes  are 
being  interpreted  very  broadly  by  the 
courts  and  by  the  prosecutors’  offices. 
The  health  care  fraud  laws  are  now  be- 
ing held  to  prohibit  practices  that  do 
not  appear  to  be  criminal  when  viewed 
in  a common  sense  fashion. 

Until  these  recent  developments,  the 
law  concerning  Medicare  and  Medicaid 
fraud  was  interpreted  mainly  as  outlaw- 
ing falsehoods  relating  to  obtaining 
payment.  There  was  a simple  set  of 
rules  to  obey:  don’t  lie  on  your  bills  or 
engage  in  conduct  that  cheats  the  gov- 
ernment and  there  won’t  be  a problem. 

Among  the  provisions  of  the  health 
care  fraud  laws  are  the  “anti-kickback” 
provisions.  The  “anti-kickback”  provi- 
sions state  that  it  is  a crime  to  offer  or 
accept  money  in  return  for  referring  a 
Medicare  or  Medicaid  patient,  or  for  ar- 
ranging the  sale  of  any  item  or  service 
for  which  payment  will  be  made  under 
the  programs.  The  “anti-kickback”  pro- 
visions were  intended  to  make  it  a crime 
for  a practitioner  to  offer  or  pay  money 
to  someone  in  return  for  referring  Medi- 
care or  Medicaid  patients  to  him,  and 
similar  conduct.  This  type  of  conduct  is 
obviously  improper  and  would  fail  the 
“common  sense”  test  mentioned  earlier. 

The  recent  trend  of  developments  in- 
dicates, however,  that  the  anti-kickback 
statutes  will  now  be  applied  to  conduct 
which,  on  initial  review,  doesn’t  seem 
criminal.  Many  of  these  situations, 


which  because  they  involve  government 
health  care  programs  can  result  in  years 
in  federal  prison,  are  perfectly  accept- 
able when  they  are  done  with  private 
patients  or  insurers. 

The  first  of  these  developments  is  the 
opinion  of  a federal  appellate  court  in 
the  case  of  U.S.  v.  Greber.  Dr.  Greber 
was  the  owner  of  Cardio-Med,  Inc.,  a 
supplier  of  holter  monitors.  Cardio-Med 
made  payments  to  doctors  for  referring 
their  patients  there.  These  kickback 
payments  were  thinly  disguised  as  be- 
ing fees  to  the  referring  doctors  for  in- 
terpreting the  EKG  data  supplied  by 
the  monitor  to  the  patient.  There  was 
considerable  doubt  that  the  doctors 
were  actually  doing  this  work.  All  in  all, 
this  was  a standard  kickback  scheme— 
exactly  what  the  anti-kickback  statute 
was  meant  to  prohibit. 

The  federal  appellate  court,  however, 
did  not  just  say  that  Cardio-Med  was  a 
typical  scheme  to  hide  kickback  pay- 
ments. The  court  said  that  even  if  the 
referring  doctors  had  performed  the  ser- 
vices by  which  they  supposedly  earned 
their  payments,  it  would  still  be  crimi- 
nal if  the  underlying  purpose  of  the  pay- 
ment was  made  with  any  improper 
motive  (such  as  to  encourage  more  re- 
ferrals.) 

What  this  means  in  practice  is  that 
now  anyone  other  than  the  government, 
making  or  accepting  payments  of  any 
kind  relating  to  services  for  Medicare  or 
Medicaid  patients  is  vulnerable  to  fraud 
charges  if  any  motive  at  all  exists  for 
the  payment  other  than  to  pay  for  work 
done.  Some  examples  to  illustrate  fol- 
low: 

1)  A physician  establishes  an  office 
at  a hospital  after  the  hospital  gives 
him  a reduced  rent.  The  doctor  now 
treats  his  Medicare  patients  at  the  hos- 
pital. 

2)  A physician  owns  a few  shares  of 
stock  in  a for-profit  hospital.  The  doctor 
treats  his  Medicare  patients  at  the  hos- 


The  author  is  an  attorney  with  the  Harris- 
burg law  firm  Killion  and  Metz.  He  was  a 
former  deputy  attorney  general  for  the  Com- 
monwealth of  Pennsylvania,  working  in  the 
Medicaid  fraud  prosecution  and  tort  defense 
units. 


pital.  At  the  end  of  the  year  the  hospital 
declares  a dividend  on  its  stock  and 
sends  the  doctor  a small  check. 

3)  Dr.  A retires  and  sells  his  practice 
to  Dr.  B under  an  agreement  where  Dr. 
B will  pay  ten  percent  of  his  profits  to 
Dr.  A for  ten  years.  Included  among  the 
patients  in  the  practice  as  it  was  sold 
are  some  Medicare  patients. 

4)  Several  physicians  in  an  area  get 
together  and  form  a corporation  to  be- 
gin an  MRI  center.  The  MRI  will  pro- 
vide extensive  diagnostic  services  not 
previously  available  in  the  area.  The 
physicians  own  most  of  the  stock  in  the 
corporation.  Medicare  patients  of  the 
physicians  are  sent  to  the  MRI  for  diag- 
nosis. 

5)  A physician  serves  as  the  director 
of  a dialysis  center.  For  his  duties  as  di- 
rector, the  physician  is  paid  a salary 
plus  a yearly  bonus  based  on  the  profit- 
ability of  the  center.  The  physician 
sends  his  own  dialysis  patients  to  the 
center. 

In  all  of  these  situations  a physician 
will  receive  some  economic  benefit  from 
treating  the  patients  at  facilities  in 
which  he  has  some  interest.  It  would  be 
very  difficult  for  any  of  the  physicians 
in  these  examples  to  convince  a jury 
that  they  had  absolutely  no  improper 
motive  for  treating  their  patients  at 
those  facilities  when  they  were  receiv- 
ing dividends,  reduced  rent,  or  any 
other  economic  benefits.  The  conduct  in 
all  those  examples  may  be  judged  ille- 
gal and  the  physicians  involved  could 
face  criminal  charges. 

Another  important  development 
arises  from  a position  the  U.S.  Justice 
Department  took  in  a recent  letter  that 
has  been  publicly  released.  The  Depart- 
ment of  Health  and  Human  Services 
asked  the  Criminal  Division  of  Justice 
to  state  it  would  not  prosecute  health 
care  providers  for  waiving  the  copay- 
ments or  deductibles  for  Medicare  pa- 
tients. By  waiving  these  amounts, 
which  are  paid  to  the  provider  rather 
than  to  the  government,  the  provider 
(usually  a hospital)  hopes  to  lure  more 
Medicare  patients  and  to  make  up  by 
volume  the  profit  given  up  in  each  indi- 
vidual case.  HHS  felt  that  since  there 
was  no  economic  harm  to  the  govern- 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  poin 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS 

Drug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III). 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ot  narcot- 
ics; therefore,  VICODIN  should  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  of 
other  oral-narcotic-containing  medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers  Hydrocodone  also  affects  centers  that  control 
respiratory  rhythm,  and  may  produce  irregular  and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  ol  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  of 
patients  with  acute  abdominal  conditions. 

PRECAUTIONS 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated  patients  ond  those  with 
severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  diseose,  prostatic  hypertrophy  or 
urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical  abilities  required  tor 
the  performance  of  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery;  patients  should  be 
Cdutioned  dccordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised  when  VICODIN  is  used 
postoperatively  and  in  patients  with  pulmonary  disease 

Drug  Interactions:  The  CNS-depressont  effects  ot  VICODIN  may  be  additive  with  that  of  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  ot  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations  may  increase  the  effect  ol  either  the  antide- 
pressant or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus 
Usage  in  Pregnancy:  Pregnancy  Category  C Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose.  There  are  no  adequate  ond  well-controlled  studies  in  pregnant 
women.  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent.  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  maternal 
opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  of 
respiratory  depression  in  the  newborn,  especially  if  higher  doses  ore  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore,  a decision  should  be 
mode  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother. 

Pediatric  Use:  Safety  ond  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  ot  mental  ond  physical 
performance,  anxiety,  (ear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in  ambulatory  than  in  recum- 
bent patients.  Prolonged  administration  of  VICODIN  may  produce  constipation 
Genitourinary  System:  Ureteral  spasm,  sposm  of  vesicol  sphincters  and  urinary  retention  have  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop  with  continued  use,  and  the  incidence  of- 
untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  os  needed  for  pain.  (It  necessary,  this  dose  may  be  repeated  at  four- 
hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  may  be 
required.  Revised,  April  1982. 
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Is  trauma  center  designation  justified? 

Louis  F.  Martin,  MD  Douglas  J.  DiPaola,  MD  John  A.  Waldhausen,  MD 


On  December  18th,  1984,  the  Gen- 
eral Assembly  of  Pennsylvania 
amended  an  act  dated  November  30, 
1976,  entitled  “An  act  to  provide  assis- 
tance and  encouragement  for  the  devel- 
opment of  comprehensive  area  emer- 
gency medical  services  system.”  This 
legislature  (H.B.  1627,  Act  209)  defines 
the  “Pennsylvania  Trauma  Systems 
Foundation,”  and  establishes  it  as  a 
nonprofit  organization  to  accredit  and 
monitor  hospitals  in  the  Common- 
wealth having  designated  expertise  in 
the  delivery  of  trauma  services.  House 
Bill  1627  enables  the  secretary  of  health 
to  designate  trauma  centers  on  the  rec- 
ommendation of  the  trauma  systems 
foundation.  By  promoting  this  legisla- 
tion, the  people  of  the  Commonwealth 
of  Pennsylvania  have  expressed  their 
concerns  about  the  care  of  accident  vic- 
tims, and  established  a mechanism  to 
encourage  interested  hospitals  to  dem- 
onstrate special  competence  in  trauma 
care. 


The  American  College  of  Surgeons 
(ACS)  shares  the  concern  of  the  citizens 
of  Pennsylvania.  In  1922,  at  the  urging 
of  Dr.  Charles  L.  Scudder,  the  ACS  es- 
tablished a committee  on  trauma  care, 
to  improve  the  management  of  patients 
with  fractures.  After  World  War  II,  the 
realm  of  the  committee  enlarged  and  its 
name  was  changed  to  the  Committee  on 
Trauma  (COT).  The  initial  concerns  of  a 
few  individuals  who  perceived  a void  in 
the  existing  health  care  delivery  system 
have  grown  to  encompass  a nationwide 
concern.  In  1966,  the  National  Acad- 


The  authors  are  associated  with  the  Milton  S. 
Hershey  Medical  Center  of  the  Pennsylvania 
State  University.  Dr.  Martin  is  assistant  pro- 
fessor of  surgery  and  director  of  trauma  ser- 
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fessor of  Surgery  and  chairman  of  the  depart- 
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emy  of  Science  called  trauma  “the  ne- 
glected disease  of  modern  society”  and 
recommended  that  more  money  be 
spent  on  research  and  prevention.  Over 
the  last  20  years,  these  matters  have 
left  the  level  of  “grass  roots  move- 
ments” to  attain  political  prominence. 

With  recent  technical  and  organiza- 
tional advances  in  our  health  care  sys- 
tem, “can  we  still  expect  to  improve  the 
long  term  results  of  patients  involved  in 
accidents?”  We  feel  the  answer  is,  un- 
equivocally, yes!  More  than  30  studies 
over  the  last  5 years  have  been  pub- 
lished and  over  90  percent  indicate  that 
that  trauma  care  is  below  the  desired 
standard.  Inadequate  treatment  and  re- 
sponse times  in  the  prehospital  setting 
as  well  as  hospital  delays  have  been 
shown  to  increase  morbidity  and  mor- 
tality. 

In  Baltimore,  Maryland,  prior  to  re- 
gionalization, 50  percent  of  the  patients 
with  abdominal  injuries  might  have 
been  saved  with  better  management, 


dural  safeguards  do  not  apply.  The  gov- 
ernment has  had  great  success  with 
cases  under  the  civil  monetary  penalties 
law  (with  verdicts  already  as  high  as 
$1,700,000)  and  will  doubtless  have 
many  more. 

The  combined  effects  of  the  Greber 
decision,  the  Justice  Department’s 
“tough”  policy  and  the  civil  monetary 
penalty  law  could  be  disastrous  for  a 
well-meaning,  but  uninformed  or  ill- 
advised  physician.  Since  the  laws  in- 
volved here  are  criminal  statutes  (with 
the  exception  of  the  civil  monetary  pen- 
alties law),  a wrong  guess  or  casual  ap- 
proach to  a problem  involving  Medicare 
or  Medicaid  reimbursement  could  be 
devastating.  Physicians  must  ensure 
that  any  contracts  or  arrangements  for 
payment  that  relate  to  government 
health  care  programs  in  any  way  are 
written  and  administered  so  as  to  pro- 
tect them  from  inadvertant  criminal  lia- 
bility. In  this  area— as  in  many  other  ar- 
eas of  medicine— preventive  care  is 
safer  and  more  effective  than  an  after- 
the-fact  cure.  □ 


Common-sense  approach  won’t  stop  charges  of  fraud 
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ment,  this  practice  should  be  exoner- 
ated from  criminal  sanction. 

The  Justice  Department  disagreed. 
Justice  said  waiving  the  copayment  or 
deductible  encourages  Medicare  pa- 
tients to  have  treatments  they  would 
not  otherwise  have.  The  Justice  Depart- 

Urologists  schedule  session 

The  Urological  Association  of  Penn- 
sylvania will  meet  June  21-22,  1986,  at 
the  Four  Seasons  Hotel,  Philadelphia. 

The  program  will  feature  speakers  on 
selected  subjects  in  urology,  including 
extracorporeal  shock  wave  lithotripsy, 
and  the  management  of  stone  disease. 
Discussions  are  scheduled  on  other  as- 
pects of  medical  practice,  including  pro- 
fessional liability,  investments,  and  peer 
review  organizations  (PROs). 

For  additional  program  information, 
contact  Joanne  Caulfield,  Urological 
Association  of  Pennsylvania,  20  Erford 
Road,  Lemoyne,  PA  17043;  telephone 
(717)  763-7151. 


ment  said  that  it  would  decide  whether 
to  prosecute  this  particular  type  of  case 
on  a case-by-case  basis,  and  also  indi- 
cated that  even  though  a violation  of 
the  health  care  fraud  law  may  be  techni- 
cal or  harmless,  it  might  decide  to  pros- 
ecute those  involved. 

A third  development  is  in  the  area  of 
civil  monetary  penalties  for  health  care 
fraud.  These  penalties  can  be  invoked 
after  a health  care  fraud  conviction  and 
can  amount  to  $2,000  for  each  and  ev- 
ery item  or  service  improperly  submit- 
ted to  the  government.  Since  a typical 
health  care  fraud  case  involves  dozens 
(if  not  hundreds  or  thousands)  of  bill- 
ings for  procedures  or  treatments,  the 
amounts  involved  can  be  staggering.  A 
penalty  of  $2,000  is  added  for  each  pro- 
cedure on  each  patient  even  though  the 
amount  paid  by  the  government  for  the 
procedure  could  be  as  low  as  a few  dol- 
lars. 

The  civil  monetary  proceeding  is  han- 
dled before  an  administrative  judge  of 
Health  and  Human  Services,  rather 
than  in  federal  court,  and  many  proce- 
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observation,  and  communication.  One 
third  of  these  deaths  were  due  to  errors 
in  the  management  of  hypovolemic 

shock.1 

In  the  late  1970s  Orange  County,  Cali- 
fornia, evaluated  and  compared  90  ad- 
missions for  trauma  to  92  similar  ad- 
missions in  San  Francisco  County  San 
Francisco  County  had  a regional 
trauma  center  while  in  Orange  County, 
the  practice  of  transporting  the  patient 
to  the  nearest  hospital  was  in  effect. 
Approximately  two-thirds  of  the  non- 
central nervous  system  related  deaths 
and  one-third  of  the  central  nervous 
system  related  deaths  in  Orange 
County  were  judged  as  potentially  un- 
necessary by  a panel  of  nationwide  ex- 
perts. Only  one  death  in  San  Francisco 
County  was  judged  potentially  unneces- 
sary. Patients’  ages  were  lower  and  the 
severity  of  injuries  was  less  in  Orange 
County  than  in  San  Francisco  County.2 

Orange  County  instituted  regional- 
ized trauma  care  using  designated  cen- 
ters after  completing  that  study.  A fol- 
low up  study  in  Orange  County 
demonstrated  a dramatic  decrease  in 
deaths  of  potentially  savable  patients. 
Prior  to  regionalization,  34  percent  of 
deaths  were  potentially  avoidable  while 
subsequent  to  regionalization  only  15 
percent  of  deaths  might  have  been  pre- 
vented. Seven  of  nine  potentially  unnec- 
essary deaths  in  the  study  occurred  in 
13  patients  treated  at  non-trauma  facili- 
ties, while  only  two  potentially  unneces- 
sary deaths  occurred  in  47  patients 
treated  at  trauma  care  facilities.3 

In  Vermont,  a 1977  study  produced 
similar  results.  Failure  to  recognize  the 
severity  of  injury  as  well  as  inadequate 
treatment  of  shock  in  50  percent  of  1 27 
cases  of  traumatic  abdominal  injuries 
resulted  in  death  at  local  hospitals  not 
having  trauma  expertise.4 

A survey  of  606  post  trauma  hospital 
deaths  in  El  Paso,  Texas,  concluded 
that  33  percent  were  inadequately 
treated,  yet  with  prompt  and  proper  di- 
agnosis and  management,  20  percent 
would  have  had  an  excellent  chance  for 
survival.5 

The  scope  of  this  problem,  in  both 
lives  and  dollars  lost,  is  staggering.  One 
hundred  twenty  thousand  Americans, 
and  often  more,  die  of  trauma  related  in- 
juries every  year.  The  cost  to  the  nation 
is  greater  than  $65  billion  per  year.  This 
figure  includes  $23  billion  in  treatment 
costs  and  $42  billion  in  indirect  costs  re- 
sulting from  lost  future  earnings.6 
These  figures  represent  approximately 
7 percent  of  total  health  care  dollars, 


and  3 percent  of  the  gross  national 
product.  The  average  trauma  victim  is 
much  younger  than  patients  in  other 
categories  who  are  admitted  to  hospi- 
tals; this  translates  into  3,803,634  years 
of  life  lost  in  1981. 7 K 

Taking  the  severely  injured  patient  to 
the  nearest  hospital  is  no  longer  an  ac- 
ceptable method  of  practice.  Significant 
data  exists  to  suggest  that  trauma  re- 
lated deaths  have  a tri-modal  distribu- 
tion. The  first  peak  in  deaths  is  within 
seconds  to  minutes  after  injury.  Most  of 
these  injuries  are  due  to  lacerations  of 
either  the  central  nervous  system  or  the 
heart  and  great  vessels.  Few  of  these 
people  can  be  saved,  especially  in  rural 
or  suburban  areas  where  transport  time 
is  longer.  The  second  death  peak  occurs 
within  2 hours  after  injury.  Deaths  dur- 
ing this  period  primarily  are  due  to  sub- 
dural or  epidural  hematomas,  hemo- 
pneumothorax,  ruptured  spleen,  liver 
lacerations,  or  significant  blood  loss  as- 
sociated with  multiple  injuries.  These 
are  the  patients  that  may  be  saved  if  a 
trauma  team  is  in  the  hospital  ready  to 
initiate  definitive  care.  The  third  peak 
in  deaths,  which  occurs  days  to  weeks 
after  the  initial  injury,  primarily  is 
caused  by  sepsis  or  multiple  organ  fail- 
ure and  sometimes  is  due  to  initial  er- 
rors in  management. 

Luft  and  his  associates10  have  shown 
that  satisfactory  surgical  outcome  is 
correlated  to  the  number  of  procedures 
the  surgeon  does  on  an  annual  basis.  In 
open  heart  and  major  vascular  proce- 
dures, at  centers  that  perform  over  200 
cases  a year  there  is  a significantly 
lower  mortality  than  at  hospitals  where 
fewer  than  this  number  are  done  per 
year.  Although  the  number  of  proce- 
dures per  year  necessary  to  assure  com- 
petence in  trauma  care  has  not  been  es- 
tablished, an  estimated  400  critically 
injured  trauma  victims  should  be  seen 
each  year  in  each  trauma  center  for 
such  a program  to  be  effective." 

William  Gill,  the  past  director  of  the 
Maryland  Institute  for  Emergency 
Medical  Services  System,  has  stated, 
“Major  blunt  trauma  remains  a chal- 
lenge to  surgical  practice  that  requires 
more  than  a passing  acquaintance  for 
authoritative,  meaningful  opinions. 
Early  expert  triage,  rapid  transport,  ex- 
pert resuscitation,  and  attention  to  pri- 
orities by  knowledgeable  physicians  are 
all  part  of  the  formula  for  success. 
There  is  a world  of  difference  between 
familiarity  with  the  management  of 
Stage  II  breast  cancer  and  a biliary 
problem  with  a 10  inch  disruption  of  the 


right  lobe  of  the  liver.  Successful  resus- 
citation from  exsanguinating  hemor- 
rhage requires  continuous  clinical  expo- 
sure. Only  then  will  the  mortality  be 
reduced.”12 

This  statement  makes  clear  the  fact 
that  there  can  be  no  continuous  clinical 
exposure  in  a system  where  severely  in- 
jured people  are  dispersed  and  distrib- 
uted among  a plethora  of  hospitals  of 
varying  capabilities.  Our  state  cur- 
rently distributes  patients  randomly  to 
the  nearest  hospital,  thereby  diluting 
the  patient  volume  that  is  evaluated  at 
any  one  institution. 

It  is  necessary  to  limit  the  number  of 
trauma  centers  within  specific  geo- 
graphic and  demographic  areas  to  allow 
the  hospitals  that  are  willing  to  commit 
their  resources  to  trauma  care  to  de- 
velop expertise.  Not  only  does  the  size 
of  the  surgical  load  vary  inversely  with 
the  operative  mortality,  but  the  cost  per 
operation  is  greater  at  the  low  volume 
hospitals  than  at  the  higher  volume 
hospitals.1 1 In  addition  to  providing  im- 
mediate, appropriate  care,  trauma  cen- 
ters are  also  expected  to  dedicate  re- 
sources to  study  the  results  of  their 
management  and  to  conduct  clinical  re- 
search in  an  effort  to  improve  treat- 
ment. 

The  statement  by  Dr.  Gill  also  specifi- 
cally addresses  “early  expert  triage,” 
and  “rapid  transport.”  These  necessary 
parts  of  a successful  trauma  center  pro- 
gram have  yet  to  be  addressed  explic- 
itly. In  dealing  with  the  triage  of  pa- 
tients, one  must  remember  that  injuries 
can  be  divided,  basically,  into  three  gen- 
eral categories;  severe,  urgent,  and  non- 
urgent. Severe  injuries  are  immediately 
life  threatening,  constitute  only  5 per- 
cent of  all  injuries,  but  account  for  50 
percent  of  all  trauma  deaths. 

Urgent  injuries  are  not  immediately 
life  threatening  but  may  become  so,  or 
may  result  in  significant  disability. 
These  injuries  comprise  approximately 
10-15  percent  of  all  traumatic  injuries. 
Non-urgent  injuries,  representing  ap- 
proximately 80  percent  of  all  injuries, 
are  not  immediately  life  threatening  nor 
do  they  possess  a risk  for  permanent 
disability. 

It  is  the  traumatic  injuries  isolated  to 
the  severe  and  urgent  categories  that 
paraprofessionals  must  identify  in  the 
prehospital  setting.  Then,  under  central 
medical  direction  by  a qualified  trauma 
physician,  these  patients  can  be  routed 
to  the  hospital  most  suited  to  their 
needs.  The  goal  is  to  triage  the  small 
percentage  of  severely  injured  patients 
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(less  than  15  percent)  without  inconven- 
iencing the  majority  of  patients  who  are 
not  severely  injured  and  who  should  be 
sent  to  a local  hospital.14 

The  issue  of  prehospital  transport 
also  needs  to  be  individualized  and  re- 
gionalized. Urban  centers  usually  are 
best  served  by  ground  transportation 
systems  since  the  population  density  is 
high  and  numerous  hospital  facilities 
exist  within  short  distances.  In  more  ru- 
ral areas,  however,  where  population 
density  decreases,  helicopter  rather 
than  land  transport  service  has  been 
shown  to  reduce  predicted  mortality  by 
52  percent.15'16 

After  reviewing  the  objective  and 
subjective  evidence  of  the  need  for 
trauma  care,  it  is  surprising  that,  while 
the  facilities  and  knowledge  to  halve 
the  mortality  of  trauma  related  inci- 
dents are  available,  an  organized  sys- 
tem of  trauma  care  is  not  in  effect  in  the 
United  States.  Sweden  and  Germany1' 
have  established  regionalized  trauma 
care  so  that  no  patient  is  more  than  20 
or  30  minutes,  respectively,  from  a re- 
gional trauma  facility.  A combination  of 
land  and  aircraft  evacuation  is  available 
to  transport  any  accident  victim.  In 
Germany,  which  is  the  leader  in  trauma 
care  development  and  implementation, 
the  rate  of  deaths  from  motor  vehicle 
accidents  has  dropped  from  16,000  to 
12,000  since  the  inception  of  their  orga- 
nized system  (the  average  speed  on  the 
autobahn  is  in  excess  of  75  mph).  This 
25  percent  decrease  in  mortality  has  re- 
sulted in  an  increase  of  approximately 
$200  million  in  their  gross  national 
product  and  accounts  for  $55  million  in 
taxes  yearly.  The  system  pays  for  it- 
self.9'14'18 

In  addition  to  caring  for  accident  vic- 
tims, if  a nation  is  to  have  a voluntary 
commitment  to  trauma  care,  prevention 
must  also  be  addressed.  It  is  estimated 
that  30-50  percent  of  all  traumatic  acci- 
dents could  be  prevented.  This  would 
entail  mandatory  seat  belt  legislation, 
the  management  of  drunk  drivers,  burn 
prevention,  and  mandatory  helmet  laws 
for  motorcycle  operators. 

It  is  almost  impossible  to  discuss  a 
change  in  existing  health  care  delivery 
patterns  without  evoking  a heated  de- 
bate. If  we  can  acknowledge,  however, 
that  a nonsystematic  approach  to 
trauma  care  is  not  ideal,  then  we  can  be- 
gin a reparative  process  for  our  state. 
The  first  and  foremost  requirement  is 


that  of  commitment;  voluntary  commit- 
ment on  the  part  of  individual  institu- 
tions to  provide  qualified  personnel  who 
are  immediately  available. 

The  sophisticated  support  structures, 
which  are  usually  expensive  to  pur- 
chase and  maintain,  must  also  be  read- 
ily accessible.  These  include  operating 
rooms  and  intensive  care  units  that  are 
staffed  and  ready  24  hours  a day,  as  well 
as  the  designation  of  a specific  trauma 
team.  The  system  must  direct  severely 
injured  trauma  victims  to  qualified  re- 
gional facilities.  This  requires  trained 
emergency  medical  technicians  and  pa- 
ramedical personnel  in  the  field,  super- 
vised by  physicians  who  Eire  committed 
to  improved  results.  The  Committee  on 
Trauma8  has  stated  that  the  goals  of 
designated  trauma  centers  include  im- 
proved patient  care,  education  for  all 
personnel  involved  in  trauma,  and  in- 
volvement in  trauma  research.  Not  to 
be  overlooked  is  the  monetary  commit- 
ment necessary  to  institute  such  a sys- 
tem. 

The  Committee  on  Trauma  of  the 
American  College  of  Surgeons  has  out- 
lined essential  and  desirable  features  of 
hospitals  wishing  to  specialize  in 
trauma  care  at  both  the  area  and  re- 
gional levels.  Area  and  regional  trauma 
centers  would  share  the  commitment  to 
quality  patient  care,  but  training  and 
research  in  trauma  would  be  an  essen- 
tial and  outstanding  feature  of  the  re- 
gional facility.  This  delineation  is  fur- 
ther clarified  by  the  recommendation 
that  a regional  center  must  have  all  de- 
partmental and  subspecialty  surgical, 
emergency,  and  radiologic  disciplines 
available  (with  the  exceptions  of 
obstetrics/gynecology  and  oral  sur- 
gery). They  further  qualify  their  state- 
ment by  requiring  general,  neurologic, 
and  subspecialty  surgery  to  be  avail- 
able in  house  at  all  times.  (Require- 
ments in  this  area  may  be  fulfilled  by 
senior  residents  capable  of  assessing 
emergency  situations  in  their  respective 
subspecialties.)  Trauma,  however,  is  a 
surgical  disease  and  it  is  upon  this 
group  of  physicians  that  most  of  the  re- 
sponsibility must  lie.  The  surgeon  is 
perhaps  the  center  of  current,  state  of 
the  art  trauma  care,  for  no  matter  how 
good  prehospital  or  emergency  room 
treatment  is,  lack  or  delay  of  definitive 
surgical  treatment  or  improper  judg- 
ment can  cost  lives. 

Only  a few  hospitals  have  the  man- 
power and  financial  commitment  neces- 
sary to  effect  a meaningful  change  in 
the  morbidity  and  mortality  rates.  The 


Pennsylvania  Medical  Society  has 
stated  that  it  could  not  support  a man- 
datory trauma  center  designation  sys- 
tem that  was  granted  at  the  sole  dis- 
cression  of  the  secretary  of  health 
(testimony  at  Senator  Wilt’s  subcom- 
mittee hearing,  February  1984).  How- 
ever, the  Society  and  the  Hospital  Asso- 
ciation of  Pennsylvania  both  have 
supported  the  current  law  that  allows 
interested  hospitals  with  adequate  re- 
sources to  voluntarily  apply  for  accredi- 
tation by  a peer  review  process. 

Care  of  injured  patients  is  a multidis- 
ciplinary public  health  problem  that  de- 
mands reform.  The  need  to  improve  the 
assessment,  resuscitation,  and  delivery 
of  definitive  health  care  to  trauma  vic- 
tims is  a major  issue  in  our  state.  Au- 
thoritative direction  of  a predetermined 
protocol  must  be  implemented  in  order 
to  save  lives.  □ 
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medical  feature 

Disopyramide  induced  hypoglycemia 


Douglas  F.  Turtzo,  MD 
Parimal  K.  Ghatak,  MD 

A 75  year  old  man  with  a history  of 
Grade  IV  transitional  cell  carci- 
noma of  the  bladder  was  admitted  in 
1982  after  having  become  anuric.  In 
1980  he  had  a partial  cystectomy  and  in 
1982,  he  had  a total  cystectomy  along 
with  a right  ureteral  conduit  construc- 
tion and  a left  nephroureterectomy 
since  the  carcinoma  extended  the 
length  of  the  left  ureter  to  the  left  renal 
pelvis.  He  also  was  a diabetic  controlled 
by  diet  and  had  been  taking  150  mg  of 
disopyramide  four  times  daily  to  con- 
trol premature  ventricular  contractions 
since  January  1982. 

He  was  alert  and  fully  oriented  on  ad- 
mission. His  electrocardiogram  showed 
a sinus  rhythm  with  no  abnormalities. 
There  was  no  hydronephrosis  noted  by 
ultrasound  of  the  right  kidney.  Blood 
glucose  on  admission  was  61  mg/dl, 
BUN  was  61  mg/dl,  and  creatinine  was 
6.5  mg/dl.  Hepatic  enzymes  and  biliru- 
bin were  normal.  Disopyramide  was 
continued  at  150  mg  orally  four  times 
daily.  His  urine  output  rose  to  20-30  ml 
per  hour  after  intravenous  furosemide. 

On  the  third  day,  his  speech  was 
slurred,  and  he  appeared  apprehensive 
and  confused.  Blood  glucose  was  54  mg/ 
dl,  BUN  was  57  mg/dl,  sodium  was  119 
meq/L,  and  potassium  was  5.6  meq/L. 
He  improved  after  receiving  50%  dex- 
trose intravenously  and  oral  orange 
juice.  Hemodialysis  was  started  since 
he  again  became  anuric.  He  was  main- 
tained on  500  ml  5%  dextrose  in  water 
through  a Shiley  catheter  and  500  ml  of 
5%  dextrose  in  half  normal  saline 
through  a peripheral  vein. 

During  the  early  morning  of  the 
fourth  day,  he  was  unresponsive  to  pain 
or  verbal  stimuli,  and  there  were  no  fo- 
cal neurologic  signs.  He  was  afebrile 
and  was  comatose.  His  blood  glucose 
was  41  mg/dl  and  creatinine  was  7.3 
mg/dl.  He  was  again  given  50  ml  of  50 
percent  dextrose  intravenously  and  re- 
sponded. He  lapsed  into  a stuporous 
condition  again  eight  hours  later,  and 
his  glucose  was  found  to  be  36  mg/dl. 
Ten  percent  dextrose  was  given  intrave- 
nously continuously,  and  the  glucose 
levels  later  that  day  were  53,  39,  and  62 


mg/dl.  A CT  scan  of  the  brain  was  nor- 
mal. 

Hypoglycemia  recurred  on  the  fifth 
day  with  values  of  42,  39,  and  44  mg/dl 
over  the  next  twelve  hours.  Again,  he 
received  1000  ml  of  10  percent  dextrose 
intravenously  over  24  hours  and  also  50 
percent  dextrose  through  the  Shiley 
catheter.  Disopyramide  was  discontin- 
ued at  1700  hours  on  the  same  day  and 
the  disopyramide  blood  level  was  3.9 
micrograms/ml.  Plasma  insulin  was  33 
uU/ml  when  his  glucose  was  42  mg/ml, 
giving  an  insulin/glucose  ratio  of  0.78. 
Creatinine  was  6.8  mg/dl.  Plasma  corti- 
sol was  13.7  mcg/dl  (normal  is  2-25). 
There  were  no  subsequent  episodes  of 
hypoglycemia  that  day. 

During  the  sixth  day,  the  lowest  glu- 
cose was  73  mg/dl  while  he  was  main- 
tained on  500  mg  of  10  percent  dextrose 
over  24  hours  through  a peripheral  vein 
and  500  ml  of  50  percent  dextrose 
through  the  Shiley  catheter.  Hemo- 
dialysis was  continued  and  the  creati- 
nine was  7.3  mg/dl.  Plasma  insulin  was 
28  uU/ml  when  the  glucose  was  160  mg/ 
dl,  giving  an  insulin/glucose  ratio  of 
0.17  (normal  is  less  than  0.4).  Blood 
disopyramide  level  was  3.3  micrograms/ 
ml  and  fell  to  2.5  micrograms/ml  the  fol- 
lowing day. 

He  stabilized  on  hemodialysis  and 
was  taken  to  surgery  where  recurrent 
transitional  cell  carcinoma  was  found  in 
the  distal  right  ureter  obstructing  the 
ileal  conduit.  The  right  ureter  was  ex- 
cised, and  a right  nephrostomy  tube 
was  left  in  place.  There  were  no  postop- 
erative complications,  his  creatinine  be- 
came normal  without  further  dialysis, 
and  he  was  discharged  to  home  where 
he  expired  three  weeks  later. 

Discussion 

Disopyramide  has  been  associated 
with  causation  of  hypoglycemia  in  only 
a few  published  reports,  and  a total  of 
45  cases  had  been  reported  to  the  manu- 


Drs.  Turtzo  and  Ghatak  are  in  the  private 
practice  of  internal  medicine  and  pulmonary 
medicine  in  Pen  Argyl. 


facturer  as  of  September  1980. 1'2'3,4 
Fourteen  of  the  reports  were  anecdotal, 
containing  information  relating  only  to 
the  diagnosis  of  hypoglycemia.4  Most  of 
the  patients  reported  to  the  manufac- 
turer were  asymptomatic  with  glucose 
levels  ranging  from  50-60  mg/dl.3  The 
incidence  of  symptomatic  reactions  to 
disopyramide-induced  hypoglycemia  is 
low  but  can  be  life-threatening. 

Serum  disopyramide  levels  associ- 
ated with  hypoglycemia  have  been  re- 
ported to  be  low  or  in  therapeutic  range 
as  in  our  patient.1  2 5 6 Severe  renal  im- 
pairment was  present  in  four  previously 
described  patients.146  ' Of  the  thirty- 
two  patients  with  hypoglycemia  related 
to  disopyramide  for  whom  data  were 
available  to  the  manufacturer,  the  mean 
age  was  68  years,  and  many  were  mal- 
nourished. Fourteen  of  these  patients 
had  passive  hepatic  congestion  due  to 
congestive  heart  failure  or  had  a history 
of  alcoholic  cirrhosis.4  Only  two  pa- 
tients were  known  to  have  diabetes  mel- 
litus  when  disopyramide  was  started.4,9 

Hypoglycemia  usually  becomes  obvi- 
ous within  twenty-four  hours  after  initi- 
ation of  disopyramide  therapy  but  can 
occur  several  days,  months  or  a year 
later  while  taking  the  drug.5,6,8  Our  pa- 
tient developed  hypoglycemia  after  tak- 
ing disopyramide  for  15  months. 

Disopyramide  is  a Class  I A antiar- 
rhythmic  agent  with  electrophysiologic 
properties  similar  to  those  of  quinidine. 
The  primary  side  effects  are  due  to  anti- 
cholinergic actions  and  are  often  dry 
mouth,  urinary  retention,  blurred  vi- 
sion, and  constipation.  Glaucoma  can 
be  triggered  in  patients  with  known  or 
occult  closed  angle  glaucoma.  The  most 
worrisome  side  effect  is  exacerbation 
of  congestive  heart  failure  due  to  de- 
pression of  myocardial  contractility  in 
patients  with  previous  heart  failure. 
Disopyramide  is  capable  of  inducing 
ventricular  tachycardia,  usually  the  tor- 
sade de  pointes  variant,  and  ventricular 
fibrillation. 

Peak  plasma  levels  of  dispyramide  oc- 
cur two  hours  after  oral  administra- 
tion.’ The  serum  half-life  is  6-8  hours  in 
healthy  volunteers.10  The  toxic  level  of 
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Table  1 


Patient  Laboratory  Data 


Day  1 Day  2 Day  3 Day  4 Time  Day  5 Time  Day  6 Day  7 Day  20 


Glucose 

mg/dl  61 


Creatinine 

mg/dl  6.5 

BUN 

mg/dl  50 

Sodium 

meq/l  132 

Potassium 

meq/l  5.6 

Disopyramide 
Blood  level 
Micrograms/ml 

Insulin 
Blood  level 
uU/ML 


41 

0220 

42 

0300 

76 

36 

1043 

39 

0436 

73 

53 

1350 

68 

0905 

102 

39 

1707 

44 

1209 

166 

62 

2304 

Disopyramide 

stopped 

76 

1606 

73 

1957 

8.2  7.3  6.8  7.3 

57  21 

128  119  123 


3.9  3.3  2.5 


33  28  9 


Insulin/glucose  ratio 

disopyramide  is  9 ug/ml.  ’ Dosage  modi- 
fication is  required  for  patients  with  re- 
nal insufficiency  and  was  not  done  in 
our  patient.  Drug  kinetics  of  diso 
pyramide  in  patients  with  renal  failure 
are  unpredictable,  and  reports  on  the  ef- 
fects of  dialysis  on  disopyramide  phar- 
macokinetics have  been  conflicting. 
One  cannot  accurately  predict  diso- 
pyramide kinetics  from  the  creatinine 
clearance  in  patients  with  renal  failure, 
and  specific  dose  schedules  cannot  be 
based  on  the  degree  of  renal  failure. 
Reasonable  therapy  in  patients  with  se- 
vere renal  failure  would  be  a 100-to-200 
mg  dose  of  disopyramide  either  once  or 
twice  per  day.  Subsequent  dose  and  in- 
terval between  doses  require  individual 
adjustment  according  to  the  plasma 
drug  levels.10 

Our  patient’s  predisposing  factors  for 
developing  disopyramide  induced  hypo- 
glycemia were  his  age,  his  poor  nutri- 
tional status,  and  his  renal  impairment. 
He  did  not  have  evidence  of  hepatic  dis- 
ease or  congestive  failure.  Therapeutic 
levels  of  disopyramide  were  noted  at 
the  time  of  his  hypoglycemia,  and  hypo- 


0.78 

glycemia  did  not  recur  following  discon- 
tinuation of  disopyramide.  Other 
causes  of  hypoglycemia  were  not  de- 
tected in  our  patient.  His  first  insulin- 
glucose  ratio  was  elevated  to  0.78  with 
his  glucose  being  42  mg/dl  when  the 
plasma  insulin  was  33  uU/ml.  Perhaps 
this  ratio  was  elevated  due  to  diso- 
pyramide’s  unknown  influence  on  insu- 
lin release.  After  discontinuation  of 
disopyramide,  two  subsequent  insulin- 
glucose  ratios  were  normal.  Two  other 
authors  have  reported  elevated  insulin 
levels  at  the  time  of  disopyramide  in- 
duced hypoglycemia.' h 

The  patient  presented  in  this  review 
demonstrated  life-threatening  hypogly- 
cemia secondary  to  disopyramide.  The 
treatment  of  drug  induced  hypoglyce- 
mia requires  the  establishment  and 
maintenance  of  sufficient  glucose  input 
until  the  offending  drug  has  been 
cleared  and  until  liver  glycogen  stores 
have  been  repleted.  Our  patient  re- 
quired a constant  intravenous  infusion 
glucose  to  maintain  him  until  the  diso- 
pyramide was  cleared  and  until  ade- 
quate oral  intake  was  ensured.  Physi- 


0.17 

cians  should  closely  monitor  blood  glu- 
cose levels  for  patients  who  are  at  risk 
of  developing  disopyramide  induced  hy- 
poglycemia. □ 
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practice  management 

Should  your  children  become  doctors? 


Leif  C.  Beck,  JD,  CPBC 

In  my  discussions  with  practicing 
physicians,  I often  hear  this  unset- 
tling statement:  “I’ve  enjoyed  medical 
practice,  but  I certainly  hope  my  son  (or 
daughter)  won’t  go  into  medicine.” 
While  a certain  level  of  frustration  due 
to  the  changing  health  care  scene  is  un- 
derstandable, I cannot  agree  with  the 
thought  process  behind  that  comment. 

It  puts  before  us  a basic  question: 
Has  the  medical  profession  declined 
and,  if  so,  has  the  decline  been  so  severe 
that  the  profession  is  now  undesirable 
to  existing  physicians  and  their  chil- 
dren. Based  on  my  involvement  with 
thousands  of  physicians  and  a wide  va- 
riety of  their  personal  and  professional 
concerns,  I do  not  equate  the  changing 
scene  with  decline.  And  even  if  one 
views  the  changes  (those  that  have  al- 
ready occurred  and  those  rapidly  com- 
ing on)  as  “decline,”  medicine  is  still  a 
highly  desirable  future  for  bright,  well- 
motivated  young  people. 

The  “golden  era” 

Consider  how  presently  successful 
physicians  have  come  to  our  present 
times.  Practicing  in  the  1960s  and 
1970s,  they  participated  in  the  “golden 
era”  of  private  practice.  There  was  an 
explosive  growth  of  new  diagnostic  ca- 
pabilities, curative  therapies,  and  dra- 
matic procedures  which  made  medical 
practice  intellectually  demanding  but 
exhilarating.  Good  physicians  had  an 
overwhelming  supply  of  patients.  As  a 
result,  physicians  succeeded  both  pro- 
fessionally and  financially,  often  in  spite 
of  their  own  business  capacities. 

Physicians  acted  as  the  captains  of 
health  care.  They  were  respected  at 
both  the  hospital  and  the  office,  and 
they  derived  satisfaction  from  their 
crowded  waiting  rooms,  full  of  people 
seeking  their  advice  and  treatment. 

These  factors  were  accompanied  by 
high  incomes  compared  to  other  voca- 
tions. Though  physicians  spent  long 
hours  in  training  and  work  they  had  the 
opportunity  for  high  earnings. 

The  so-called  “golden  era”  was,  how- 
ever, not  wholly  desirable.  Patients  had 
little  alternative  but  to  wait  for  appoint- 


ments and  hours  to  be  seen.  They  had 
to  trust  in  the  diagnosis  and  advice 
given  by  a selected  physician. 

I feel  physicians  of  that  era  were  of- 
ten driven  by  the  system  and  its  de- 
mands to  the  point  that  their  lives  were 
one-dimensional.  I considered  it  routine 
to  hear  complaints  of  an  inability  to 
participate  in  other  activities  or  to  culti- 
vate outside  interests  to  occupy  retire- 
ment years.  Divorces,  stale  marriages, 
and  lack  of  parental  involvement  were 
common  problems.  In  effect,  profes- 
sional practice  activities  dominated 
these  physicians’  lives. 

Time  moves  on 

Other  parts  of  society  reacted  to  the 
circumstances  of  the  golden  era.  Con- 
sumerism developed  in  all  aspects  of 
our  economy  interfering  with  the  pub- 
lic’s respect  for  physicians  as  authority 
figures.  Patients  began  insisting  on  the 
right  to  decide  for  themselves  what  was 
best  for  their  health.  Malpractice 
actions  skyrocketed  as  busy  doctors 
lost  the  time  and  energy  for  one-on-one 
involvement  with  patients,  and  in- 
creased technological  gadgetry  implied 
infallible  results. 

Employers,  insurance  companies,  and 
government— the  third  parties  that 
paid  most  medical  bills— began  to  rebel 
against  the  costs  involved.  Physicians’ 
fees  were  only  a moderate  part  of  the 
health  care  cost  picture,  but  the  total 
amounts  for  health  care  were  growing 
out  of  proportion  with  society’s  other 
perceived  essentials. 

Other  businesses  saw  the  health  care 
industry’s  profit  potential  and  resolved 
to  compete  for  slices  of  it.  When  hun- 
dreds of  billions  of  dollars  are  involved, 
much  within  the  physicians’  control, 
the  influx— or  even  domination— of  “big 
business”  could  hardly  be  avoided. 
While  I do  not  necessarily  espouse  it, 
there  is  nothing  improper  in  the  concept 
of  a business  corporation  directing  a 
medical  practice  staffed  by  physicians 


The  author  is  a principal  attorney  and  consul- 
tant with  the  Health  Care  Group , Bala 
Cynwyd. 


who  deliver  technical  services. 

Despite  these  reactions  within  the 
system,  more  and  more  young  people 
sought  medical  careers.  A degree  in 
medicine  had  long  been  synonymous 
with  success  in  life— high  income,  intel- 
lectual challenge,  and  human  service. 
Thus,  the  increasing  doctor  supply  is 
not  surprising. 

The  turbulent  ’80s 

In  effect,  the  times  changed— as  they 
always  do.  Every  other  industry  in  our 
society  is  undergoing  change,  some  far 
more  traumatic  than  the  changes  for 
physicians,  so  medicine  cannot  expect 
otherwise.  The  features  of  medical  prac- 
tice today  are  different  from  those  of 
the  “golden  era,”  which  are  vastly 
changed  from  those  of  the  ’30s  and  ’40s, 
and  so  on. 

So  here  we  are  in  the  “turbulent 
’80s.”  Medicine,  just  as  the  other  pro- 
fessions, is  in  considerable  turmoil  as 
the  various  pincers  of  supply,  demand, 
technology,  and  activism  attack  tradi- 
tional practice  styles.  These  factors  will 
not  stop,  indeed  they  are  just  warming 
up.  Our  society  is  too  dynamic  for  any 
other  scenario. 

The  new  generation 

Today,  young  people  may  be  entering 
the  health  care  environment  with  a dif- 
ferent view  of  life.  I sympathize  with 
those  medical  students,  residents,  and 
fellows  who  entered  medicine  relying  on 
the  golden  era,  but  a considerable  seg- 
ment of  this  generation  has  another  set 
of  priorities.  Their  interests  seem  to  em- 
phasize completeness  of  life,  commit- 
ment to  quality  and  service,  aversion  to 
personal  and  financial  risk,  and  satis- 
faction with  only  moderately  high  in- 
comes. 

A page  one  article  in  the  Wall  Street 
Journal  on  January  13,  1986,  summa- 
rized some  of  these  features  in  its  head- 
lines and  subheadings:  “More  young 
doctors  shun  private  practice,  work  as 
employes;  HMOs  and  big  groups  free 
them  from  bad  hours,  hassles  of  small 
business;  home  for  dinner  on  time.” 
Among  the  article’s  major  quotations 


Pennsylvania  Medicine,  May  1986  41 


What’s  the 
potential 
of  your 
practice? 

Si  Will  the  demand  for  your 
specialty  increase  in  your 
practice  area? 

■ Mow  many  referrals  can 
you  expect  from  new  and 
established  physicians? 

■ Should  you  expand  your 
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satellite  office  now  or  in  the 
future? 
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practice  management 

were  these  ideas:  “We  want  to  be  good 
parents  and  spouses  as  well  . . . Worka- 
holics make  good  doctors,  lousy  par- 
ents.” 

Nothing  in  the  article  suggested— nor 
do  we  detect— any  diminution  in  the 
commitment  to  the  patient  or  the  com- 
pulsion to  provide  high  quality  service. 

More  physicians  seem  oriented  to 
moderately  paying  positions  of  intellec- 
tual and  human  service  orientation 
than  in  the  past.  I believe  these  people 
show  traits  that  will  be  common  in  the 
next  generation  of  doctors. 

The  other  segment  of  the  current  gen- 
eration, including  doctors  who  have  en- 
tered practice  in  the  last  few  years, 
demonstrates  the  golden  era’s  priorities 
in  a shifted  scene.  Some  will  hook  on,  or 
have  hooked  on,  to  excellent  practices 
and  are  likely  to  ride  on  in  the  old  style 
for  quite  a while;  others  of  them  have 
not  and  will  not. 

Young  doctors  committed  to  tradi- 
tional medical  practice  styles  have  the 
greatest  stake  in  maintaining  those  fea- 
tures for  the  next  twenty  or  thirty 
years.  With  so  many  pressures  going 
the  opposite  way,  it  will  not  be  surpris- 
ing if  these  doctors  must  engage  in  con- 
cerns such  as  entrepreneurialism  and 


marketing  to  retain  their  practices’ 
dominant  roles. 

But  the  next  generation— the  chil- 
dren whose  physician-parents  say  they 
would  not  encourage  them  to  go  into 
medicine— will  start  with  a clean  slate. 
They  will  know  that  medical  practice 
will  be  no  financial  gravy-train,  but  I 
believe  they  can  still  expect  comfort- 
able incomes.  In  fact,  I predict  that 
physicians’  incomes  will  continue  indef- 
initely to  be  among  the  highest  of  the 
professions  and  vocations  even  though 
they  will  be  proportionately  lower  than 
in  the  past. 

These  young  people  can  enter  medi- 
cine because  of  their  commitment  either 
to  the  intellectual  challenge  of  solving 
the  human  body’s  riddles  or  to  the  op- 
portunity of  serving  other  people’s 
needs,  or  both.  They  should  expect  a 
greater  likelihood  that  those  commit- 
ments will  be  accomplished  without  the 
overwhelming  practice  demands  that 
changed  their  doctor-parents’  lives. 
And  they  will  hope  to  do  so  within  more 
balanced  lives  in  which  family  priorities 
and  other  valuable  concerns  and  inter- 
ests have  a chance  to  blossom. 

For  those  potential  physicians  who 
have  the  characteristics,  I expect  ample 
opportunities  to  be  valued  as  entrepre- 
neurs and  executives.  Health  care  will 


always  require  good  physician-leaders, 
and  leadership  traits  are  becoming 
more  valuable  these  days.  There  will  be 
private  medical  practices— a great 
many  of  them— and  they  will  offer  op- 
portunities for  excellent  clinicians  and 
somewhat  separately  for  effective  lead- 
ers. Progression  from  one  category  to 
the  other  may  be  similar  to  an  engi- 
neer’s promotion  from  his  or  her  peer 
ranks  into  a large  commercial  corpora- 
tion’s executive  track. 

That’s  not  a bad  scenario  for  your 
children  even  though  it  is  vastly  differ- 
ent from  yours.  The  very  special  values 
of  a medical  career  will  not  change,  and 
they  may  well  be  allowed  to  shine.  C. 
Everett  Koop,  MD,  a respected  medical 
practitioner  throughout  the  “golden 
era”  and  now  Surgeon  General  of  the 
United  States,  said: 

I envy  those  starting  a career  in 
medicine.  I regret  some  things  that 
are  going  on— the  lack  of  good 
doctor-patient  relationships,  the 
preoccupation  with  money  and 
power,  the  growth  of  regulation, 
and  so  on.  But  I also  know  that 
medicine  still  offers  the  individual 
one  of  the  most  satisfying  ways  to 
make  a life  that  I have  ever  encoun- 
tered (Pennsylvania  Medicine,  De- 
cember, 1985,  page  31).  □ 
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physicians  in  the  news 


Shown  left  to  right  are  Marshall  Guthrie,  MD,  and  Richard  Loughlin,  MD,  Montgomery 
County,  with  Stephen  Kraus,  MD,  of  the  Disease  Control  Center,  Atlanta,  Georgia.  Dr. 
Kraus  spoke  to  members  of  Montgomery  County  Medical  Society  about  Acquired  Im- 
mune Deficiency  Syndrome  (AIDS),  and  met  with  superintendents  of  area  school  dis- 
tricts. Drs.  Guthrie  and  Loughlin  are  serve  on  the  county  society’s  continuing  medical 
education  committee. 
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Charles  Shagass,  MD,  Wyncote,  has 
been  named  acting  chairman  of  the  de- 
partment of  psychiatry  at  Temple  Uni- 
versity School  of  Medicine.  Dr.  Shagass 
is  professor  of  psychiatry  at  Temple, 
and  director  of  the  university’s  clinical 
unit  at  the  Eastern  Pennsylvania  Psy- 
chiatric Institute.  In  1981,  he  served  as 
president  of  the  World  Federation  of  So- 
cieties of  Biological  Psychiatry,  an  or- 
ganization he  helped  found  in  1974.  He 
served  on  the  faculties  of  McGill  Uni- 
versity, Canada,  and  the  State  Univer- 
sity of  Iowa  before  coming  to  Temple  in 
1966. 

Stephen  A.  Feig,  MD,  is  coauthor  of  a 
monograph  entitled,  “Mammography— 
A User’s  Guide.”  The  book,  published 
by  the  National  Council  on  Radiation 
Protection  (NCRP),  is  a guide  for  physi- 
cians and  technologists  who  perform 
and  interpret  radiographic  studies  of 
the  breast,  as  well  as  for  physicists  and 
engineers  who  monitor  and  maintain 
mammographic  facilities.  Dr.  Feig  is 
professor  and  vice  chairman  of  the  de- 
partment of  radiology  at  Jefferson 
Medical  College.  He  is  a member  of  the 
NCRP’s  committee  on  radiation  protec- 
tion in  mammography. 

Andrew  S.  Olearchyk,  MD,  was  elected 
an  active  member  of  the  Society  of  Tho- 
racic Surgeons.  Dr.  Olearchyk  is  a car- 
diothoracic  surgeon  at  Episcopal  Hos- 
pital, Philadelphia.  He  is  a diplomate  of 
the  American  Board  of  Surgery  and  the 
American  Board  of  Thoracic  Surgery, 
and  a fellow  of  the  American  College  of 
Surgeons. 

Peter  D.  Pizzutillo,  MD,  has  been  ap- 
pointed director  of  pediatric  orthopedic 
surgery  at  Thomas  Jefferson  Univer- 
sity Hospital.  Dr.  Pizzutillo  is  associate 
professor  of  orthopedic  surgery  at  Jef- 
ferson Medical  College.  He  currently 
serves  as  director  of  medical  education 
and  sports  medicine  at  the  Alfred  I. 
duPont  Institute,  Wilmington,  Dela- 
ware. 
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Grandma’s  Back 


And  is  she  ever  glad  to  be  back.  Back  to  her 
k kitchen.  Back  to  her  everyday  routine.  Back 
on  her  feet  again. 

After  a stroke  paralyzed  her  left  side,  Esther 
thought  she  would  never  get  back  to  doing  the 
things  she  loved.  That  was  before  she  learned 
about  Harmarville  Rehabilitation  Center. 

Esther  was  started  on  an  outpatient  program 
individualized  to  meet  her  special  needs. 
Patients,  like  Esther,  live  at  home  and  continue 
their  daily  routine  while  benefitting  from  our  full 
range  of  rehabilitation  services. 

Esther  is  thrilled  with  the  results.  In  just  one 
month  she  was  able  to  give  up  her  walker  and 
walk  with  just  a cane.  She  now  cooks  meals, 
handles  her  homemaking  chores  and  she  even 
enjoys  sharing  the  added  responsibility  of  baby- 
sitting her  grandchild  with  her  husband. 


As  for  her  family,  they  couldn’t  be  happier  to 
have  back  the  grandma  they  know  and  love. 

If  you  would  like  to  get  your  patients  back  from 
a stroke,  accident  or  other  debilitating  illness, 
recommend  Harmarville.  After  all,  rehabilitation 
has  been  our  only  business  for  over  30  years  and 
we've  helped  many  people  get  back  to  the  lives 
they  knew.  We’d  like  to  help  your  patients,  too. 

To  find  out  more  call  Lynn  McMurdo,  our  Director 
of  Admissions,  (41 2)  781-5700  (ext.  296). 


HARMARVILLE 


P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  15238-0460 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCI/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  m< 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 
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ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn^ 
drome  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1  7%),  AV  block 
3rd  degree  (0.8%),  bradycardia.  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings  ) The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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The  Medical  Practice  Act  of  1985 


Part  III — Responsibilities  of  the  State  Board  of  Medicine  concerning 
quality  of  undergraduate  (medical  school)  medical  education 


John  H.  Moyer,  MD,  DSc 

Since  legislators  consider  the  prac- 
tice of  medicine  a privilege  granted 
by  the  people  through  their  elected  rep- 
resentatives, it  is  necessary  to  provide 
laws  and  regulations  to  govern  the  qual- 
ity of  the  educational  process  of  physi- 
cians and  other  health  professionals. 

The  former  Medical  Practice  Act  of 
1974,  Act  190,  which  has  now  expired, 
dealt  separately  with  the  approval  of 
educational  programs  conducted  by 
medical  schools  in  Pennsylvania,  Can- 
ada, other  states  in  the  U.S.,  and  those 
of  foreign  countries.  Accrediting  of 
Pennsylvania  schools  was  clearly 
within  the  State  Board  of  Medicine’s 
authority  and  responsibility.  On  the 
other  hand,  medical  schools  located  in 
other  states  and  Canada  were  approved 
when  accepted  by  the  Liaison  Council 
for  Medical  Education  (LCME)  or  its 
Canadian  counterpart. 

Accrediting  of  foreign  medical 
schools  for  acceptance  of  credentials  of 
graduates  wishing  to  obtain  licensure 
by  the  State  Board  of  Medicine  was  not 
delineated.  Qualification  for  licensure 
for  graduates  of  foreign  medical  schools 
was  based  almost  entirely  on  evaluation 
of  the  individual  physician  graduate 
with  little  emphasis  on  institution  and 
training  programs.  This  has  been 
changed  in  the  Medical  Practice  Act  of 
1985,  which  directs  the  State  Board  of 
Medicine  to  evaluate  the  foreign  medi- 
cal school,  although  from  a practical 
standpoint,  great  emphasis  must  still 
be  placed  on  evaluating  the  graduate, 
since  there  are  more  than  1,200  such 
schools  throughout  the  world. 

In  order  to  understand  the  provisions 
of  the  new  Medical  Practice  Act  of  1985 
regarding  medical  education,  a number 
of  definitions  are  included  in  the  Act  as 
follows: 

1.  Accredited  medical  college — An 
institution  of  higher  learning  which  has 
been  fully  accredited  by  an  accrediting 
body  recognized  by  the  State  Board  of 


Medicine  as  an  agency  to  provide 
courses  in  the  art  and  science  of  medi- 
cine and  surgery  and  also  has  been  em- 
powered to  grant  academic  degrees  in 
medicine.  Note:  The  Liaison  Council  for 
Medical  Education  (LCME)  and  the  Ac- 
creditation Council  for  Graduate  Medi- 
cal Education  (ACGME)  continue  to 
serve  in  the  capacity  as  approved  ac- 
crediting bodies  unless  and  until  the 
State  Board  of  Medicine  recognizes  a 
successor. 

2.  Unaccredited  medical  college— 
This  is  an  institution  of  higher  learning 
that  provides  courses  in  the  art  and  sci- 
ence of  medicine  and  surgery  and  re- 
lated subjects,  is  empowered  to  grant 
professional  degrees  in  medicine,  is 
listed  by  the  World  Health  Organiza- 
tion, its  successors  or  assignees,  or  is 
otherwise  recognized  as  a medical  col- 
lege by  the  country  in  which  it  is  situ- 
ated. It  is  not  accredited  by  an  accredit- 
ing body  recognized  by  the  State  Board 
of  Medicine.  Note:  This  includes  all  for- 
eign medical  schools,  since  the  LCME 
neither  reviews  nor  approves  any  for- 
eign medical  schools  by  policy  of  the 
LCME. 

3.  Affiliate— A member  of  a group  of 
two  or  more  medical  training  facilities 
legally  united  by  a formal  agreement  of 
affiliation,  approved  by  the  State  Board 
of  Medicine  and  formed  to  enhance  the 


Dr.  Moyer  is  senior  vice  president  for  profes- 
sional and  educational  affairs  at  Conemaugh 
Valley  Memorial  Hospital  Johnstown.  He  is 
professor  of  medicine  at  Temple  University 
School  of  Medicine  and  clinical  professor  at 
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Medicine,  Hershey.  He  was  a member  of  the 
State  Board  of  Medical  Education  and  Licen- 
sure and  is  a member  of  the  newly  designated 
State  Board  of  Medicine.  Parts  I and  II  of 
this  series,  on  organization  of  the  board  and 
licensure  requirements,  appeared  in  the  April 
1986  issue  of  Pennsylvania  Medicine. 


potential  of  all  participants  in  the  provi- 
sion of  health  care  and  medical  educa- 
tion. Note:  This  is  similar  to  the  Act  of 
1974.  Regulations  required  that  such  af- 
filiations be  registered  with  the  State 
Board  of  Medicine.  However,  this  provi- 
sion was  never  enforced;  at  least  as  a 
member  of  the  State  Board  of  Medicine, 
I never  saw  an  affiliation  agreement  re- 
viewed or  approved  by  the  State  Board 
of  Medicine. 

4.  Clinical  clerk— An  undergraduate 
student  in  good  standing  in  an  accred- 
ited medical  college  who  is  assigned  to 
provide  medical  services  in  a hospital 
by  the  medical  college  and  the  hospital. 
Note:  By  definition  this  excludes  stu- 
dents enrolled  in  all  foreign  medical 
schools  from  acting  as  clinical  clerks  in 
Pennsylvania,  since  the  LCME  does  not 
approve  foreign  medical  schools. 

5.  Graduate  medical  training — This 
is  training  approved  or  recognized  by 
the  State  Board  of  Medicine  after  medi- 
cal school  training.  It  must  be  either: 

a.  accredited  as  graduate  medical 
education  by  any  accrediting  body 
recognized  by  the  State  Board  of 
Medicine  (ACGME)  for  the  purpose 
of  accrediting  graduate  medical  edu- 
cation (The  ACGME  currently  is  rec- 
ognized by  the  State  Board  of  Medi- 
cine and  will  continue  to  serve  in  that 
capacity  unless  or  until  the  State 
Board  of  Medicine  recognizes  a suc- 
cessor); or 

b.  provided  by  a hospital  accredited 
by  the  Joint  Commission  for  Accredi- 
tation of  Hospitals  and  is  acceptable 
to  an  American  specialty  board  to 
serve  as  part  of  the  training  it  re- 
quires for  certification  in  a medical 
specialty  or  subspecialty. 

Maintaining  standards 

The  Medical  Practice  Act  of  1985  re- 
quires that  the  requirements  for  accep- 
tance of  a student  to  a medical  college 
or  another  medical  training  facility  in- 
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corporated  within  this  Commonwealth 
and  the  curricula  and  training  to  be  of- 
fered by  such  facilities  must  meet  the 
requirements  set  by  the  State  Board  of 
Medicine  or  another  body  it  recognizes. 
In  the  case  of  medical  schools,  this  is 
the  LCME  and  in  the  case  of  residency 
training  programs,  this  has  been  dele- 
gated to  the  ACGME.  Final  responsi- 
bility cannot  be  delegated  to  any 
agency  other  than  the  State  Board  of 
Medicine  and,  therefore,  responsibility 
for  quality  control  remains  with  the 
State  Board  of  Medicine. 

The  Act  states  that  it  is  the  duty  of 
the  State  Board  of  Medicine  to  periodi- 
cally ascertain  the  character  of  the  in- 
struction and  the  quality  of  the  facili- 
ties owned  and  operated  by  each  of  the 
medical  colleges  and  hospitals  offering 
medical  training  in  accordance  with  the 
requirements  of  the  Act. 

The  Medical  Practice  Act  of  1985 
states  that  as  a new  requirement,  it  is 
the  duty  of  the  State  Board  of  Medicine 
to  ascertain  the  quality  of  the  facilities 
and  qualifications  of  the  medical  col- 
leges and  other  medical  training  facili- 
ties outside  this  Commonwealth,  whose 
graduates  or  trainees  may  desire  to  ob- 
tain licensure,  graduate  medical  train- 
ing, or  certification  in  this  Common- 
wealth. The  State  Board  of  Medicine 
will  continue  to  recognize  U.S.  medical 
schools  located  in  other  states  approved 
by  the  LCME  and  Canadian  medical 
schools  approved  by  the  Medical  Coun- 
cil of  Canada.  However,  an  entirely  new 
and  different  process  will  have  to  be  de- 
veloped for  foreign  medical  schools. 

The  State  Board  of  Medicine  also  has 
been  granted  the  authority  to  refuse  to 
license  graduates  of  any  such  medical 
institutions,  including  foreign  medical 
schools,  colleges,  or  hospitals  which  in 
the  judgment  of  the  State  Board  of 
Medicine  do  not  meet  standards  similar 
to  those  required  of  medical  institutions 
in  this  Commonwealth.  In  enforcing 
this  provision,  the  State  Board  of  Medi- 
cine must  give  due  notice  to  any  medi- 
cal institution,  college,  or  hospital  upon 
which  it  has  rendered  a decision  that  its 
training  and  facilities  do  not  meet  the 
standards  required  by  the  State  Board 
of  Medicine.  Furthermore,  in  the  event 
that  the  State  Board  of  Medicine  deter- 
mines that  a medical  training  facility 
does  not  provide  adequate  facilities, 
curricula,  or  training,  the  State  Board 
of  Medicine  may  not  recognize  the  edu- 
cation or  degrees  obtained  from  the 


medical  training  facility  during  the  pe- 
riod of  inadequacy.  Evaluation  and  ap- 
proval of  foreign  medical  schools  will 
require  new  regulations  that  do  not  ex- 
ist at  the  present  time. 

Review  procedure — state  facilities 

The  State  Board  of  Medicine  takes 
the  following  steps  to  oversee  institu- 
tions located  in  Pennsylvania: 

1.  On-site  surveys  are  conducted  by 
representatives  of  the  LCME  for  the 
purpose  of  securing  information  neces- 
sary to  assist  the  LCME  in  evaluating 
the  medical  school  for  accreditation  sta- 
tus. 

2.  The  LCME  routinely  notifies  the 
State  Board  of  Medicine  that  a survey 
visit  is  scheduled  on  a given  date,  and  a 
copy  of  the  letter  concerning  the  medi- 
cal school  survey  visit  is  placed  on  the 
agenda  for  the  next  meeting  of  the 
State  Board  of  Medicine. 

3.  At  its  own  discretion,  the  State 
Board  of  Medicine  may  assign  a mem- 
ber or  a designee  to  participate  in  a sur- 

The  Medical  Practice  Act 
of  1985  assigns  the 
responsibilities  for  surveillance 
of  undergraduate  medical 
education  to  the  State  Board 
of  Medicine. 


vey  visit  conducted  by  the  LCME  in 
Pennsylvania:  or  the  board  will,  at  the 
request  of  the  LCME  or  a medical 
school,  designate  members  or  represen- 
tatives to  attend  and  participate  in  the 
survey  visit. 

4.  The  secretary  of  the  LCME  is  noti- 
fied that  a member  or  a representative 
of  the  State  Board  of  Medicine  will  at- 
tend the  survey  visit,  and  the  State 
Board  of  Medicine  also  notifies  the  dean 
of  the  medical  school. 

5.  After  the  LCME  survey  visit  is 
conducted,  the  participating  board 
member  (or  representative)  submits  a 
report  of  his  observations  to  the  board, 
the  report  is  placed  on  the  agenda  and 
appropriate  action  is  taken  at  the  next 
board  meeting. 

Clinical  clerks  (medical  students) 

The  Act  of  1985  specifies  the  activi- 
ties permitted  for  clinical  clerks  who  are 
medical  students  attending  accredited 
medical  schools.  The  Act  tells  where  ac- 
tivities are  permitted,  the  supervision 
required  for  clinical  clerks  to  perform 
services,  the  State  Board  of  Medicine’s 


authority  to  regulate  what  services  clin- 
ical clerks  may  perform,  and  when  a 
clinical  clerk’s  notes  on  a patient’s  chart 
become  official.  These  provisions  are 
generally  consistent  with  those  con- 
tained in  the  old  Act  of  1974. 

One  significant  change  in  the  Act  of 
1985  is  that  a clinical  clerk  may  not  per- 
form a medical  service  without  the  di- 
rect and  immediate  supervision  of  a 
medical  doctor  who  is  a member  of  the 
medical  staff  at  the  hospital  in  which 
the  service  is  performed  or  a resident 
physician  at  that  hospital.  In  the  Act  of 
1974,  supervision  was  required,  but 
there  was  no  specification  that  it  must 
be  direct  and  immediate.  Also,  in  the 
Act  of  1974,  supervision  of  a clinical 
clerk  was  limited  to  members  of  the 
hospital  staff  or  surgical  staff,  while  in 
the  Act  of  1985,  supervision  of  clinical 
clerks  by  residents  in  training  is  permit- 
ted. 

1.  What  may  the  clinical  clerk  do?— 
A clinical  clerk  may  perform  the  follow- 
ing services  in  a hospital  to  which  the 
clerk  is  assigned,  provided  the  services 
are  performed  within  the  restrictions 
contained  in  or  authorized  by  this  sec- 
tion as  follows: 

a.  Make  notes  on  a patient’s  chart. 

b.  Take  a medical  history. 

c.  Conduct  a physical  examination. 

d.  Perform  a medical  procedure  or 

laboratory  test. 

2.  Regulations  to  be  promulgated— 
A clinical  clerk  shall  not  perform  a med- 
ical service  unless  the  performance  of 
such  by  the  clinical  clerk  under  the  cir- 
cumstances is  consistent  with  the  stan- 
dards of  acceptable  medical  practice 
embraced  by  the  physicians  in  this 
Commonwealth  and  the  regulations 
that  are  to  be  promulgated  by  the  State 
Board  of  Medicine.  The  State  Board  of 
Medicine  must  promulgate  regulations 
which  define  the  medical  services  and 
the  circumstances  those  standards  al- 
low. Note:  Those  responsible  for  educa- 
tion of  medical  students  should  make 
their  ideas  known  to  the  State  Board  of 
Medicine  well  in  advance  of  develop- 
ment and  promulgation  of  revised  regu- 
lations consistent  with  the  Act  of  1985. 
This  information  should  be  put  forth 
prior  to  development  of  the  regulations 
or  immediately  following  publication  of 
the  original  draft  in  the  Pennsylvania 
Bulletin. 

3.  Supervision— As  already  noted,  a 
clinical  clerk  shall  not  perform  a medi- 
cal service  without  the  direct  and  imme- 
diate supervision  of  a medical  doctor 
who  is  a member  of  the  medical  staff  at 
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the  hospital  in  which  the  service  is  per- 
formed, or  a resident  in  training  there. 

4.  Drugs— A clinical  clerk  may  not 
prescribe  or  dispense  drugs. 

5.  Notes  on  patients’  charts— Notes 
made  on  a patient’s  chart  by  a clinical 
clerk  become  official  only  when  counter- 
signed by  a medical  doctor  member  of 
the  hospital’s  medical  staff  or  resident 
beyond  a first-year  level  of  graduate 
medical  education  at  the  hospital. 

Medical  schools — U.S.  and  Canada 

Generally  speaking,  graduates  from 
schools  accredited  by  the  LCME,  lo- 
cated in  other  states  or  territories  of  the 
United  States  or  graduates  from 
schools  approved  by  the  Medical  Coun- 
cil of  Canada  may  be  accepted  for  resi- 
dency training  and/or  licensure  in  Penn- 
sylvania provided  they  meet  the  other 
requirements  for  licensure.  Schools  that 
may  have  been  disapproved  for  training 
by  the  LCME  or  the  Medical  Council  of 
Canada— even  though  temporarily  at 
the  time  of  graduation— are  unaccept- 
able, and  their  trainees  during  the  pe- 
riod of  disapproval  may  not  be  licensed 
for  graduate  training  in  Pennsylvania 
and  may  not  be  granted  unrestricted  li- 
censes subsequent  thereto. 

Foreign  medical  schools 

The  quality  of  medical  education  in 
foreign  medical  schools  was  not  ad- 
dressed in  the  Medical  Practice  Act  of 
1974,  since  this  was  not  a significant  is- 
sue at  that  time.  However,  since  1974,  a 
number  of  new  medical  schools  were 
started  in  the  Caribbean  basin.  Many  of 
these  are  primarily  for-profit  institu- 
tions with  very  little,  if  any,  attention  to 
quality  of  the  educational  process  and 
without  any  surveillance  by  the  LCME 
of  the  United  States.  Administration  of 
several  of  these  institutions  was  so  lax 
that  an  unknown  number  of  fradulent 
diplomas  were  issued  in  scams  involv- 
ing administrative  officers  of  the  insti- 
tutions. The  Medical  Practice  Act  of 
1985  mandates  that  the  State  Board  of 
Medicine  evaluate  foreign  medical 
schools  and  determine  that  graduates 
of  these  schools  have  received  training 
and  education  acceptable  for  granting 
of  the  medical  degree.  The  Act  does  not 
give  guidance  to  the  State  Board  of 
Medicine  as  to  how  it  is  to  be  done,  but 
requires  it  to  be  done.  Therefore,  new 
regulations  will  be  necessary. 

It  is  of  some  interest  that  the  State 
Board  of  Medicine  had  attempted  to 


promulgate  regulations  several  years 
ago  to  establish  minimum  requirements 
for  curricula  for  such  schools.  The  deans 
of  the  medical  schools  of  Pennsylvania 
objected  to  the  regulations,  since  they 
were  of  the  opinion  that  Pennsylvania 
schools  may  not  meet  the  requirements 
set  down  by  the  State  Board  of  Medi- 
cine regarding  time  commitment  to  a 
specialty,  thus  raising  the  possibility  of 
discriminating  court  action.  The  regula- 
tions were  then  withdrawn  by  the  State 
Board  of  Medicine,  but  specific  alter- 
nate recommendations  were  never 
forthcoming  from  the  medical  school 
deans.  The  State  Board  of  Medicine 
must  now  develop  regulations  which 
will  generalize  the  curriculum  require- 
ments so  as  to  parallel  the  quality  con- 
trol policies  of  the  LCME  of  the  United 
States. 

Recommendations — foreign  medical 
school  standards 

Principles  to  be  embodied  in  the  rec- 
ommended requirements  for  approval 
of  a foreign  medical  school  were  re- 
viewed by  the  Liaison  Council  for  Inter- 
nal Medicine  of  Pennsylvania  and  have 
been  submitted  to  the  State  Board  of 
Medicine  for  consideration.  The  council 
further  recommends  that  the  members 
of  the  Pennsylvania  Medical  Society 
and  the  medical  school  faculties  review 
these  requirements  carefully  and  make 
their  recommendations  known  to  the 
State  Board  of  Medicine,  so  that  the 
State  Board  of  Medicine  may  promul- 
gate effective  regulations.  It  is  further 
suggested  that  others  with  academ- 
ic interest  submit  their  suggestions 
to  the  State  Board  of  Medicine  or  to  the 
board  through  the  Medical  Society,  for 
consideration  in  developing  regulations 
on  this  issue,  so  as  to  comply  with  the 
Medical  Practice  Act  of  1985. 

Current  requirements  should  be  con- 
tinued: Graduates  of  schools  not  ap- 
proved by  the  Liaison  Council  for  Medi- 
cal Education  (LCME),  i.e.,  foreign 
medical  schools,  are  already  required  to 
be  certified  by  the  ECFMG  prior  to  en- 
tering an  approved  resident  training 
program  in  Pennsylvania  or  before  be- 
ing considered  for  licensure  in  Pennsyl- 
vania. Certification  by  the  ECFMG  in- 
cludes passing  an  examination  in 
English.  The  Foreign  Graduate  Exami- 
nation in  the  Medical  Sciences 
(FGEMS)  tests  both  cognitive  informa- 
tion and  the  ability  to  read  and  inter- 
pret in  English.  The  examination  is 
equivalent  to  Parts  I and  II  of  the  Na- 
tional Board  as  a test  of  cognitive  infor- 


mation. 

Recommendations — graduate  licensure 
At  this  time,  the  only  requirement  of 
the  medical  school  is  that  it  must  be  rec- 
ognized as  a medical  school  by  the  coun- 
try in  which  it  is  chartered  and  be  listed 
with  the  World  Health  Organization. 
This  has  been  a special  problem  for  the 
State  Board  of  Medicine,  since  there  is 
no  mechanism  established  for  quality 
control  of  the  educational  process  in 
many  of  these  countries. 

In  addition  to  the  above,  the  follow- 
ing should  be  included  in  the  new  regu- 
lations implementing  the  requirements 
of  the  Medical  Practice  Act  of  1985: 
Since  the  State  Board  of  Medicine 
now  has  responsibility  for  the  develop- 
ment of  standards  of  acceptability  for 
training  and  licensure  in  Pennsylvania 
of  foreign  medical  graduates  including 
United  States  nationals  and  foreign  na- 
tionals, and  must  develop  regulations 
to  this  end,  appropriate  information 
from  the  foreign  school  will  have  to  be 
made  available  to  the  State  Board  of 
Medicine.  This  information  must  come 
as  a formal  application,  either  submit- 
ted directly  from  the  school  or  through 
the  Federation  of  State  Medical 
Boards.  The  application  must  be  similar 
to  and  contain  the  same  information  as 
the  application  submitted  to  the  LCME 
by  U.S.  medical  schools.  As  a mini- 
mum, regulations  should  require  that 
the  school  should  meet  the  following  (in 
addition  to  being  recognized  and  char- 
tered in  a foreign  country): 

1.  The  school  should  have  available  a 
public  document,  i.e.,  a medical  school 
catalog  or  equivalent  public  document 
that  (a)  outlines  the  academic  pro- 
grams; (b)  states  the  admission  policy 
of  the  school  which  must  be  acceptable 
to  the  State  Board  of  Medicine;  (c)  lists 
faculty  members  and  their  credentials; 
(d)  states  the  financial  requirements  for 
entry;  (e)  delineates  the  basis  for  suc- 
cessful completion  of  the  program  for 
the  medical  degree;  (f)  outlines  the 
mechanism  for  keeping  a class  atten- 
dance record  for  each  student;  and  (g) 
has  a curriculum  comparable  to  that  of 
U.S.  medical  schools.  Any  evidence  of 
misrepresentation  would  result  in  dis- 
approval of  the  school  and  rejection  of 
its  students  for  training  or  licensure  in 
Pennsylvania.  It  is  a responsibility  of 
the  student  to  determine  the  accuracy 
of  the  information  being  released  by  the 
school  to  the  public  and  the  students. 
The  burden  of  proof  rests  with  the  li- 

Continued 
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Garlic 

Allium  sativum 


With  a past  more 
medicinal  than 
gastronomical,  garlic 
has  favored  and 
flavored  the  ages.  During 
the  building  of  the  Great 
Py  ramid,  Cheops  issued 
the  laborers  a daily  ration 
to  bolster 
their  strength. 

Wrestlers  and 
athletes  among 
the  ancient 
Greeks  wouldn't 
think  of  entering 
the  stadium  without 
a clove  or  two  of 
the  “stinking  rose” 
clenched  in  their  jaws. 
And  John  Gerard’s 
1597  Herball  commends 
the  potent  bud  because 
“It  helpeth  a very  cold 
stomache  and  is  a 
preservative 
against  the 
contagious  and 
pestilent  air.” 

Today,  besides 
its  regular 
appearance  in 


the  kitchen,  the  herb  is  used 
to  control  certain  parasites, 
in  man  and  animal,  with 
Thrift  pharmacists 
dispensing  it 
in  the  form  of  a 
synthesized 
compound,  allicin. 

One  of  the  area’s 
irgest  provider 
of  prescription 
medicines, 
Tli rift  Drug  fills 
over  nineteen 
million  prescriptions 
annually  and 
stocks  a complete 
selection  of  health 
and  personal  care 
products. 

Thrift  Drug  celebrates 
over  fifty7  years  of 
service  to  more  than 
400  communities 
like  yours. 
But  pharmacy’s 
tradition  of  care 
has  grown 
throughout  the 
centuries. 

Jg  Thrift  Drug 

Pennsylvania-based,  Pennsylvania-managed.  Serving  you  better  through  Progress  in  Pharmacy. 


special  feature 


censee  applicant  and  the  school  and  not 
with  the  State  Board  of  Medicine. 

2.  The  curriculum  should  include  at 
least  36  months  of  training  and  appli- 
cant’s regular  attendance  of  80  percent 
of  the  classes  in  each  subject  taken 
must  be  certified  by  the  applicant. 
Eighteen  of  the  36  months  should  be 
clinical  rotations  as  a formal  component 
of  the  medical  school;  or  if  the  clerkship 
is  taken  in  the  United  States,  it  should 
be  in  an  institution  with  a copy  of  a 
written  legal  document  of  affiliation  be- 
ing made  available  to  the  trainee  apply- 
ing for  training  for  licensure  in  Pennsyl- 
vania. 

3.  The  clinical  clerkship,  when  served 
in  the  United  States,  should  be  only  in 
hospitals  with  formal  affiliation  agree- 
ments with  the  medical  school  and  only 
on  services  approved  by  the  ACGME 
for  training,  and  documentation  of  this 
fact  must  be  made  available  by  the  ap- 
plicant. Clerkships  arranged  by  stu- 
dents from  those  schools  to  be  served  in 
hospitals  in  the  United  States  without 
formal  written  affiliations  with  the 
medical  school  in  which  the  student  is 
enrolled,  should  not  be  acceptable,  nor 
should  training  in  services  not  ap- 
proved by  the  ACGME.  Clerkships  ar- 
ranged by  students  are  frequently  poor 
because  the  student  usually  is  not  famil- 
iar with  the  quality  of  education  in  such 
a hospital  prior  to  beginning  his  clerk- 
ship; and  certainly  most  of  the  hospitals 
they  choose  do  not  have  approved  train- 
ing programs.  The  quality  of  training  is 
inadequate,  and  frequently  the  student 
is  relegated  to  trailing  after  attending 
physicians  as  an  “ observer : ” As  a 
result,  when  the  graduate  enters  into 
his  residency  training  program  in  the 
United  States,  he  is  ill  equipped  to  com- 
pete with  U.S.  medical  graduates. 

4.  The  Liaison  Council  for  Internal 
Medicine  also  noted  that  the  Federation 
of  State  Medical  Boards  recommends 
that  such  applicants  from  foreign 
schools  should  be  eligible  for  unre- 
stricted licensure  to  practice  medicine 
in  the  country  in  which  they  receive 
their  medical  degree  so  as  to  avoid  di- 
ploma mills  for  the  U.S.  nationals  who 
never  intend  to  practice  medicine  in  the 
country  in  which  the  medical  school  is 
located. 

5.  The  application  for  approval 
should  be  acceptable  only  after  the  Fed- 
eration of  State  Medical  Boards  has  de- 
termined the  authenticity  of  the  infor- 
mation contained  in  the  application. 


Graduates  of  foreign  schools  that  do 
not  comply  with  this  requirement 
would  not  be  eligible  for  training  or  li- 
censure in  Pennsylvania.  In  addition, 
the  Medical  Practice  Act  allows  for  site 
visits  to  be  made  by  the  State  Board  of 
Medicine  to  verify  authenticity  of  facts 
as  they  appear  in  the  application. 

Recommended  requirements 
for  physician  candidates 

Before  graduates  of  such  unapproved 
schools  can  receive  a graduate  training 
license  or  an  unrestricted  license  in 
Pennsylvania,  they  should  meet  the  fol- 
lowing requirements: 

1.  They  should  not  have  been  admit- 
ted to  advanced  standing  in  the  school 
from  which  they  graduated  with  credits 
transferred  from  another  unapproved 
medical  school.  Note:  Students  have 
used  this  mechanism  to  cut  short  their 
training  and  also  to  hide  failures  and 
unacceptable  academic  performance.  It 
is  not  possible  for  the  Board  to  track  the 
academic  performance  record,  espe- 
cially when  the  student  has  transferred 
from  one  country  to  another. 

2.  They  should  not  have  been  admit- 
ted to  advanced  standing  using  credits 
from  other  than  a medical  school.  Note: 
Frequently,  Caribbean  schools  have  ac- 
cepted credits  from  chiropractic 
schools,  veterinary  schools,  and  the  like 
for  admission  to  advanced  standing  in 
the  medical  school,  so  that  the  student 
in  reality  may  only  have  received  one  or 
two  years  training  in  a medical  school 
and  poor  training  at  that. 

3.  The  candidates  should  be  certified 
by  the  school  as  having  regularly  at- 
tended classes  offered  by  the  school. 
Proof  of  failure  of  the  student  to  have 
met  this  requirement  would  be  grounds 
for  withdrawal  of  licensure. 

4.  The  application  submitted  to  the 
Federation  of  State  Medical  Boards 
must  have  been  made  available  to  stu- 
dents applying  to  that  school,  so  that 
each  student  may  evaluate  the  authen- 
ticity of  the  school’s  acceptability  by  the 
State  Board  of  Medicine  before  entering 
into  training  and  during  training.  It  is 
the  student’s  responsibility  to  deter- 
mine for  himself,  based  on  his  own  expe- 
rience at  the  school,  the  accuracy  of  the 
material  being  submitted  by  the  school. 

Clerkships  for  students  attending 
foreign  schools 

Presently,  medical  school  students  in 
any  foreign  country  are  forbidden  to 
serve  clinical  clerkships  in  Pennsylva- 
nia unless  registered  as  a medical  stu- 


dent in  one  of  the  medical  schools  in  the 
Commonwealth. 

1.  Many  U.S.  students  enrolled  in  the 
medical  schools  in  Pennsylvania  serve 
part  of  their  clerkships  in  foreign  coun- 
tries. These  experiences  broaden  their 
perspective  of  medicine.  Therefore,  reci- 
procity is  appropriate  but  is  not  possi- 
ble unless  the  foreign  medical  student 
registers  as  a student  in  one  of  the  medi- 
cal schools  in  Pennsylvania. 

2.  It  is  contradictory  to  prohibit  stu- 
dents from  serving  clerkships  in  Penn- 
sylvania when  we  accept  these  same 
students  for  resident  training  and  sub- 
sequent unlimited  license,  but  this  is 
the  law  as  it  now  stands  due  primarily 
to  the  position  taken  by  the  deans  of  the 
medical  schools  in  Pennsylvania. 

Summary  and  conclusions 

The  Medical  Practice  Act  of  1985  as- 
signs the  responsibilities  for  surveil- 
lance of  undergraduate  medical  educa- 
tion to  the  State  Board  of  Medicine. 
The  LCME  has  been  and  continues  to 
be  designated  as  the  accrediting  agency 
for  United  States  medical  schools  and 
the  Medical  Council  of  Canada  serves  as 
the  accrediting  agency  for  Canadian 
medical  schools.  Although  the  State 
Board  of  Medicine  (or  a representative 
of  the  State  Board  of  Medicine)  partici- 
pates in  the  reviewing  process,  the 
LCME  and  the  Medical  Council  of  Can- 
ada have  been  a satisfactory  mecha- 
nism for  the  accreditation  process. 

The  Act  now  requires  clinical  clerks 
from  accredited  medical  schools  who 
are  serving  clerkships  in  Pennsylvania 
to  be  directly  supervised  by  a medical 
doctor  (who  may  be  a member  of  the 
resident  staff).  Clinical  clerks  from  un- 
accredited medical  schools  may  not 
serve  clerkships  in  Pennsylvania.  The 
services  and  restrictions  regarding  clin- 
ical clerks  are  outlined  in  the  Act,  but 
these  must  be  extended  and  more 
clearly  defined  by  promulgation  of  regu- 
lations. 

The  Medical  Practice  Act  of  1985 
mandates  that  the  State  Board  of  Medi- 
cine assume  responsibility  for  evaluat- 
ing foreign  medical  schools  when  gradu- 
ates of  such  schools  are  applying  for 
training  and  licensure  in  Pennsylvania. 
This  will  require  promulgation  of  exten- 
sive regulations  and  a new  direction  and 
responsibility  by  the  State  Board  of 
Medicine. 

Recommendations  of  the  Liaison 
Council  for  Internal  Medicine  regarding 
such  regulations  have  been  outlined  in 
this  review.  □ 
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Mercy  Catholic  Medical  Center 


Fitzgerald  Mercy  and  Misericordia  Divisions 

Reproductive  Surgery 

For  the  Micro  and  Non-Micro  Surgeon 

May  22-23,  1986 

Airport  Marriott  Hotel,  Philadelphia 
Sherman  W.  Everlof,  M.D.,  Conference  Chairman 

TOPICS 

T ubal  Physiology  and  Pathology;  Investigation  of  the  Fallopian  T ubes; 

Evaluation  of  Pelvic  Disease,  When  to  be  Conservative;  Counseling  and 
Strategies  for  the  Patient  Who  Wants  Repair  after  T ubal  Ligation; 

Principles  of  Microsurgery;  Adjuncts  in  Microsurgery  as  They  Apply  to 
All  Reproductive  Surgery;  Ectopic  Pregnancy,  Treatment  Options; 

Techniques  in  Salpingolysis  and  Salpingoostomy;  Reversal  of 
Sterilization;  Endometriosis,  Treatment  by  Micro  and  Non-Micro  Surgery; 

Laser  in  Reproductive  Surgery;  and  In  Vitro  Fertilization  and  Alternatives. 

FACULTY 

Edwin  A.  Bowman,  M.D.,  Clinical  Assoc.  Prof.,  Louisiana  State  Univ., 

LSU  Medical  Center,  Dept,  of  Ob/Gyn;  Carlton  A.  Eddy,  Ph.D.,  Assoc. 

Prof,  of  Ob/Gyn,  Univ.  of  Texas  Health  Science  Center  at  San  Antonio; 

Sherman  W.  Everlof,  M.D.,  Dir.  of  Microsurgical  Program,  Mercy  Catholic 
Medical  Center,  and  Asst.  Clinical  Prof,  of  Ob/Gyn,  Jefferson  Medical 
College;  Brian  Cohen,  M.B.,  Ch.B.,  M.D.,  Clinical  Assoc.  Prof,  of  Ob/Gyn, 

Univ.  of  Texas  Health  Science  Center  at  Dallas,  and  Dir.  of  Fertility 
Center  of  North  Texas;  Celso-Ramon  Garcia,  M.D.,  William  Shippman, 

Jr.,  Prof,  of  Ob/Gyn,  Univ.  of  Pennsylvania,  Dir.  of  Human  Reproduction, 
and  Dir.  of  Women’s  Wellness  Program;  Patrick  J.  Taylor,  M.D.,  Prof,  of 
Reproductive  Medicine,  Univ.  of  Calgary;  and  Thomas  F.  Toomey,  M.D., 

Chairman,  Dept,  of  Ob/Gyn,  Mercy  Catholic  Medical  Center,  and  Assoc. 

Clinical  Prof.,  Jefferson  Medical  College. 

For  further  information,  please  call  215-237-4977.  Conference  fee  $200.  CME  credits. 
Department  of  Obstetrics  and  Gynecology,  Mercy  Catholic  Medical  Center 
Lansdowne  Avenue  and  Baily  Road,  Darby,  PA  19023 
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You  probably  need  more  than  a will 


Robert  A.  Wade,  JD 
Christine  Valentine 

You  and  your  spouse  are  sitting  in 
your  lawyer's  office,  signing  com- 
plicated new  wills.  Perhaps  you’re  even 
putting  finishing  touches  on  some 
fancy  tax-saving  plan  involving 
trusts— AND  more  money  in  counsel 
fees  than  you’d  ever  expected. 

You  heave  a sigh  of  relief  and  resigna- 
tion, and  pay  the  attorney’s  fee.  At 
least  you  got  top-drawer  service,  and 
you’re  finished,  right?  Probably  not,  un- 
less you  also  signed  a durable  general 
power  of  attorney. 

Before  defining  durable  general 
power  of  attorney,  let’s  consider  the  ba- 
sics. A power  of  attorney  is  a document 
by  which  a person  (the  principal)  ap- 
points someone  else  as  his  agent 
(attorney-in-fact)  and  gives  him  author- 
ity to  perform  certain  actions  in  place  of 
the  principal  himself.  A general  power 
of  attorney  is  simply  an  unlimited 
power  of  attorney— it  gives  complete 
authority  to  the  attorney-in-fact  to 


transact  any  and  all  kinds  of  business  in 
the  principal’s  name— assuming  the 
principal  isn’t  incapacitated.  Durable 
power  of  attorney  contains  language 
stating  that  this  power  will  not  be  af- 
fected by  the  principal’s  subsequent 
disability  or  incapacity.  In  other  words, 
if  the  principal  suffers  from  mental  or 
physical  incapacity,  the  power  of  attor- 
ney will  still  be  valid. 

Powers  of  attorney  have  their  origins 
far  back  in  the  misty  yesteryear  of 
Common  Law.  The  appointment  of  an 
agent,  whether  done  under  a power  of 
attorney  or  otherwise,  was  based  on  the 
legal  fiction  that  the  agent  became  an 
“alter  ego,”  or  extension  of  the  princi- 
pal. It  followed,  according  to  the  medie- 
val logic  of  Common  Law,  that  if  the 


The  writers  head  the  estate  planning  depart- 
ment of  Vasilios  J.  Kalogredis  Law  Associ- 
ates, in  Wayne. 


principal  became  incapacitated,  so  did 
his  alter  ego— the  agent.  In  short,  a 
power  of  attorney  terminated  upon  the 
death  or  disability  of  the  principal.  As  a 
result,  it  was  basically  useless  at  the 
time  when  it  was  needed  most. 

Only  in  recent  years  have  states  cre- 
ated a power  of  attorney  that  survives 
the  principal’s  incapacity— the  durable 
power  of  attorney.  Therefore,  if  you 
have  a power  of  attorney  dating  several 
years  back,  you  may  want  to  check  with 
your  lawyer  to  see  if  it  contains  the  lan- 
guage necessary  to  make  it  a durable 
power  of  attorney. 

A durable  general  power  of  attorney 
is  simply  one  that  combines  the  ele- 
ments of  a general  power  of  attorney 
with  special  language  necessary  to 
make  it  survive  incapacity. 

So  why  establish  one?  Many  people 
come  into  our  office  and  say  they  don’t 
need  powers  of  attorney  since  every- 
thing they  own  is  in  joint  names  be- 


OR-D  is  a total  business  management  system  for  single  & multi-doctor  practices. 
OR-D  will  monitor  a patient  from  his  entry  into  the  practice  all  through  his 
treatment  history.  At  your  fingertips  are  patient  records,  diagnosis,  3rd  party  billing, 
referral,  practice  building,  etc.  OR-D  is  surprisingly  simple  to  operate,  exceptionally 
reliable,  remarkably  fast  and  affordable— With  a user  base  of  over  200  offices  in 
the  East  Coast,  OR-D  is  one  of  the  most  experienced  and  reliable  vendors  in  the 
computerizing  of  Medical  offices— Find  out  about  OR-D  SHARE,  the  multi-user 
system  for  the  price  of  one. 

COMPARE!  Customization,  support,  training  at  your  location,  service  hotline,  warranty  . . . 

/FOR  INFORMATION  OR  A FREE  DEMONSTRATION  IN  YOUR  OFFICE,  CALL  (609)  665-ORD3/665-2255  OR 
SEND  US  THE  COUPON  BELOW. 


L'LL'L'L'L 

L'L'L'LLL 

L'L'L'L’LL 


□ I would  like  a free  demonstration  in  my  office 

□ Please  send  me  information  on  ORD  Systems 

NAME 

ADDRESS 


PHONE 


L’L'LLLL' 

L'LL'L’L'L’ 

L'LL'L'L'L' 


OR-D  SYSTEMS 


1 MARTIN  AVE. 


CHERRY  HILL,  NJ  08002 


609-665-2255 
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JEANES  HOSPITAL  ANNUAL  SYMPOSIUM 


A 


I 
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Wednesday,  June  4, 1 986 
1 1:30  a.m.  ■ 3:30  p.m. 


“AIDS  Update 
for  the  Practitioner ” 


Infection  in  Patients  with  AIDS 

► 12:30  p.m. 

Stephen  J.  Gluckman,  M.D. 

Chief,  Infectious  Disease  Section, 

The  Pennsylvania  Hospital: 

Associate  Professor  of  Clinical  Medicine, 
University  of  Pennsylvania  Hospital 

AIDS  Related  Malignancies 

► 1:15  p.m. 

Robert  L.  Krigel,  M.D. 

Director  of  Hematology, 

Fox  Chase  Cancer  Center 

The  Epidemiology  of  AIDS  - 
Identifying  Its  Modes  of  Transmission 

► 2: 15  p.m. 

Robert  G.  Sharrar,  M.D.,  M.Sc. 

Director,  Division  of  Disease  Control/Health 
Program  Analysis,  City  of  Philadelphia 


Community  Response  to  the  Person 
with  AIDS  - The  Psychosocial 
Dimensions 

► 3:00  p.m 

Brett  J.  Cassens,  M.D. 

Assistant  Clinical  Professor  of  Medicine, 
Thomas  Jefferson  University  Hospital; 

Medical  Director, 

Jeff-Care 


Auditorium, 

The  Fox  Chase  Cancer  Center 

770 1 Burholme  Avenue,  Philadelphia 

Buffet  Luncheon  will  be  served  at  1 1:30  a m. 
For  Further  Information  Call  (21  5)  728-21 1 2. 


Sponsored  in  cooperation  with  the 
Professional  Education  Committee  of  the 
American  Cancer  Society,  Northeast  Unit. 


I 


eanes 

Hospital 


7600  Central  Avenue 
Philadelphia,  PA  1911 
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tween  them  and  their  spouses.  “If  I 
have  a problem,”  they  say,  “my  wife  can 
handle  everything.”  Joint  tenancy  may 
be  useful  for  handling  things  like  bank 
accounts;  but  it  is  not  at  all  effective  in 
dealing  with  real  estate,  stock,  or  a myr- 
iad of  other  properties.  Financial  mat- 
ters are  one  consideration  in  whether 
you  should  establish  a power  of  attor- 
ney. 

On  the  financial  front,  a well-drafted 
power  of  attorney  can  serve  many  pur- 
poses. It  can  give  your  attorney-in-fact 
the  right  to  make  deposits  or  with- 
drawals from  bank  accounts,  open  new 
bank  accounts,  buy  or  sell  stocks, 
bonds,  or  other  securities,  enter  into 
real  estate  contracts,  access  safe  de- 
posit boxes  or  open  new  ones,  sign  tax 
returns,  create  trusts,  and  engage  in  es- 
tate planning  (e.g.,  through  gift  giving 
programs  and  the  like)— transactions 
the  principal  could  normally  do  himself, 
but  may  not  be  capable  of  doing. 

Another  area  in  which  a durable 
power  of  attorney  is  useful  is  personal 
health  care  decisions.  For  instance,  a 
durable  general  power  of  attorney  can 
give  the  attorney-in-fact  authority  re- 
garding medical  treatment;  including 
hospital  or  nursing  home  admissions; 
arrangements  for,  consents  to,  waiver 
of,  and  termination  of  any  and  all  kinds 
of  medical  procedures.  It  can  also  pro- 
vide for  payment  of  medical  bills,  or  any 
other  charges. 

Clearly,  these  are  sweeping  powers  to 
give  someone.  So,  if  you’re  in  good 
health,  why  would  you  consider  grant- 
ing such  authority  to  even  your  most 
trusted  confidant?  Statistically,  one  out 
of  every  two  Americans  will  suffer  a pe- 
riod of  prolonged  disability  during  his 


lifetime.  The  odds  are,  even  if  you  Eire 
healthy  now,  there  will  be  some  period 
of  time  when  you  will  be  disabled. 
Therefore,  you’ll  likely  need  a durable 
power  of  attorney— or  else  you’ll  be  sad- 
dled with  the  alternatives,  under  our  le- 
gal system,  of  dealing  with  incapacity. 

These  alternatives  are  not  attractive. 
“Conservatorships”  and  “guardian- 
ships” come  into  play  once  something 
has  happened.  In  almost  every  jurisdic- 
tion, to  have  a guardian  or  conservator 
appointed  requires  extensive  court 
hearings  to  prove  the  incompetency  of 
the  principal.  To  say  the  least,  this  can 
prove  embarrassing  and  very  traumatic 
for  both  the  principal  and  his  or  her 
family.  In  addition,  guardians  and  con- 
servators do  not  have  the  kind  of  in- 
vestment authority  and  wide-ranging 
powers  that  an  attorney-in-fact  can 
have  under  a well-drafted  durable  gen- 
eral power  of  attorney. 

“Well,”  you  say,  “I  can  see  the  need 
for  a durable  general  power  of  attorney. 
But,  I am  not  sure  that  I want  to  give 
someone  as  much  power  as  this.” 
Clearly,  one  can  act  to  limit  his 
attorney-in-fact,  especially  under  cer- 
tain circumstances.  However,  a few 
things  should  be  recognized. 

First,  the  primary  use  for  a durable 
general  power  of  attorney  comes  when 
you  are  incapacitated.  And,  if  you  are 
disabled,  you’d  want  someone  to  act  in 
your  stead— as  if  he  or  she  were  you. 
Generally  speaking,  this  means  giving 
the  broadest  possible  authority,  so  that 
your  attorney-in-fact  has  the  ability  to 
respond  to  changing  circumstances— as 
you  would. 

Naturally,  you  should  name  someone 
very  close  (probably  your  spouse)  as 
attorney-in-fact.  The  idea  is  to  provide 
as  much  flexibility  as  possible  in  deal- 
ing with  what  can  be  a very  difficult  sit- 


uation because  of  the  magnitude  of  the 
financial  and  personal  problems  that 
may  arise  if  you  are  incapacitated. 

Powers  of  attorney  also  are  helpful 
even  if  you  are  healthy.  If  you  are  trav- 
eling and  realize  a need  for  quick  action 
(e.g.  the  immediate  sale  of  securities), 
they  are  helpful.  Most  people,  however, 
prefer  to  use  them  only  when  there  is 
disability. 

It  is  even  possible  to  create  a “spring- 
ing” durable  general  power  of 
attorney— that  is,  one  which  only  be- 
comes effective  upon  the  principal’s  in- 
capacity. We  almost  never  recommend 
this  to  clients  because  of  the  problem  of 
determining  when  a person  is  incapaci- 
tated and  hence,  knowing  when  his 
power  of  attorney  can  be  used. 

There  is  another  problem  with  this 
“springing”  power.  Other  people  might 
be  reluctant  to  rely  on  the  attorney-in- 
fact’s  word  that  the  principal  is  incapac- 
itated. 

It  is  better  to  establish  a currently  ef- 
fective power  of  attorney,  and  let  your 
lawyer  keep  the  document  in  a safe 
place  so  that  it  can  be  pulled  out  and 
dusted  off  when  the  time  arises. 

You  can  probably  see  the  rationale  for 
having  a durable  general  power  of  attor- 
ney, but  a few  words  of  caution  are  in 
order.  Laws  concerning  execution  of 
powers  of  attorney  differ  from  state  to 
state.  In  addition,  the  powers  that  actu- 
ally can  be  granted  under  these  docu- 
ments also  vary  in  each  state.  You’ll 
need  to  speak  to  an  estate  planning  spe- 
cialist to  determine  whether  a durable 
general  power  of  attorney  is  available  in 
your  area,  what  powers  can  be  granted, 
and  the  cost  of  setting  one  up. 

Only  after  providing  for  durable  gen- 
eral powers  of  attorney  should  you  lean 
back  and  heave  a sign  of  relief— know- 
ing your  job  has  been  completed. 
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That’s  why  Dr.  Patrick  Forsythe,  an  anesthesiologist 
from  Camp  Hill,  is  proud  to  insure  with  PMSLIC. 

“Commercial  carriers  are  constantly  looking  at 
the  bottom  line.  They’ll  make  economic  deci- 
sions: 'Settle  and  get  out  of  it!’  And  if  things  get 
tough  financially,  they'll  pull 
out  of  the  state  altogether.’’ 


“But  PMSLIC  is  committed  to  Pennsylvania— and 
to  the  viewpoint  of  its  physicians.  If  you  think 
you  can  get  better  coverage  elsewhere  for  less,  you’re 
really  mortgaging  the  future." 

To  learn  more  about  PMSLIC.  call  toll-free: 

— 1-800-445-1212  and  ask 
for  ext.  99. 


PMSLIC: 

The  doctors’  choice. 
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Laura  A Pallan,  245  Melwood  Avenue,  Apartment  109,  Pitts- 
burgh 15213 

Ramesh  P.  Patel,  MD,  Internal  Medicine,  1505  Delaware  Av- 
enue, McKeesport  15131 

James  V.  Pellicane  Jr,,  120  Ruskin  Avenue,  Apartment  312, 
Pittsburgh  15213 

Jacqueline  R Peterson,  308  Ophelia  Street,  Pittsburgh 
15213 

Muralidhara  S,  Rao,  MD,  Psychiatry,  1310  Star  Ridge  Drive, 
Pittsburgh  15241 

Nancy  J.  Rennert,  1236  Denniston  Avenue.  First  Floor,  Pitts- 
burgh 15217 

Toni  M,  Robinson,  1 20  Ruskin  Avenue,  Apartment  614,  Pitts- 
burgh 15213 

Joseph  F Russo,  MD,  Obstetrics/Gynecology,  4800  Friend- 
ship Avenue,  Pittsburgh  15224 
Michael  J.  Rutigliano,  3280  Dawson  Street,  Pittsburgh 
15213 

Anne  M.  Seniow,  4720  Centre  Avenue  #4A,  Pittsburgh 
15213 

Vinod  H Shah,  MD,  Saint  Francis  Medical  Center,  45th 
Street,  Pittsburgh  15201 

David  M,  Siegel,  MD,  Internal  Medicine,  2008  Garrick  Drive, 
Pittsburgh  15235 

Stephen  M.  Treon,  311  Oakland  Avenue,  Pittsburgh  15213 
William  D.  Trusnovic  Jr,  120  Ruskin  Avenue,  Apartment  322, 
Pittsburgh  15213 

Gregory  T Tymchak,  120  Ruskin  Avenue  #419,  Pittsburgh 
15213 

Beth  A.  Vogt,  71 1 South  Negley  Avenue,  Apartment  2,  Pitts- 
burgh 15232 

Lawrence  R.  Wechsler,  MD,  Psychiatry,  329  Scaife  Hall, 
Pittsburgh  15261 

James  Weiss,  MD,  Nephrology,  1400  Smokey  Wood  Drive, 
Apartment  905,  Pittsburgh  15218 
Lewis  A Whaley,  DO,  410  Washington  Road,  Pittsburgh 
15221 

BLAIR  COUNTY 

Lance  A Lieberman,  MD,  General  Surgery,  Six  Clover  Drive, 
Hollidaysburg  16648 

Edward  J-  Sarp,  MD,  Geriatrics,  122  Clover  Drive,  Hollidays- 
burg 16648 


BUCKS  COUNTY 

Ellen  J Bischoff,  MD,  Psychiatry,  309  Vine  Street,  Perkas 
18944 

BUTLER  COUNTY 

Andres  J Jakymec,  MD,  Anesthesiology,  614  Ellswor 
Place,  Pittsburgh  15232 

CARBON  COUNTY 

Richard  C Miller,  MD.  Obstetrics/Gynecology,  Oak  Cou 
Lake  Hauto  RD  1.  Nesquehoning  18240 

CLEARFIELD  COUNTY 

Louis  H Geeraerts,  MD,  Internal  Medicine,  Three  Medic 
Center  Drive,  Philipsburg  16866 
Mark  E Kozminsky,  MD,  Dermatology,  753  Cricklewor 
Drive,  State  College  16803 

DAUPHIN  COUNTY 

Robert  G Atnip,  MD,  General  Surgery,  M S.  Hershey  Me 
Ctr,  Surg.,  Hershey  17033 

Carl  A Frankel,  MD,  Ophthalmology,  PO  Box  850,  Hershi 
17033 

ERIE  COUNTY 

Phil  C Cambe,  MD,  Physical  Medicine/Rehabilitation,  16! 

#8,  Tree  Top  Drive,  Erie  16509 
Metin  Gunduz,  MD,  General  Surgery,  1631  North  Pet 
Street,  North  East  16428 

Paula  A Gunduz,  MD,  Obstetrics/Gynecology,  1631  Nor 
Pearl  Street,  North  East  16428 
Peter  P Slabic,  MD,  Internal  Medicine,  2800  State,  Er 
16508 

FRANKLIN  COUNTY 

Michael  F Grossberg,  MD,  Pediatrics,  120  Seventh  Stret 
Suite  102,  Chambersburg  17201 

LACKAWANNA  COUNTY 

Ashokkumar  C.  Patel,  MD,  Psychiatry,  1074  Green  Hoi 
Road,  Clarks  Summit  18411 

LEBANON  COUNTY 

Madhukar  R Patel,  MD,  Urological  Surgery,  323  Cur 
berland  Street,  Lebanon  17042 
Gregory  G,  Rotz,  MD,  Internal  Medicine,  201  West  Chestn 
Street,  Palmyra  17078 

LEHIGH  COUNTY 

Jay  B Lipschutz,  DO,  Pulmonary  Diseases,  14£ 
Stoneridge  Road,  Allentown  18104 
Michael  B Melucci,  MD,  Internal  Medicine,  604  West  Fa 
mont  Street,  Coopersburg  18036 
Alice  M G.  Wong,  MD,  Obstetrics/Gynecology,  1728  Jon 
than  Street,  Allentown  18104 

LUZERNE  COUNTY 

Bruce  E Babula,  MD,  Anesthesiology,  47  Walden  Driv 
Mountain  Top  18707 

Mario  J , Cornacchione,  DO,  Family  Practice.  Geisinger  Far 
ily  Health  Ctr..  Route  309,  Dallas  Shpg.  Center.  Dali; 
18612 

Joan  M Orloski,  DO,  Internal  Medicine,  124  Stephensr 
Street,  Duryea  18642 

Dineshkumar  C.  Talati,  MD,  Internal  Medicine,  55B  Hei: 
Street,  Edwardsville  18704 

MERCER  COUNTY 

Roger  A,  Hawkins,  MD.  Pathology,  110  North  Main  Stree 
Greenville  16125 

MONTGOMERY  COUNTY 

Anita  H.  Atkins,  DO,  Obstetrics/Gynecology,  1040  Deka 
Pike,  Centre  Square  19422 

Thomas  M Fox,  DO,  618  Valley  Stream  Circle,  Langhorr 
19047 

John  S Kukora,  MD,  General  Surgery,  1245  Highland  Av 
nue.  Suite  600,  Abington  19001 
Kevin  R Melnick,  DO,  Family  Practice,  2803  Stanbridc 
Street  614B,  Norristown  19401 
Earl  E,  Sands.  MD,  Obstetrics/Gynecology,  1630  East  Hie 
Street,  Pottstown  19464 

Kurt  T Zeglen,  MD.  Diagnostic  Radiology,  2226  Oak  Te 
race,  Lansdale  19446 
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Why  pay  too  much 
For  workers’ 
compensation 
insurance? 

Dividends  for  doctors 
average  43%  per  year 
from  the  Dodson  Plan! 


\ service  approved  by 
Pennsylvania  Medical  Society 


Physicians  get  a discount  when  In  this  plan,  a dividend  is  paid 

policies  are  issued.  Then  at  year-  when  claim  costs  are  kept  low 

end,  a dividend  also  is  paid,  through  safety  on  the  job.  From 

based  on  claim  costs.  Dividends  Dodson,  you  get  prompt  service 

have  run  as  high  as  47%  and  now  with  the  personal  touch.  Write  or 
average  43%  yearly  since  1973.  phone  for  complete  details! 


LET  US  HELP  YOU  SAVE! 


Insurance  provided  by 

CASUALTY  RECIPROCAL  EXCHANGE 

Member  of  Dodson  Insurance  Group 
P.O.  Box  559,  Kansas  City,  Missouri  64141 
Call  toll-free  1-800-821-3760 
In  Missouri  1-800-892-3431 


special  feature 

Dai-Fu:  the  doctors — encounters  with  Qi 


David  Eisenberg,  MD 

Unlike  doctors  in  the  West,  Chinese 
physicians  are  not  wealthy  and 
wield  little  social  power.  They  are,  to  be 
sure,  respected  for  their  knowledge  and 
dedication,  but  they  earn  less  than  fac- 
tory workers.  On  the  average  a senior 
doctor  takes  home  59  to  115  yuan  per 
month.  This  is  equivalent  to  thirty  to 
sixty  United  States  dollars  per  month.* 
The  role  of  the  classical  Chinese  phy- 
sician, unlike  that  of  most  Western 
MDs,  was  to  teach  patients  to  maxi- 
mize health  by  living  correctly.  In  many 
instances  physicians  were  traditionally 
paid  only  as  long  as  their  patients  re- 
mained in  good  health.  When  a patient 
became  ill,  fee  payments  stopped.  The 
priority  was  clearly  to  prevent  illness 
and  maintain  well-being.  Only  when 
prevention  failed  were  therapeutic  mea- 
sures like  acupuncture  or  herbs  used  to 
restore  bodily  equilibrium. 

The  ideal  physician  in  ancient  China 
appreciated  the  superiority  of  preven- 
tion over  intervention.  Over  two  thou- 
sand years  ago  Chinese  medical 
scholars  wrote,  “The  sages  did  not  treat 
those  who  were  already  ill;  they  in- 
structed those  who  were  not  yet  ill.  To 
administer  medicines  to  diseases  which 
have  already  developed  and  to  suppress 
the  chaos  which  has  already  begun  is 
comparable  to  the  behavior  of  persons 
who  begin  to  dig  a well  after  they  are 
thirsty  and  of  those  who  begin  to  cast 
weapons  after  they  are  already  engaged 
in  battle.  Would  these  actions  not  be  too 
late?  . . . The  superior  physician  helps 
before  the  earliest  budding  of  disease. 
. . . The  inferior  physician  begins  to  help 
when  the  disease  has  already  set  in. 
And  since  his  help  comes  when  the  dis- 
ease has  already  developed,  it  is  said  of 
him  that  he  is  ignorant.”** 

According  to  traditional  theory, 
health  and  longevity  depend  not  only 
on  environment,  genetics,  and  fate  but 
also  on  style  of  living,  thoughts,  and 


* Dean  Jamison  et  al.,  “China:  The  Health  Sector,”  The 
World  Bank.  1984. 

**  The  Yellow  Emperor's  Classic  of  Internal  Medicine,  ca. 
third  century  b.c 


emotions.  This  view  spawned  a patient 
role  drastically  different  from  that  of 
most  modem  medical  consumers.  The 
patient  bore  the  primary  responsibility 
for  his  or  her  health.  Physicians  did  not 
fix  broken  bodies.  They  guided  patients 
on  personal  quests  for  optimal  physical 
and  mental  balance.  This  assistance 
came  in  the  form  of  herbs,  needles,  mas- 
sage, and,  above  all,  recommendations 
for  behavioral  modification. 

In  this  system  physicians  stood  forth 
as  role  models  of  physical  as  well  as 
mental  discipline.  In  addition  to  being 
scholars,  some  physicians  were  also 
masters  of  the  martial  arts,  especially 
the  technique  of  Qi  Gong.  Exercise, 
viewed  as  an  essential  part  of  physical 
and  mental  health,  was  a high  priority 
in  imperial  China  and  remains  a high 
priority  in  modern  China.  Athletic 
classes  are  mandatory  for  university 
students.  Each  morning  hundreds  of 
millions  of  Chinese  begin  their  day  as 
their  ancestors  did— by  exercising  at 
dawn.  Most  perform  Tai  Ji  Quan,  and 
an  increasing  number  are  taking  up  Qi 
Gong.  Some  do  calisthenics  or  jog.  In 
every  city,  in  every  park,  groups  of  peo- 
ple gather  at  5 a.m.  to  perform  the  bal- 
letlike motion  of  Tai  Ji  Quan.  To  watch 
thousands  of  Chinese,  many  of  them  in 
their  seventies  or  eighties,  exercising  in 
the  dead  of  winter  at  sunrise  is  to  wit- 
ness a celebration  of  life— a reminder  of 
the  age-old  maxim  that  life-style  is  an 
essential  part  of  health. 

While  at  Harvard  Medical  School  I 
listened  to  countless  lectures  describing 


Dr.  Eisenberg,  while  still  a student  at  Har- 
vard Medical  School,  was  the  first  medical 
exchange  student  to  the  People's  Republic  of 
China.  His  book,  “ Encounters  with  Qi— 
Exploring  Chinese  Medicine,  ” is  based  on  his 
experiences  during  that  year.  He  continued 
his  study  of  Chinese  medicine  during  his  resi- 
dency in  internal  medicine  and  continues  it 
now  at  Harvard,  where  he  is  a research  fellow 
in  behavioral  medicine.  His  book  was  pub- 
lished in  the  fall  of  1985  by  W.W.  Norton  & 
Company,  New  York. 


the  complicated  pathophysiology  of  dis- 
ease. Sometimes  I asked  questions 
about  the  relation  between  diseases  and 
life-style  or  psychological  state.  “We 
don’t  really  know,”  one  professor  would 
say  while  presenting  the  latest  research 
data  on  a particular  disease.  “There  are 
no  good  studies  available.  Those  which 
have  been  done  are  equivocal,”  another 
would  say,  referring  to  a different  dis- 
ease. Some  faculty  were  less  diplomatic: 
“Your  questions  are  irrelevant  to  this 
discussion.”  My  teachers’  lack  of  inter- 
est in  discussing  the  relation  between 
one’s  life-style  or  mental  state  and  the 
disease  process  was  another  example  of 
the  fundamental  difference  between  the 
Chinese  and  Western  medical  systems. 

The  dichotomy  of  “traditional  Chi- 
nese doctor”  and  “modem  Western  doc- 
tor” did  not  exist  in  China  until  the  late 
nineteenth  century,  when  Western  medi- 
cine was  formally  introduced  to  the 
empire.  American,  European,  and  Japa- 
nese physicians  established  Western- 
style  practices  and  built  hospitals  in  the 
major  cities  of  China.  Fifty-six  Western 
medical  colleges  existed  in  China  before 
1949.  Some  were  run  by  state  or  provin- 
cial governments  and  others  by  mis- 
sionaries or  foreign  organizations  like 
Harvard,  Yale,  St.  John’s  University, 
and  the  Rockefeller  Foundation.  Gradu- 
ates from  these  institutions  were  la- 
beled “doctors  of  Western  medicine”  to 
distinguish  them  from  doctors  of  tradi- 
tional Chinese  medicine.* 

In  the  period  from  1900  to  1949  West- 
ern medicine  grew  increasingly  popular, 
particularly  among  the  ruling  class.  At 
the  same  time  leaders  of  traditional 
medicine  and  of  Western  medicine  re- 
peatedly denounced  one  another.  Al- 
though most  Chinese  still  preferred  tra- 
ditional medicine,  the  Nationalist 
government  under  Chiang  Kai-shek 
passed  legislation  to  outlaw  traditional 

* For  a more  complete  discussion  of  the  history  of  West- 
ern medicine  in  China,  see  Dean  Jamison  et  al.,  ‘‘China: 
The  Health  Sector,”  The  World  Bank,  1984,  and  Mary 
Brown  Bullock,  An  American  Transplant:  The  Rocke- 
feller Foundation  and  Peking  Union  Medical  College 
(Berkeley:  University  of  California  Press,  1980). 
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medicine  on  the  grounds  that  it  was 
backward  and  riddled  with  supersti- 
tion. Traditional  medical  practices  con- 
tinued, however,  and  the  majority  of 
Chinese  held  on  to  their  belief  that  tra- 
ditional techniques  were  superior  to 
those  of  Western  medicine. 

After  the  Communists  came  to  power, 
in  1949,  there  was  a shortage  of 
Western-trained  physicians.  Only 

38.000  doctors  of  Western  medicine 
served  a population  of  500  million.  The 
ratio  of  doctors  to  patients  was  1 per 

13.000  (compared  with  1 per  500  in  the 
United  States  at  that  time).  But  there 
were  nearly  300,000  doctors  of  tradi- 
tional medicine.  Furthermore,  tradi- 
tional medicine  was  the  preferred 
method  of  healing  for  the  majority  of 
the  population. 

At  the  First  National  Health  Confer- 
ence, in  1950,  Chairman  Mao  Ze-dong 
called  for  the  integration  of  Chinese  and 
Western  medicine:  “Unite  all  medical 
workers  young  and  old  of  the  tradi- 
tional and  Western  schools  to  organize  a 
solid  front.  We  must  strive  for  the  de- 
velopment of  the  people’s  health  work.” 

Over  the  next  fifteen  years  (1950 
through  1965)  the  People’s  Republic  of 
China  took  an  idealistic  and  unconven- 
tional approach  toward  health  care.  It 
emphasized  that  medicine  must  serve 
the  people— China’s  “peasants,  work- 
ers, and  soldiers.”  Preventive  medicine 
received  priority  over  interventional 
medicine.  Major  health  problems,  such 
as  infectious  diseases,  were  to  be  eradi- 
cated by  means  of  massive  public  cam- 
paigns. 

In  1965  the  Cultural  Revolution  radi- 
cally altered  China’s  medical  policy. 
During  the  chaotic  years  1966-1971,  all 
medical  schools  were  closed.  When  they 
reopened,  in  1972,  medical  curricula  for 
schools  of  Western  medicine  and 
schools  of  traditional  medicine  were 
shortened  from  six  years  to  three.  One 
of  those  three  years  was  to  be  spent  in 
the  countryside  or  in  factories.  Approxi- 
mately one-third  of  the  faculty  of  all 
medical  schools  and  one-third  of  the 


staff  of  all  urban  hospitals  were  sent  to 
the  countryside  with  the  objective  of 
“making  city  dwellers  aware  of  the 
peasant’s  life  and  problems,  of  keeping 
urbanites  physically  fit,  and  of  promot- 
ing a sense  of  involvement  at  the  grass- 
roots level.”*  Medical  students  were 
selected  by  the  communities  they 
served,  on  the  basis  not  of  academic 
performance  but  of  motivation,  ideol- 
ogy, and  a dedication  to  “serve  the  peo- 
ple.” The  classical  examination  system 
was  assailed  by  proponents  of  the  Cul- 
tural Revolution,  and  all  certification 
examinations  were  abolished.  These  ex- 
traordinary measures  were  consistent 
with  the  philosophy  of  the  time  (1972— 
1976),  when  it  was  far  better  to  be 
“Red”  than  “expert.” 

In  1976,  with  the  deaths  of  Zhou  En- 
lai  and  Mao  Ze-dong  and  with  the  over- 
throw of  the  infamous  Gang  of  Four, 
the  entire  Chinese  medical  system  was 
once  again  reexamined.  A system  of  en- 
trance examinations  was  reestablished 
in  1977.  Curricula  were  expanded  from 
three  years  to  five  or  six.  In  1979  the 
Capital  Hospital  Medical  College  in 
Beijing  began  an  eight-year  training 
program  that  emphasized  biomedical 
research.  Traditional  Chinese  medical 
colleges  were  once  again  totally  sepa- 
rated from  Western-style  medical  col- 
leges, and  their  curricula  were  length- 
ened to  five  or  six  years.  The  pendulum 
had  swung  back  again. 

Today  one-fifth  of  China’s  medical 
students  are  enrolled  in  colleges  of  tra- 
ditional Chinese  medicine  while  the 
other  four-fifths  attend  colleges  of 
Western  medicine.  Doctors  of  Western 
medicine  currently  outnumber  doctors 
of  traditional  medicine  almost  two  to 
one.**  Students  of  traditional  medicine 
receive  only  minimal  instruction  in  the 
basics  of  Western  medical  science;  con- 


*  T.O.  Cheng  et  al.,  “Medical  Education  and  Practice  in 
the  People’s  Republic  of  China,”  Annals  of  Internal 
Medicine  83  (1975):  716-24. 

**  The  approximate  numbers  in  1982  were  303,000  doc- 
tors of  traditional  medicine  and  557,000  doctors  of 
Western  medicine.  See  the  Statistical  Yearbook  of 
China  (Beijing:  State  Statistical  Bureau,  1983). 


versely,  students  at  Western  medical 
colleges  graduate  with  no  more  than  a 
rudimentary  understanding  of  tradi- 
tional Chinese  medicine.  According  to 
data  from  the  Ministry  of  Public 
Health,  there  are  only  2,000  doctors 
with  training  in  both  traditional  and 
Western  medicine.t 

These  are  the  facts,  figures  and  policy 
changes  that  made  their  way  into  pres- 
tigious medical  journals.  But  they  fail 
to  give  a complete  picture  of  China’s 
medical  workers.  They  do  not  tell  the 
whole  story  of  what  life  has  been  like  for 
doctors  in  modern  China. 

During  1979  and  1980  I was  a stu- 
dent of  traditional  Chinese  medicine  by 
day  and  a teacher  of  English  by  night. 
Three  evenings  a week,  a black  Russian- 
built  sedan  taxi  met  me  at  the  gates  of 
the  Beijing  Institute  of  Traditional  Chi- 
nese Medicine  and  dropped  me  off  at  ei- 
ther the  Capital  Hospital  or  the  Beijing 
Second  Medical  College.  These  were 
Western-style  medical  centers  staffed 
predominantly  by  doctors  of  Western 
medicine.  I had  volunteered  to  teach 
English  to  the  faculty  of  both  institu- 
tions. The  two  hundred  physicians  I 
met  were  eager  to  improve  their  conver- 
sational English.  I was  grateful  for  the 
opportunity  to  get  to  know  these  men 
and  women  personally  and  to  share 
thoughts  about  life  in  our  respective 
medical  systems. 

I gave  my  classes  in  an  old  lecture 
hall  and  in  a run-down  research  labora- 
tory where  doctors  sat  in  crowded  rows 
of  wooden  desks.  I stood  before  a chalk- 
board and  behind  a podium  while  reel- 
to-reel  tape  recorders  (cassettes  had  not 
yet  reached  Beijing)  captured  every 
word.  Our  conversations  ranged  far  and 
wide — over  personal  background,  medi- 
cine, politics,  daily  life  . . . you  name  it. 
For  every  class  I prepared  a talk  on  a 
specific  aspect  of  medicine  as  it  per- 
tained to  physicians  in  the  United 
States,  and  in  the  next  class  the  Chi- 


t Dean  Jamison  et  al.,  “China:  The  Health  Sector,”  The 
World  Bank,  1984,  p.  143. 
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‘The  role  of  the  classical  Chinese  physician,  unlike  that  of  most 
Western  MDs,  was  to  teach  patients  to  maximize  health  by 
living  correctly.  In  many  instances  physicians  were  traditionally 
paid  only  as  long  as  their  patients  remained  in  good  health.’ 


nese  presented  brief  essays  in  English 
on  facets  of  the  physician’s  life  and 
work  in  China.  I corrected  their  gram- 
mar, spelling,  and  pronunciation,  and 
they  in  turn  helped  me  with  my  Chi- 
nese. 

The  first  week  of  class,  I delivered  a 
long  autobiographical  sketch  and 
asked  the  doctors  to  prepare  their  auto- 
biographies for  me. 

Essay  No.  1:  My  Autobiography 

“Fifty  years  ago,  I was  born  in  the 
beautiful  city  of  Suzhou.  ...  I gradu- 
ated from  the  Shanghai  Second  Medical 
College,  formerly  known  as  the  Medical 
College  of  St.  John’s  University,  in 
1955.  The  name  of  the  high  school  I 
graduated  from  was  the  Vincent  Mille 
Academy  of  Suzhou. 

“Before  I went  to  primary  school,  my 
father  began  to  teach  me  English.  But 
during  the  years  of  the  Pacific  Ocean 
war,  I could  learn  only  Japanese  as 
Suzhou  was  overrun  by  the  Japanese 
imperialists.  I used  my  English  in  my 
medical  training.  Then,  as  was  the  cus- 
tom in  the  early  1950s,  I began  to  learn 
Russian. 

“Before  1966,  I worked  and  studied 
very  hard  and  happily  and  followed  the 
journals  of  the  United  States  and  the 
United  Kingdom.  I wrote  articles  about 
my  own  specialty.  But  all  of  these  en- 
deavors were  considered  faults  to  be 
harshly  criticized  under  the  control  of 
the  Gang  of  Four.  This  criticism  led  to 
great  hardship. 

“Although  I like  the  arts,  especially 
photography,  I am  now  too  busy  to  take 
up  these  hobbies,  as  I am  learning  En- 
glish again,  and  I am  also  an  editor  of 
the  Beijing  Medical  Journal.  I always 
have  a lot  of  things  to  do  for  my  hospi- 
tal. 

“I  write  English  very  poorly  since  I 
have  not  had  the  chance  to  use  it  for 
thirty  years. 

“I  am  anxious  to  learn  the  modern 
knowledge  from  the  USA  and  will  be 
very  grateful  for  your  corrections  in- 
deed!’’ 

Physicians  who  began  medical  school 
before  liberation  (1949)  needed  a work- 
ing knowledge  of  English.  They  were 


taught  medicine  by  American  and  Eu- 
ropean physicians  who  spoke  no  Chi- 
nese. Physicians  fifty  and  older  received 
excellent  medical  training  and  kept  up 
with  the  international  literature  until 
the  Cultural  Revolution  (1966),  when 
they  were  criticized  for  being  “intellec- 
tual elitists”  who  suffered  from  “West- 
ern influences.”  Most  of  these  elder 
physicians  were  sent  to  the  countryside 
for  a period  of  “reeducation.”  Having 
survived  the  horrors  of  that  era,  these 
men  and  women  regained  positions  of 
leadership  and  are  currently  redirecting 
China’s  Western  medical  system. 

Autobiography  No.  2: 

Self-introduction  for  friendship 

“I  was  born  in  a factory  worker’s  fam- 
ily in  1938.  I am  the  littlest  child  in  our 
family.  I learned  Russian  in  the  1950s 
but  am  self-taught  in  my  English. 

“I  graduated  from  medical  college  in 
1964.  My  specialty  is  surgery.  From 
1970  to  1977  during  the  mid-stage  of 
the  great  Cultural  Revolution,  I was 
sent  to  a commune  hospital  in  the 
northwest  countryside.  Medical  stu- 
dents were  also  sent.  This  was  called 
‘the  integration  between  serving  and 
studying.’  I was  the  head  of  our  little 
hospital  located  in  a mountain  region. 

“My  purpose  for  being  there  was  to 
reeducate  and  serve  the  poor  and  lower- 
middle  peasants.  Life  there  was  very 
difficult,  and  the  people  worked  very 
hard.  Before  we  went  there,  the  hygiene 
of  the  people  was  poor  and  many  died. 
There  were  no  doctors  there  to  treat 
them,  so  people  often  looked  to  medi- 
cine men  or  witches. 

“After  we  came  to  know  the  misera- 
ble conditions  of  the  region,  my  com- 
panions and  I decided  to  overcome  our 
difficulties.  We  established  an  operating 
room,  bought  or  borrowed  equipment, 
and  saved  hundreds  of  patients. 

“We  also  organized  a mobile  medical 
team  to  make  rounds  on  patients  who 
could  not  go  to  the  hospital.  We  trav- 
eled every  day  to  one  house  after  an- 
other. Sometimes  we  could  only  see  one 
or  two  patients  each  day.  We  propa- 
gated hygienic  knowledge,  trained  the 
barefoot  doctors,  and  carried  out  birth 


control  and  preventive  inoculations.  Be- 
cause of  our  works,  we  won  praise  and 
respect  from  the  masses. 

“Of  course,  in  the  ten-year  catastro- 
phe of  the  Cultural  Revolution,  Chinese 
intellectuals  (and  this  includes  doctors) 
had  a very  low  position  in  society.  Too 
much  time  was  wasted. 

“But  I think  that  adverse  circum- 
stances are  the  best  exercises  for  a per- 
son. And  so  it  is  to  me.” 

Physicians  in  their  forties  attended 
medical  school  during  the  1950s,  an  era 
when  relations  between  China  and  the 
Soviet  Union  were  at  their  best.  These 
physicians  learned  Russian  but  not  En- 
glish. Their  preliminary  medical  educa- 
tion was  sound,  but  their  advanced 
training  suffered  considerably  because 
of  their  reassignment  during  the  Cul- 
tural Revolution. 

Autobiography  No.  3: 

Name:  Cai  Hong,  age:  29 

“I  graduated  from  middle  school  in 
1967.  Because  of  the  Cultural  Revolu- 
tion, I was  deprived  of  the  opportunity 
to  further  my  studies  and  went  to  work 
on  a farm  in  Heilongjiang  Province, 
northeast  of  Mongolia.  I was  only  16 
years  old,  and  although  the  manual  la- 
bor was  interesting  and  I was  in  excel- 
lent health,  it  was  unfortunate  that  I 
was  not  allowed  to  study. 

“After  working  on  the  farm  for  four 
and  a half  years,  I went  to  work  in  a 
hospital  as  a laborer.  This  hospital  had 
been  built  for  oil  workers. 

“Fortunately,  in  1976  a training  class 
in  medicine  was  established.  It  was  dif- 
ferent from  a true  medical  college.  For 
example,  work  in  the  hospital  was  con- 
sidered more  important  than  studying 
textbooks  and  the  duration  of  school 
courses  was  shorter  than  conventional 
medical  college. 

“I  started  learning  to  be  a doctor.  We 
studied  preclinical  courses  but  only  for 
a short  period  of  eight  months.  After 
that  we  learned  and  worked  for  three 
months  in  clinical  medicine  and  surgery, 
one  and  one  half  months  in  pediatrics 
and  gynecology,  and  two  weeks  only  in 
ophthalmology,  otolaryngology,  and 
dermatology. 
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“In  addition,  we  all  went  to  Mt.  Tang 
to  help  victims  of  a natural  calamity— a 
great  earthquake. 

“After  two  years  of  study,  I gradu- 
ated and  was  appointed  to  work  as  an 
intern  in  the  department  of  medicine  for 
one  year.  Because  my  knowledge  of  ba- 
sic science  was  poor,  I wanted  to  study 
it  deeper.  I prepared  for  the  national 
postgraduate  examination  and  did  my 
best  to  get  an  excellent  mark.  I was 
glad  that  I passed,  and  since  October 
1979  I have  been  a postgraduate  stu- 
dent. 

“My  specialty  is  biochemistry.  My 
task  of  study  is  the  nucleic  acid  metabo- 
lism and  protein  synthesis  of  cancer. 
My  greatest  interest  is  in  molecular  bi- 
ology. I have  little  professional  experi- 
ence because  of  my  background.” 

The  youngest  generation  of  Chinese 
doctors,  those  now  in  their  thirties, 
studied  medicine  during  the  most  tu- 
multuous years  of  modern  China.  Their 
education  was  fragmented  from  begin- 
ning to  end.  Their  last  years  in  second- 
ary school  were  disrupted  because  of 
the  initial  turmoil  of  the  Cultural  Revo- 
lution. The  select  few  who  were  granted 
an  opportunity  to  study  medicine  did  so 
in  commune  clinics  or  in  factory  hospi- 
tals, learning  whatever  they  could  from 
mobile  medical  teams  and  precious 
medical  texts.  Thousands  of  these  doc- 
tors spent  five  to  ten  years  in  the  coun- 
tryside performing  physical  labor  while 
contending  with  a complex,  constantly 
changing  political  hierarchy.  Those  who 
learned  English  studied  it  on  their  own 
through  books  and  occasional  English- 
language  radio  broadcasts. 

What  sets  this  youngest  generation 
of  doctors  apart  from  those  in  their  for- 
ties, fifties,  and  sixties  is  not  the  high 
degree  of  personal  suffering  but  the  in- 
adequacy of  their  medical  training. 
With  no  more  than  two  or  three  years  of 
formal  medical  education,  these  men 
and  women  were  expected  to  perform 
like  competent  clinicians.  Even  the 
most  industrious  and  dedicated,  Cai 
Hong  among  them,  could  not  master  all 
of  medicine  in  two  years. 

Since  1979  these  younger  physicians 
have  been  encouraged  to  attend  “post- 


‘For Chinese  doctors  . . . neither  wealth  nor  status  nor  power  is 
guaranteed  with  the  job.  If  Chinese  doctors  lose  sight  of  their 
love  for  medicine  or  their  desire  to  be  of  service  to  others,  then 
they  are  left  with  nothing.’ 


graduate”  training  programs.  The  term 
postgraduate  is  a bit  of  a euphemism. 
These  younger  doctors  are  indeed 
“graduates,”  but  they  are  the  first  to 
admit  that  their  medical  education  has 
been  inadequate,  and  they  are  eager  to 
“restudy”  medical  basics,  which  they 
never  fully  mastered.  Those  who  pass  a 
qualifying  examination  will  have  this 
opportunity  in  a series  of  custom- 
tailored  “postgraduate  training  pro- 
grams.” 

Autobiography  No.  4: 

The  barefoot  doctor 

“My  name  is  Sun  Li-zhe.  I am  28 
years  old.  I graduated  from  a junior 
middle  school  attached  to  Xin  Hu  a Uni- 
versity in  1967.  After  graduation  I 
went  to  the  countryside  as  an  ‘educated 
youth.’  I was  16.  I lived  and  worked  in 
the  Yenan  Mountains  for  ten  years. 

“The  second  year  after  my  arrival  I 
was  selected  as  a barefoot  doctor  by  the 
local  villagers.  I had  to  learn  medical 
knowledge  and  skills  in  a self-taught 
way. 

“I  was  trained  but  only  for  three 
months  by  a People’s  Liberation  Army 
medical  team.  With  the  help  of  the  local 
peasants  and  other  barefoot  doctors,  we 
set  up  a cooperative  medical  clinic  and 
treated  a number  of  diseases. 

“Last  year  I was  accepted  by  the 
Beijing  Second  Medical  College  as  a 
postgraduate  student.  My  specialty  is 
surgery  of  the  liver,  gall  bladder,  and 
pancreas.” 

Sun  Li-zhe,  who  became  one  of  my 
closest  friends,  was  being  modest  in 
this  initial  autobiographical  essay.  He  is 
in  fact  something  of  a modern  Chinese 
hero. 

After  being  chosen  the  local  “bare- 
foot doctor”  in  the  mountains  of  north- 
west China,  the  18-year-old  Sun  Li-zhe 
was  given  a copy  of  the  Barefoot  Doc- 
tor's Manual,  a few  needles,  and  a few 
herbs;  so  armed,  he  was  expected  to  de- 
liver primary  medical  care  to  the 
masses. 

Sun  Li-zhe  realized  that  his  self- 
taught  medical  skills  were  inadequate. 
Acutely  ill  patients  in  need  of  surgical 


intervention  (especially  those  suffering 
from  gall  stones  or  appendicitis)  died 
before  they  could  reach  the  nearest  hos- 
pital. Sun  Li-zhe  took  it  upon  himself  to 
do  something  about  this  calamity.  He 
acquired  several  surgical  textbooks  and 
studied  them  diligently. 

He  then  attempted  abdominal  opera- 
tions on  dogs,  pigs,  and  chickens.  His 
materials  were  makeshift,  his  operating 
conditions  primitive.  After  much  prepa- 
ration Sun  Li-zhe  performed  his  first  op- 
eration on  a patient.  With  the  equiva- 
lent of  only  a high  school  education  and 
three  months  of  formal  medical  train- 
ing, Sun  Li-zhe  removed  the  appendix 
of  an  acutely  ill  woman  and  saved  her 
life.  During  the  ten  years  that  Sun  Li- 
zhe  lived  in  Yenan,  he  performed  more 
than  one  hundred  major  abdominal  op- 
erations, incurred  no  serious  complica- 
tions, and  saved  many  lives.  His  profes- 
sional skill  and  his  irrepressible  desire 
to  “serve  the  people”  earned  him  na- 
tional acclaim. 

Like  Cai  Hong,  Sun  Li-zhe  taught 
himself  English  and  prepared  for  the 
rigorous  entrance  examinations  that 
would  allow  him  to  return  to  Beijing  as 
a “postgraduate  student.”  He  passed 
these  examinations  at  such  a high  level 
that  he  was  permitted  to  enroll  as  a 
postgraduate  trainee  without  ever  hav- 
ing actually  attended  medical  school. 

Sun  Li-zhe  is  currently  an  exchange 
student  living  in  the  United  States  and 
studying  advanced  immunology.  He 
hopes  someday  to  realize  a lifelong 
dream  by  working  as  a transplant  sur- 
geon in  Beijing. 

The  motivation  of  young  people  who 
become  physicians  is  a complicated  sub- 
ject. For  some  doctors  in  China  and  the 
West,  the  answer  is  simple:  overt  family 
pressure. 

Autobiography  No.  5: 

“Why  I am  a doctor ” 

“You  asked  in  your  last  class  what  it 
is  that  makes  people  want  to  become  a 
doctor.  My  father  is  a doctor.  His  father 
is  a doctor.  My  mother  is  a nurse.  My 
younger  brother  is  a doctor  of  tradi- 
tional medicine.  My  bigger  younger  sis- 
ter is  a doctor,  my  little  younger  sister 
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special  feature 

is  a nurse,  my  wife  is  a pediatrician,  and 
my  brother-in-law  is  a doctor  too!  Ev- 
eryone in  my  family  except  my  oldest 
brother  is  a doctor  or  a nurse.  For  me  to 
study  medicine  is  an  easy  decision.” 

The  physicians  in  my  English  classes 
were  surprised  to  learn  that  American 
MDs  have  the  freedom  to  select  what- 
ever specialty  they  choose  and  to  set  up 
practice  wherever  they  like.  In  China 
such  decisions  rest  on  complicated 
quota  systems  established  by  national 
plenary  commissions.  The  final,  nitty- 
gritty  decisions  as  to  which  medical 
graduates  are  assigned  to  which  spe- 
cialties and  where  each  will  be  sent  to 
work  are  made  by  special  committees  of 
political  leaders  and  medical  personnel. 
When  I asked  the  doctors  in  my  classes 
for  details  about  who  sat  on  these  pow- 
erful committees  and  how  they  reached 
their  decisions,  I was  told,  “We  don’t 
honestly  know  those  details.  Our  politi- 
cal leaders  know,  but  we  are  not  told.” 

In  time  the  doctors  in  my  English 
classes  became  my  friends.  It  is  rare  for 
Chinese  to  invite  foreign  guests  into 
their  apartments.  Most  feel  that  their 
living  conditions  are  too  poor  to  serve 
as  a suitable  place  for  entertainment  of 
this  kind.  After  a couple  of  months,  my 
new  friends  put  aside  their  pride  and  in- 
vited me  in. 

The  physicians’  apartments  were 
akin  to  inner-city  tenements,  tiny  one- 
or  two-bedroom  flats,  most  without  a 
private  bathroom.  A desktop  doubled 
as  a cooking  surface,  the  bedroom  was 
also  the  sitting  room,  and  the  kitchen 
was  smaller  than  an  American  closet. 
Physicians  owned  bicycles  but  no  cars. 
Like  everyone  else  in  China,  they 
needed  ration  coupons  to  buy  rice  or 
cotton  garments. 

The  living  conditions  of  my  physician 
friends  emphasize  yet  another  differ- 
ence between  medicine  as  it  is  practiced 
in  China  and  in  the  West.  In  America 
students  appear  at  their  medical  school 
interviews  gushing  with  altruism.  “I 
want  to  help  people;  I want  to  direct  my 
interests  in  science  toward  skills  which 
will  help  others;  I like  working  with  peo- 
ple and  want  to  help.”  These  words  are 
spoken  with  the  deepest  conviction.  Un- 
fortunately, during  eight  or  ten  or  fif- 
teen years  of  training,  many  American 
doctors  grow  callous  and  lose  their  pas- 
sion for  helping  others.  They  are  se- 
duced by  wealth  or  status  or  prestige, 
or  they  are  just  too  exhausted  to  con- 
tinue caring.  For  Chinese  doctors,  how- 


ever, there  is  no  room  for  a change  of 
heart.  Neither  wealth  nor  status  nor 
power  is  guaranteed  with  the  job.  If 
Chinese  doctors  lose  sight  of  their  love 
for  medicine  or  their  desire  to  be  of  ser- 
vice to  others,  then  they  are  left  with 
nothing. 

Happily,  there  is  no  shortage  of  life’s 
simpler  pleasures  in  China.  My  doctor 
friends  invited  me  to  spend  weekends 
with  them  cooking,  lingering  in  muse- 
ums, or  taking  long  walks  around  the 
Forbidden  City  or  the  Summer  Palace. 
Sun  Li-zhe,  the  famous  barefoot  doctor, 
was  a fishing  addict  and  called  me 
weekly  to  go  fishing  with  him. 

A typical  experience  with  Sun  Li-zhe 
began  at  6:30  a.m.  at  the  front  gates  of 
Beijing  University.  He  would  be  waiting 
there  on  his  bicycle  wearing  his  wrin- 
kled navy-blue  Mao  jacket  and  match- 
ing pants,  carrying  his  barefoot  doc- 
tor’s pack  jammed  with  food  and  bait 
and  extra  tackle.  His  crew  cut  was  al- 

*The  dichotomy  of  “traditional 
Chinese  doctor”  and  “modern 
Western  doctor”  did  not  exist 
in  China  until  the  late 
nineteenth  century,  when 
Western  medicine  was 
formerly  introduced  to  the 
empire.’ 

ways  in  need  of  a trim,  his  thick  glasses 
listed  to  one  side,  and  his  body  was  in 
perpetual  motion.  Blessed  with  the  en- 
ergy of  ten  men  and  known  to  be  as  mis- 
chievous as  ten  children,  Sun  Li-zhe  was 
ever  prepared  for  fun. 

We  would  bike  together  to  the  Sum- 
mer Palace  and  make  our  way  toward 
the  reservoir  behind  the  lake.  In  April 
the  magnolia  trees  were  in  full  bloom. 
By  seven  in  the  morning  there  were  al- 
ready tens  of  thousands  of  visitors  who 
had  come  to  enjoy  the  magnificent  flow- 
ers. We  would  push  our  way  past  the 
palace  grounds  and  walk  beyond  the  fa- 
mous marble  boat  and  water  lily  ponds. 
Crossing  a small  bridge,  we  would  come 
to  the  reservoir  that  Sun  Li-zhe  knew  to 
be  the  best  fishing  spot. 

Along  the  water’s  edge  for  a mile  or 
more  sat  dozens  of  solitary  fishermen 
separated  from  one  another  by  twenty 
or  thirty  yards.  Each  had  two  or  three 
homemade  fishing  rods  prepared  from 
bamboo  poles  attached  to  string.  There 
were  a couple  of  primitive  spinning 
reels— handmade,  of  course.  The  fisher- 
men put  a bit  of  cornmeal  on  their 


hooks,  cast  out  their  lines,  then  stuck 
the  butt  of  their  rods  in  the  ground,  put 
their  hands  in  their  pockets,  and 
waited.  It  was  peaceful  by  that  reser- 
voir. No  radios  blaring,  no  beer  cans 
popping,  just  silence  and  the  smell  of 
springtime. 

Unlike  the  other  fishermen,  Sun  Li- 
zhe  approached  fishing  with  the  indomi- 
table zeal  he  applied  to  medicine.  He 
changed  bait  every  five  minutes,  ma- 
neuvered his  poles  every  which  way,  and 
paced  the  waterfront  inspecting  other 
people’s  catches.  I had  asked  my  family 
to  send  me,  as  a gift  for  Sun  Li-zhe,  an 
American  fishing  rod  and  reel.  When  I 
handed  it  to  him,  he  cradled  it  in  his 
hands  as  if  he  were  holding  the  crown 
jewels  of  London  and  said  “Oh,  this  is 
the  most  beautiful  gift  in  the  world.  I 
don’t  know  what  to  say.”  Then  his  devil- 
ish humor  emerged:  “There  is  one  horri- 
ble thing  about  this  gift,  though.  I’m 
afraid  I may  have  a relapse  of  the 
dreaded  fishing  sickness.” 

“Fishing  sickness?”  I asked.  “Yes. 
Years  ago,  while  I was  in  the  mountains 
of  Yenan,  I never  told  you  this,  but  I 
was  stricken  with  the  fishing  sickness. 
Whenever  I was  sick  my  mind  was  filled 
only  with  thoughts  of  fishing  and  noth- 
ing else.  It  is  a very  serious  condition, 
and  the  symptoms  can  be  very  severe. 
There  is  no  cure.  This  rod  and  reel  may 
weaken  me.  I may  have  a relapse.  Well, 
I will  try  not  to  blame  you,  as  you  did 
not  know  of  my  illness.” 

Many  a weekend  Sun  Li-zhe  and  I sat 
on  the  banks  of  that  Beijing  reservoir, 
casting  out  cornmeal  with  one  fi- 
berglass rod  and  three  Stone  Age  poles. 
We  drank  plum  wine  and  ruminated 
about  medicine  on  our  opposite  sides  of 
the  globe. 

To  my  surprise,  Sun  Li-zhe  and  other 
doctors  of  Western  medicine  seldom 
had  contact  with  doctors  of  traditional 
medicine.  Western-style  physicians  sent 
to  the  countryside  saw  traditional  medi- 
cine firsthand,  but  they  rarely  used  acu- 
puncture, herbal  medicine,  massage, 
and  other  applications  of  Qi.  Doctors  of 
Western  medicine  were  intrigued  by  tra- 
ditional practices,  yet  they  could  not 
condone  them  unconditionally.  They 
worked  in  separate  facilities  and  did  not 
refer  patients  to  traditional  doctors. 
They  doubted  traditional  medicine’s  al- 
leged efficacy  and  voiced  skepticism 
about  reports  of  Qi-related  phenomena. 
Traditional  doctors  were  understand- 
ably frustrated  by  their  inability  to  gain 
professional  recognition  from  their 
Western-oriented  medical  colleagues.  □ 
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Polk  County  Medical  Association 
SPRING  SEMINAR 

Grenelefe  Resort  — (Haines  City)  Florida 

Convenient  to  both  the  Orlando  (closer)  and  Tampa  (approximately  one  hour)  airports. 
Grenelefe  is  centered  in  Florida's  "Vacation  Wonderland.  ’"  Within  30-45  minutes  driving  time 
to  Walt  Disney  World's  Epcot  Center  and  Magic  Kingdom,  Cypress  Gardens,  Sea  World  and  Cir- 
cus World.  If  you  're  driving  take  1-4  to  U.S.  27 , south  12  miles  to  SR  546  East. 

Friday,  Saturday  and  Sunday 
May  16,  17  and  18,  1986 

This  seminar  has  been  designed  for  physicians,  office  staff,  hospital  nursing  and  administrative  staffs  as 
well  as  technicians,  medical  students,  interns  and  residents.  There  is  no  registration  fee  for  allied  health 
personnel  but  registration  is  imperative. 

Continuing  Medical  Eduation:  AMA  Category  1 — 11  hours;  this  program  has  been  reviewed  and  is  accept- 
able for  IOV2  Prescribed  hours  by  the  American  Academy  of  Family  Physicians;  nursing  credit  applied  for. 


— PROGRAM  — 


Friday,  May  16 

Stanley  C.  White,  MD,  Senior  Scientist,  Bio- 
medical and  Environmental  Laboratories, 
Kennedy  Space  Center,  Satellite  Beach,  FL 

Saturday,  May  17 

Disciplining  the  Impaired  Physician 
Joseph  Lawrence,  Esquire,  Chief  Attorney 
and  Director,  Division  of  Regulation,  Depart- 
ment of  Professional  Regulation,  Talla- 
hassee, FL 

J.  Darrell  Shea,  MD,  Chairman,  Florida 
Board  of  Medical  Examiners,  Orlando,  FL 
Donald  Weidner,  Esquire,  Associate  Gen- 
eral Counsel,  Florida  Medical  Association, 
Jacksonville,  FL 

Roger  A.  Goetz,  MD,  Medical  Director,  Flor- 
ida Medical  Foundation  Impaired  Physicians 
Program,  Jacksonville,  FL 

Risk  Management 

Patrice  Taverniere,  Senior  Health  Care 
Risk  Management  Representative,  St.  Paul 
Insurance;  Chairman,  Health  Care  Risk  Man- 
agement Advisory  Committee  for  Depart- 


ment of  Insurance,  State  of  Florida,  Orlando, 
FL 

Leilani  Kicklighter,  Risk  Management, 
Miami  General  Hospital,  President,  Florida 
Society  for  Hospital  Risk  Management, 
Miami,  FL 

Robert  C.  McCurdy,  Esquire,  Staff  Attor- 
ney and  House  Counsel,  Lee  Memorial  Hos- 
pital, Fort  Myers,  FL 

John  C.  Kruse,  MD,  Anesthesiology,  Jack- 
sonville, FL 

Sunday,  May  18 

James  Sammons,  MD,  AMA  Executive 
Vice-President 

Neurology  of  Golden  Years 

Melvin  Greer,  MD,  Chairman,  Department 
of  Neurology,  University  of  Florida,  Gaines- 
ville, FL 

Peritz  Scheinberg,  MD,  Chairman,  Depart- 
ment of  Neurology,  University  of  Miami,  FL 

Daniel  Traviesa,  MD,  Neurologist,  Watson 
Clinic,  Lakeland,  FL 


Co-sponsored  by  the 
Florida  hospital  Associ- 
ation, Lakeland  Re- 
gional Medical  Center, 
Winter  Haven  Hospital, 
Lake  Wales  Hospital, 
Bartow  Memorial  Hos- 
pital and  Heart  of  Flori- 
da Hospital. 


REGISTRATION  FEE 

Physicians:  $185.00 
Allied  Health:  $85.00 
(no  registration  fee  — 
meals  only) 

Please  make  check  pay- 
able to  PCMA  and  mail 
to:  Polk  County  Medi- 
cal Association,  P.O. 
Box  927,  Lakeland,  FL 
33802,  (813)  682- 

0543. 


POLK  COUNTY  MEDICAL  ASSOCIATION  SPRING  SEMINAR 
May  16  - 18,  1986 
GRENELEFE  RESORT 

SR  546  East,  Grenelefe,  Florida  33844-9732 
(813)  422-7511 


No.  in  Party 

No.  Rooms  Required 


Rate:  One  Bedroom  Villa  $ 105.00 
Motel  $ 85.00 


• If  more  than  one  person  is  to  occupy  a single  room,  please  enclose  names  and  addresses  of  all  persons  to  occupy  all  rooms. 

• Rates  are  based  upon  Single  or  Double  Occupancy  — additional  person  charge  is  $10.00.  Children  under  1 8 are  free  when  sharing  room  with  parents. 

• If  room  requested  b not  available,  reservation  will  be  made  at  the  nearest  available  rate. 

• Special  room  requests  will  be  honored  whenever  possible. 

• The  above  rates  will  be  honored  two  days  prior  and  two  days  after  your  meeting  upon  request  — subject  to  availability. 

• Room  rates  are  subject  to  5%  state  tax. 

In  order  to  guarantee  your  reservation,  please  enclose  a one-night's  deposit,  including  tax.  Reservations  re- 
ceived without  a deposit  will  not  be  confirmed. 

Name(s)  

Address  

City State Zip  Code 

Home  Phone Arrival Check  In  Time  is  3:00  p.m. 

Business  Phone Departure Check  Out  Time  is  1 1 :00  a.m. 

Arrival  By  □ Car  □ Air  (Deposit  Refundable  if  Cancellation  Received  1 Days  Prior  to  Arrival  Date) 


In  ten  yearsvour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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Lester R.  Wilson,  Jr.,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza 
5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 

Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr. 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 


Sidney  B.  Elston,  Jr. 

1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-9900 

Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic 
Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


classified  advertising 


PHYSICIANS  WANTED 
Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

Psychiatrist  — Board  certified  or  Board  eligi- 
ble. Mental  hospital  in  metropolitan  area. 
Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with 
excellent  fringe  and  retirement  benefits. 
Pennsylvania  license  required.  Contact  Mrs. 
Kathleen  D.  Reese,  ACSW,  Superintendent, 
Clarks  Summit  State  Hospital,  Clarks  Sum- 
mit, Pennsylvania  18411;  (717)  586-2011. 

Emergency  physicians  — Emergency  medi- 
cine opportunities  available  for  career  ori- 
ented medical  directors  and  staff  physicians 
licensed  in  Maryland  and/or  Pennsylvania. 
Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent 
experience.  Competitive  income  and  mal- 
practice insurance  provided.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  W.  Sunrise 
Boulevard,  Building  C,  Plantation,  FL  33322, 
or  call  (305)  472-6922. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 


with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Ob-Gyn,  Board-certified,  minimum  3-years 
experience,  desired  to  join  busy  ob-gyn  prac- 
tice in  Bucks  County,  Pennsylvania.  Please 
send  curriculum  vitae  to  Post  Office  Box  401 , 
Newtown,  PA  18940. 

Otolaryngologist  — Pennsylvania  health 
care  center  seeking  the  services  of  a full-time 
ENT  specialist  to  establish  practice  in  our  ser- 
vice area.  Multiple  recreational  and  educa- 
tional opportunities  available.  Send  CV  to 
Box  145,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Pediatrician  — Practice  opportunity  avail- 
able in  our  community  located  in  northeastern 
Pennsylvania  for  a Board  certified  or  Board 
eligible  pediatrician.  If  you  can  appreciate  a 
country  style  of  living  and  yet  be  close  to  ma- 
jor metro  areas,  we'd  like  to  talk  to  you.  Send 
CV  to  Box  146,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Internists  — Board  eligible  or  Board  certified 
to  join  the  staff  of  a 150  bed  hospital  in  Penn- 


sylvania. Educational  opportunities  available 
as  well  as  abundant  outdoor  recreation.  Send 
CV  to  Box  147,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Urologist  — Pennsylvania  hospital  with  ser- 
vice area  of  40,000  needs  the  service  of  a full 
time  urologist.  Candidates  should  be  Board 
certified  or  Board  eligible.  Ideal  location  for 
family  with  good  schools  and  many  educa- 
tional and  recreational  opportunities.  Send 
CV  to  Box  148,  Pennsylvania  Medicine,  20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Dermatologist  — Practice  opportunity  avail- 
able for  a Board  certified  or  Board  eligible 
physician  in  eastern  Pennsylvania.  Send  CV 
to  Box  149,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Psychiatrist  — A country  practice  awaits 
you.  Join  the  staff  of  a progressive  commu- 
nity hospital  and  long  term  care  facility.  Board 
certified  or  Board  eligible.  Our  Pennsylvania 
location  offers  some  of  the  finest  outdoor  rec- 
reation available.  Send  CV  to  Box  150,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Psychiatrist  — State  College,  PA  — Newly 
constructed  92  bed  free-standing  private  psy- 
chiatric hospital  requires  two  psychiatrists  to 
join  its  staff.  One  position  is  the  Director  of 
Adolescent  Services.  The  other  is  as  a unit 


PRACTICES  AVAILABLE 

ALLERGY — Suburban  Philadelphia — Excellent 
opportunity — Very  low  price. 

ALLERGY — Philadelphia  area — Very  large  practice. 

DERMATOLOGY — Connecticut — Strong  finances . 

FAMILY  PRACTICE — Philadelphia  and  suburbs — Several 
practices. 

INTERNAL  MEDICINE — Arizona — Well  equipped. 

INTERNAL  MEDICINE— D C.  Suburb— Desirable 
community. 

PEDIATRICS — Northeastern  Pa. — Young  growing  practice. 

PEDIATRICS — Colorado — Convenience  of  a group — Strong 
finances. 

PEDIATRICS — Central  New  York — Very  large  practice. 

RADIOLOGY — Philadelphia — Large,  well-established. 

SURGERY,  GENERAL — New  Jersey — Attractive  practice 
near  N.Y.C. 


For  more  information  on  these  opportunities  or 
other  practices  call  (215)  667-8630  or  send  your 
curriculum  vitae  to: 

Brokerage  Division 
Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  Pa.  19004 


Westmoreland  Hospital  has  an 
immediate  need  for  the  following 
stibspecialists: 

1 . Trauma  director — Board  certified  surgeon 
who  has  completed  fellowship  in  trauma. 
Some  experience  preferred. 

2.  Obstetrician/ gynecologist — Board  certified 
to  work  in  solo  practice.  Coverage  available. 

3 . Hematologist/oncologist — Board 
certification  in  hematology  and  oncology 
necessary.  Physician  needed  to  work  in 
solo  practice  and  help  in  development  of 
regional  cancer  center. 

Westmoreland  Hospital  serves  a community 
of  30,000-100,000.  It  is  a cosmopolitan  area 
30  miles  east  of  Pittsburgh,  with  excellent 
schools,  churches,  and  recreational  areas, 
located  near  the  base  of  the  Laurel  Mountains. 

For  more  information  about  these 
opportunities,  contact  Dr.  Gerald  S.  Browdie, 
Director  of  Recruitment,  Westmoreland 
Hospital,  East  Pittsburgh  Street,  Greensburg, 

PA  15601;  412-832-4037. 
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psychiatrist  for  the  adult  services.  The  hospi- 
tal is  eclectic  in  orientation  but  with  a strong 
psychodynamically-oriented  milieu  program. 
State  College  is  the  home  of  Penn  State  Uni- 
versity, offering  a delightful  mix  of  cultural,  in- 
tellectual, and  recreational  activities.  The  to- 
tal income  package,  including  salary,  a 
guarantee,  and  fringe  benefits,  is  substantial. 
Call  or  send  CV  to  Magnus  Lakovics,  MD, 
Medical  Director,  The  Meadows  Psychiatric 
Center,  R.D.  #1,  Box  259,  Centre  Hall,  PA 
16828.  (814)  364-2161. 

Pediatrician  BE/BC  wanted  to  join  growing 
two-man  practice  in  Philadelphia  suburbs. 
Salary  as  percentage  of  gross  with  guaran- 
teed minimum.  Reply  to  Box  153,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
1 7043. 

Full-time,  salaried  position  available  imme- 
diately for  Board-certified  director  of  radiol- 
ogy. Busy  department  covers  all  phases  of  di- 
agnostic radiology,  CT  scanning,  ultrasound, 
mammography,  and  nuclear  medicine  at 
modern  155-bed  community  hospital  with  ac- 
tive, progressive  medical  staff.  Central  PA 
home  of  Bucknell  University  — excellent 
schools,  recreational,  and  cultural  activities. 
Send  CV  to  Michael  Daniloff,  President, 
Evangelical  Community  Hospital,  Lewisburg, 
PA  17837. 

Camp  physicians  — Camp  Chen-A-Wanda, 
fine  northeast  Pennsylvania  co-ed  sleepaway 
camp.  One  or  two  weeks  available  in  July  or 
August.  Excellent  living  accomodations  for 
physician  and  family.  Combine  vacation  with 
little  work.  Three  RNs  on  duty.  Call  516-643- 
5878  collect  (evenings). 

Wanted  — General  surgeon,  internist,  ortho- 
pedic surgeon,  and  urologist  to  open  private 
or  group  practice  in  Bellefonte,  Pa.  Office 
space  will  be  constructed  to  physicians 
needs.  Bellefonte  is  located  nine  miles  north 


of  State  College.  Bellefonte  offers  small  town 
conveniences.  State  College  offers  the  social 
and  cultural  activities  associated  with  Penn- 
sylvania State  University.  A modern  commu- 
nity hospital  is  in  State  College.  Send  CV  to 
Box  159,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  Pa.  17043. 

Physician  surgical  assistant/family 
practitioner/internist — Flexible  position  pro- 
vides excellent  opportunity  to  tailor  job  speci- 
fications to  meet  career  goals.  Assist  in  sur- 
gery, preoperative  and  postoperative  care  of 
patients  for  group  of  five  surgical  specialists. 
Physician  to  practice  in  new  affiliated  facility 
containing  six  exam  rooms,  laboratory,  x-ray 
unit  and  modern  business  office  located  in 
Bradford  County.  Phone  717-265-7288. 

Southwest  Pennsylvania — General  or  fam- 
ily practitioner  needed  for  busy  new  urgent 
care  center  in  growing  community  east  of 
Pittsburgh,  PA.  Guaranteed  income,  eventual 
partnership.  Position  available  immediately. 
Respond  to  Box  162,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Immediate  full-time  position  available  in 
central  Pennsylvania  for  personable, 
American-trained  physician.  Background  in 
family  practice,  internal  medicine,  or  experi- 
ence in  emergency  room  preferred.  Rural 
hospital  located  20  miles  from  State  College. 
15,000  yearly  census.  Excellent  benefit  pack- 
age and  competitive  salary.  Physicians  asso- 
ciated with  large  teaching  hospital.  Submit 
CV  to  Administrator,  M V M G,  Three  Medical 
Center  Drive,  Philipsburg,  PA  16866,  or  call 
(814)  342-5402. 

Family  practice  physician  or  internist  with 
primary  care  orientation  to  establish  private 
practice  in  western  Pennsylvania.  Affiliated 
with  medium-sized,  progressive,  acute  care 
hospital.  Excellent  financial  and  relocation 
package.  Available  July  1986  or  before. 


Board  certified  or  eligible  and  licensed  in 
Pennsylvania.  Respond  to  PMS  Physician 
Placement  Service,  Department  CON-0686- 
IM29,  20  Erford  Road,  Lemoyne,  PA  17043. 

Pediatrician  BE/BC  to  replace  retiring  third 
member  of  corporation  of  pediatricians  in 
Spring  1986.  An  interest  in  male  adolescent 
medicine  desirable.  Salary  first  year.  Bucks 
County,  Pennsylvania.  Reply  to  Box  158, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Medical  directors— NEEMA  Medical  Ser- 
vices has  unique  opportunities  for  physicians 
Board  eligible  or  certified  in  primary  care  spe- 
cialty. Clinical  or  developmental  disabilities/ 
chronic  care  background,  with  administrative 
experience.  NEEMA  offers  competitive  com- 
pensation, regular  weekday  hours  with 
largely  optional  call/coverage,  paid  malprac- 
tice, vacation,  holidays,  continuing  medical 
education  leave.  Opportunities  also  to 
initiate/direct  comprehensive  health  care  pro- 
gram. Positions  in  PA  and  elsewhere,  includ- 
ing staff.  Further  information:  NEEMA  Medi- 
cal Services,  Suite  400,  399  Market  Street, 
Philadelphia,  PA  19106,  or  call  Mr.  Robinson 
at  1-800-523-0776,  in  PA/outside  U.S.,  (215) 
925-351 1 . 

Pennsylvania,  northwest— emergency  phy- 
sicians. Immediate  full  time  positions  and  di- 
rectorships available  in  attractive  location. 
Annual  emergency  department  volume  of 
12,000.  Excellent  compensation  including 
malpractice  insurance.  Contact:  Emergency 
Consultants,  Inc.,  One  Windemere  Place, 
Room  27,  Petoskey,  Ml  49770;  1-800-253- 
7092. 

Family  physician — part  time,  to  relieve  busy 
practitioner  on  weekends  and  for  vacations. 
Southwestern  Pennsylvania.  Send  curricu- 
lum vitae  to  Box  166,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Opportunity  for  Board  certified  or  eligible 
psychiatrist  who  has  completed  an  approved 
residency  training  in  psychiatry.  Size  of  com- 
munity and  trade  area:  100,000  +.  Salary 
plus  bonuses  and  benefits.  Respond  to  PMS 
Physician  Placement  Service,  Department 
NON-1086-PY13,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Psychiatrist— Board  certified  or  eligible. 
Must  have  completed  approved  residency 
training  in  psychiatry.  Size  of  community  & 
trade  area:  100,000  +.  Salary  plus  bonuses 
and  benefits.  Respond  to  PMS  Physician 
Placement  Service,  Department  NON-1086- 
PY14,  20  Erford  Road,  Lemoyne,  PA  17043. 

Locum  tenens  anesthesiologist  needed. 

Board  eligibility,  two  years  minimum  experi- 
ence required.  Call  collect  (814)  371-2294. 

POSITIONS  WANTED 

General  surgeon,  Board  certified,  with  vas- 
cular fellowship,  desires  association  in  estab- 
lished practice  in  a community  setting.  Li- 
censed in  Pennsylvania  and  available 
immediately.  Roy  Berkowitz,  MD,  607  Balan- 
dra  Circle,  Eagle  River,  AK  99577. 

Physician  with  broad  based  internal  medi- 
cine background  including  outpatient  and  in- 


ACPA 


CENTRAL  PENNSYLVANIA 

Physician  owned  group  staffing  emergency 
department  seeks  physicians  experienced  in 

FAMILY  PRACTICE 
EMERGENCY  MEDICINE 

Salary  and  benefits  package  approximates 
S90,000  first  year  with  progressive  increases  to 
full  partnership. 

Contact: 

ACMA 

8101  Hinson  Farm  Road 
Suite  209,  Box  P 
Alexandria,  VA  22306 
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CLINICAL  INSTRUCTOR 

Full  time  position  available  that  involves  setting 
up  the  educational  program  for  medical  interns  as 
well  as  supervising  their  clinical  activities  and 
ICU/CCU  experience.  Applicants  must  be  Board 
Certified  or  Eligible  Internists  who  feel  comfor- 
table managing  critically  ill  patients  and  have  an 
interest  in  and  commitment  to  teaching.  We  are  a 
community  based  acute  care  facility  and  have  a 
medical  school  affiliation.  We  provide  an  ex- 
cellent salary  and  benefits  package  as  well  as  op- 
portunities for  advancement. 

Interested  and  qualified  candidates  are  invited  to 
call  Martin  Weingarten,  M.Dl  at  (215)  934-4749  for 
appointment.  Torresdale  Division,  Frankford 
Hospital,  Knights  & Red  Lion  Roads,  Philadelphia, 
PA  19114. 


Frankford  Hospital 

The  Wellness  leopfe 


Equal  Opportunity  Employer,  M/F 


The  Section  of  Geriatrics,  the  Department  of 
Mental  Health  Sciences,  Hahnemann  University, 
Philadelphia,  PA,  announces  a 

One-Year  Fellowship 
GERIATRIC  PSYCHIATRY 

Focus  will  be  in: 

1.  geriatric  liaison  consultation; 

2.  the  geriatric  patient  on  a psychiatric  medical  care  unit; 

3.  the  geriatric  patient  in  an  Alzheimer’s  evaluation  center; 

4.  the  approach  to  the  geriatric  patient  from  a dynamic 
and  family  orientation. 

This  program  will  be  under  the  direction  of  Robert  J.  Nathan,  MD; 
its  principal  location  will  be  at  Hahnemann  University  Hospital, 
a major  health  care  facility  in  center  Philadelphia.  All  aspects  of 
clinical  care  of  the  elderly  will  be  addressed,  and  didactic  instruc- 
tions will  be  by  tutorial.  Supervision  will  be  provided  in  dynamic 
psychotherapy,  family  therapy,  and  pharmacotherapy. 

Minimal  training  requirement  includes  completion  of  the  PGY-III 
year  in  psychiatry.  Salary  will  be  commensurate  with  education 
and  experience.  To  apply,  please  address  your  curriculum  vitae  to: 

Robert  J.  Nathan,  MD,  Department  of  Mental  Health  Sciences 

HAHNEMANN 
UNIVERSITY 
Mail  Stop  403 
Broad  and  Vine 
Phila.,  PA  19102-1192 

We're  an  Affirmative  Action  Employer 


HU 


A peripheral 
vasodilator 


for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 


Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 

Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


Immediate  Release 

LIPO-NICIN®/250  mg. 


Each  yellow  tablet  contains: 


Nicotinic  Acid 250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg. 

Riboflavin  (B-2) 2 mg. 

Pyridoxine  HCL  (B-6) 10  mg. 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500. 


LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 1 50  mg 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6) 10  mg 


DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Eflects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  (o  nicotinic 
acid  or  other  components  of  the 
drug  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 


(br3232)THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


patient  care  seeks  a position  in  a partnership, 
single  specialty  group,  multi  specialty  group 
or  institution.  Board  certified  in  internal  medi- 
cine. Respond  to  PMS  Physician  Placement 
Service,  Department  NPM-1086-IM78,  20  Er- 
ford  Road,  Lemoyne,  PA  17043. 

FOR  SALE 

50%  off  previously  owned  medical,  labora- 
tory, office,  x-ray,  ultra-sound  equipment  in 
excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Appraisals  by  Certified  Surgical  Con- 
sultants. Medical  Equipment  Resale,  Inc., 
24026  Haggerty  Road,  Farmington,  Ml 
48018.  (313)  477-6880  anytime. 

Practices  for  sale  — Allergy,  suburban  Phila- 
delphia; Dermatology,  Connecticut;  Derma- 
tology, Philadelphia.  For  more  information 
send  CV  to:  Health  Care  Personnel  Consult- 
ing, Inc.,  400  GSB  Building,  One  Belmont  Av- 
enue, Bala  Cynwyd,  PA  19004;  (215)  667- 
8630. 

Technicare  Delta  100  Head  CT  Scanner  for 

sale.  Excellent  condition.  Excellent  second 
scanner  for  a busy  emergency  room.  Call 
(215)  663-0427,  9:00  a m.  — 5:00  p.m. 

Active  Philadelphia  general  practice  and 

building  for  sale.  Physician  retiring  no  later 
than  January  1987.  41  years  in  practice;  6 fig- 
ure gross.  Good  Kensington  area  — East  Al- 
legheny. Corner  property  in  A-1  condition 
Rentals  from  home  and  apartment  above  of- 
fice more  than  maintain  building.  Doctor’s 
corner  for  75  years.  Reply  to  Box  155,  Penn- 


sylvania Medicine,  20  Erford  Road,  Lemoyne 
PA  17043. 

Family  practice  for  sale.  Fully  equipped  of- 
fices for  rent  or  lease.  Scranton,  Pa.  Patient 
records  available.  Write:  P.O.  Box  401 , Scran- 
ton, PA  18501. 

FP/Int— Active  practice  and  building  with  a 
house  next  door  in  a small  town  in  southwest- 
ern Pennsylvania  for  sale  or  rent.  Grossing 
$250,000,  with  no  OB,  hospital,  or  night  calls, 
but  available  if  desired.  Will  finance  part  and 
introduce.  Leaving  the  country.  Reply  to  Box 
161  Pennsylvania  Medicine,  20  Erford  Road, 
Lemoyne,  PA  17043. 

Established,  lucrative,  general  practice 

and  office  for  sale  due  to  retirement.  Modern, 
200  bed  hospital  in  town.  Twenty  five  minutes 
to  ski  resorts;  45  minutes  to  Pittsburgh. 
Chance  of  a lifetime  to  start  with  full  practice. 
Write  to  Box  163,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Medical  practice  for  sale— grossing  over 
$350,000  per  year.  Including  4,000  square  ft. 
brick  building  completely  remodeled  and  in- 
cluding all  modern  medical  equipment  and 
furnishings.  In  Schuylkill  County.  Principals 
only.  Asking  $700,000.  Reply  to  Box  164, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Family  practice  for  sale— located  in  greater 
Harrisburg  area.  Reasonably  priced  with  fi- 
nancing available.  Potential  to  expand  prac- 


To  get  the 
career  you 
want. 


NEEMA  provides  the 
right  opportunities  for 
physicians  looking  toward 
growth  within  a group  practice. 
We  can  find  the  position  fitting 
your  needs,  and  provide  com- 
petitive compensation  and 
other  advantages. 


nEEMA  offers  a choice: 

Emergency  Medicine  or 
Primary  Care 

—Positions  nationwide 
-Graduated  income  and  incentives 
-Malpractice  insurance 
-Pre-scheduled  time  off 
-Group-sponsored  continuing  education 
often  available 


Send  curriculum  vitae  or  call  toll-free: 

NEEMA  • Suite  400  • 399  Market  Street  • Philadelphia,  PA  19106 
1-800-523-0776  (In  Pennsylvania  215-925-3511) 

NAME 

ADDRESS. 

CITY,  STATE,  ZIP 


Tni 


it 


PHONE ( ) 

CURRENT  SPECIALTY 

GEOGRAPHICAL  PREFERENCE. 


Please  check  area(s)  of  interest  □ Emerg.  Med.  □ Primary  Care 


you  need 
NEEMA 


-m~ 


F.DICAL 


tice  unlimited.  Reply  to  Box  165,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne  PA 
17043. 


FOR  RENT 

Colonial  Williamsburg  or  Edisto  Island, 

South  Carolina.  Luxury  time-share  condomin- 
iums available  for  week  of  May  24-31  (Memo- 
rial Day).  Accomodate  2 to  8 persons.  Con- 
tact Billie,  (412)  838-7632  or  (412)  838-1207. 

Medical  offices  available  in  west  Philadel- 
phia and  Delaware  County.  Newly  renovated, 
well-maintained,  multi-office  locations.  Exclu- 
sive or  time  sharing.  Accommodations  for 
special  needs  will  be  considered.  Off-street 
parking  and  easy  access  to  public  transporta- 
tion. Call  Barbara  Kelman,  (215)  748-9800, 
weekdays  9-5. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up 

to  7 years  to  repay.  No  prepayment  penalties. 
Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any 
kind.  Physicians  Service  Assn.,  Atlanta,  GA. 
Toll  free  (800)  241-6905. 

Medical  practice  sales  and  appraisals  — 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  If  interested  in  buying  or 
selling  a medical  practice,  contact  our  Broker- 
age Division  at  The  Health  Care  Group,  400 
GSB  Building,  Bala  Cynwyd,  PA  19004;  (215) 
667-8630. 

Pennsylvania  Sperm  Bank — a cryogenic  se- 
men storage  facility  for  your  patients:  Pre- 
vasectomy; pre-chemotherapy;  pre-radiation 
therapy;  prior  to  surgery  which  may  affect  fer- 
tility; before  hazardous  occupational  expo- 
sures. Inquiries:  (215)  886-7706,  or  write: 
PSB,  Benson  East,  Suite  415,  Jenkintown, 
PA  19046. 

Qualified  MD  seeks  to  buy  internal 
medicine/family  practice  in  southwest  Bucks 
County  or  northwest  Montgomery  County. 
Reply  to  Box  167,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 


Classified  Advertising 

Rates:  $18  per  insertion  for  the  first  30 
words  or  part  thereof;  60  cents  for  each 
additional  word;  $1.50  per  insertion  for  a 
box  number.  Payment  should  be  in  ad- 
vance. No  agency  commission  is  paid  on 
classified  advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 
publication. 
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Dx:  recurrent 
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-\S  EAST  HIGH  S*  - 


For- 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecin- 


In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Peoples,  Rea  & Derick, 
Revco,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 


Physician 

Placement 

Service 

• Looking  for  the  right  practice  opportu- 
nity? 

• Looking  for  a qualified  physician? 

The  PMS  Physician  Placement  Service 
publishes  two  registers  bimonthly:  one 
listing  physicians,  the  other,  practice  op- 
portunities. 

All  entries  are  coded.  Names  and  ad- 
dresses are  not  published. 

To  register,  contact  PENNSYLVANIA 

Tim  Smith  at  ^ylPMS 

(7  7)  763-7151.  Council  on  Medjcal  Practice 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

"Dr.  hew  & You." 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  

Bala  Cynwyd,  PA  19004  — 

(2 1 5)  667-8630  ^ 

A Division  of  CH 

Health  Care  Group 


obituaries 


•Denotes  PMS  membership  at  death. 

• Norman  King  Beals  Sr.,  Franklin;  Ttemple 
University  School  of  Medicine,  1933;  age  83, 
died  January  30,  1986.  Dr.  Beals  served  as  a 
family  physician  in  Franklin  for  41  years. 

• Martin  W.  Brossman,  Allentown;  Jefferson 
Medical  College,  1921;  age  91,  died  February 
26,  1986.  Dr.  Brossman  was  a general  practi- 
tioner in  Allentown  for  62  years  and  he 
served  on  the  staff  at  Sacred  Heart  Hospital. 

• Leonard  Burgard,  Swissvale;  received  his 
medical  degree  in  Germany,  1936;  age  76, 
died  February  5,  1986.  Dr.  Burgard  was  a 
family  practitioner. 

• James  G.  Cunningham,  Carnegie;  Univer- 
sity of  Pittsburgh  School  of  Medicine,  1929; 
age  80,  died  January  2,  1986.  Dr.  Cun- 
ningham practiced  in  Carnegie  for  over  50 
years. 

• H.  Eugene  Douds,  Beaver  Falls;  Hahne- 
mann University  School  of  Medicine,  1933; 
age  78,  died  March  6,  1986.  Dr.  Douds,  an 
ophthalmologist,  served  for  over  20  years  as 
consultant  for  the  state  police  in  western 
Pennsylvania,  and  developed  the  eye  exami- 
nations given  to  applicants  for  state  drivers' 
licenses. 

• William  C.  Dovey,  Mercersburg;  Temple 
University  School  of  Medicine,  1951,  age  65; 
died  January  20,  1986.  Dr.  Dovey  was  a gen- 
eral practitioner. 

• H.  Grant  Eisenberg,  Shillington;  Hahne- 
mann University  School  of  Medicine,  1937; 
age  72,  died  January  30,  1986.  Dr.  Eisenberg 
was  an  obstetrician. 

• Walter  G.  Fortnum,  Dimock;  Jefferson 
Medical  College,  1944;  age  67,  died  March  3, 
1986.  Dr.  Fortnum  maintained  a family  prac- 
tice in  Bristol  Borough. 

• Nicholas  G.  Frignito,  Philadelphia;  Hahne- 
mann University  School  of  Medicine,  1938; 
age  73,  died  February  28,  1986.  Dr.  Frignito 
was  chief  psychiatrist  and  medical  director  of 
the  Philadelphia  County  Court  from  1946  to 
1976. 

• Armando  F.  Goracci,  Woodbury,  New  Jer- 
sey; Saint  Louis  University  School  of  Medi- 
cine, 1943;  age  69,  died  February  7,  1986.  Dr. 
Goracci  was  clinical  assistant  professor  of 
surgery  at  Thomas  Jefferson  University 
Hospital. 

• Matthew  R.  Hadley,  McKeesport;  Howard 
University  College  of  Medicine,  1925;  age  88, 
died  January  16,  1986.  Dr.  Hadley  special- 
ized in  interned  medicine. 

• John  G.  Hallisey,  Aliquippa;  University  of 
Pittsburgh  School  of  Medicine,  1946;  age  67, 
died  January  7,  1986.  Dr.  Hallisey  was  a fam- 
ily practitioner. 


• Carl  T.  Houlihan,  Bryn  Mawr;  University 
of  Pennsylvania  School  of  Medicine,  1920; 
age  87,  died  March  16,  1986.  Dr.  Houlihan 
specialized  in  otolaryngology. 

• Sigmund  M.  Jacey,  Saint  Clair;  Hahne- 
mann University  School  of  Medicine,  1934; 
died  March  13,  1986.  Dr.  Jacey  practiced  in 
Tamaqua  for  40  years. 

• John  L.  Kelly,  Media;  Hahnemann  Univer- 
sity School  of  Medicine,  1942;  age  69,  died 
March  25,  1986.  Dr.  Kelly  served  the  Dela- 
ware County  Medical  Society  as  executive  di- 
rector. 

• Jack  Kleiner,  Elkins  Park;  Hahnemann 
University  School  of  Medicine,  1951;  age  62, 
died  January  31,  1986.  Dr.  Kleiner  was  a psy- 
chiatrist. 

• Jacob  Krause,  Philadelphia;  Hahnemann 
University  School  of  Medicine,  1940;  age  72, 
died  January  11,  1986.  Dr.  Krause,  an  ortho- 
pedic surgeon,  practiced  in  Philadelphia  for 
45  years. 

• Allen  E.  Lebovitz,  Pittsburgh;  University 
of  Pittsburgh  School  of  Medicine,  1952;  age 
59,  died  January  20,  1986.  Dr.  Lebovitz  spe- 
cialized in  psychiatry. 

• Milton  Mermelstein,  McKeesport;  Univer- 
sity of  Pittsburgh  School  of  Medicine,  1931; 
age  80,  died  February  17,  1986.  Dr.  Mermel- 
stein was  a member  of  the  staff  at  McKees- 
port Hospital  from  1932  until  his  retirement. 

• Charles  C.  Montgomery,  Wilkes-Barre; 
Hahnemann  University  School  of  Medicine, 
1935;  age  78,  died  February  28,  1986.  Dr. 
Montgomery  was  a general  practitioner. 

• Dwight  L.  Moyer,  Ambler;  Hahnemann 
University  School  of  Medicine,  1933;  age  78, 
died  February  28,  1986.  Dr.  Moyer  special- 
ized in  psychiatry. 

• Joseph  J.  O’Brien,  Scranton;  age  79,  died 
February  10,  1986.  Dr.  O’Brien  was  a radiolo- 
gist. 

• Guy  E.  Ohlson,  Harrisburg;  Northwestern 
University  Medical  School,  1925;  age  84, 
died  January  10,  1986.  Dr.  Ohlson  specialized 
in  internal  medicine. 


The  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  provides 
you  with  a way  to  make  a significant  state- 
ment honoring  the  memory  of  and  paying 
tribute  to  your  colleagues  who  are  de- 
ceased. Send  your  tax-deductible  memo- 
rial gift  to  the  PMS  Educational  and  Scien- 
tific Trust,  20  Erford  Road,  Lemoyne,  PA 
17043.  All  gifts  will  be  acknowledged  to 
the  donor  as  well  as  to  the  family  of  the 
deceased. 


• Kathryn  Coleman  Persing,  Norristown; 
Ttemple  University  School  of  Medicine,  1936; 
age  74,  died  December  21,  1985.  Dr.  Persing 
was  a psychiatrist. 

• H.  LeRoy  Richards,  Glenshaw;  Tulane 
University  School  of  Medicine,  1939;  age  73, 
died  January  11, 1986.  Dr.  Richards,  aplastic 
surgeon,  practiced  for  40  years. 

• Philip  Leon  Roseberry,  York;  Duke  Univer- 
sity School  of  Medicine,  1956;  age  58,  died 
March  10,  1986.  Dr.  Roseberry  was  former 
director  of  the  family  practice  training  pro- 
gram at  York  Hospital. 

• Robert  W.  Saul,  Naples,  Florida;  Univer- 
sity of  Pittsburgh  School  of  Medicine,  1946; 
age  63,  died  February  4,  1986.  Dr.  Saul  main- 
tained a practice  in  ophthalmology  in  Pitts- 
burgh for  29  years  before  his  retirement. 

• Charles  M.  Thompson,  Penn  Valley; 
Hahnemann  University  School  of  Medicine, 
1931;  age  78,  died  March  4,  1986.  Dr.  Thomp- 
son was  an  internist. 

• David  R.  Weill  Jr.,  Pittsburgh;  University 
of  Pittsburgh  School  of  Medicine,  1937;  age 
72,  died  February  3,  1986.  Dr.  Weill,  an  inter- 
nist, served  on  the  staff  of  Montefiore  Hospi- 
tal and  on  the  faculty  of  the  University  of 
Pittsburgh  School  of  Medicine. 

Edward  R.  Bowser  Jr.,  Altoona;  University 
of  Cincinnati  College  of  Medicine,  1947;  age 
72,  died  February  1,  1986.  Dr.  Bowser  prac- 
ticed obstetrics  in  Altoona  for  31  years. 

Lester  J.  Evans,  Kennett  Square;  Washing- 
ton University  School  of  Medicine,  1921;  age 
88,  died  February  17,  1986.  Dr.  Evans  was 
former  executive  associate  for  medical  affairs 
for  the  Commonwealth  Fund,  a philanthropic 
foundation  devoted  to  medical  education. 

William  G.  Milliron,  Monaca;  Ttemple  Univer- 
sity School  of  Medicine,  1943;  age  71,  died 
January  13,  1986.  Dr.  Milliron  practiced  for 
more  than  40  years,  mainly  in  the  Monaca 
area. 

H.  Hillman  Palmer  Sr.,  Blue  Bell;  Columbia 
University  College  of  Physicians  and  Sur- 
geons, 1935;  age  78,  died  February  16,  1986. 
Dr.  Palmer  was  associated  with  the  Merck, 
Sharp  & Dohme  pharmaceutical  company. 

Rufus  E.  Palmer  III,  Spring  City;  Jefferson 
Medical  College,  1940;  age  69,  died  January 
8,  1986.  Dr.  Palmer  was  former  chief  of  sur- 
gery at  Montgomery  Hospital,  Norristown. 

Hobart  A.  Reimann,  Wynnewood;  State  Uni- 
versity of  New  York  at  Buffalo  School  of 
Medicine,  1921;  age  88,  died  January  18, 
1986.  Dr.  Reimann  served  as  professor  of 
medicine  at  Jefferson  Medical  College  and 
Hahnemann  University  School  of  Medicine 
before  his  retirement. 
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Do  Not  Substitute 


2 mg  5 mg  10  mg 
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BOEHM 

presents 

The  Helen 
Hayes  Orchid 


in  fine  Boehm  Bone 
China  and  Pure 
Boehm  Bronze 


everlasting  tribute  in  precious 
hand  painted  bone  china  and  dramatic 
bronze,  created  by  the  Boehm  Porce- 
lain Studio  in  honor  of  Helen  Hayes, 
First  Lady  of  the  American  Theatre. 

Boehm  artists  were  sought  out  to 
create  the  Helen  Hayes  Orchid  by  The 
Asthma  and  Allergy  Foundation  of 
America.  Miss  Hayes  is  an  asthma  suf- 
ferer herself  and  has  long  been  a 
champion  of  the  Foundation.  To  show 
their  gratitude,  the  AAFA  wished  to 
honor  her  with  an  orchid  of  endless 
beauty. 

Before  a porcelain  orchid  could  be 
sculpted,  an  actual  orchid  had  to  be 
hybridized.  Born  of  careful  breeding, 
the  Helen  Hayes  Orchid  stands  as  a 
triumph  in  orchid  culture.  Its  striking, 
vibrant  petals  and  subtle  shadings  of 
sepals  and  lip  are  due  to  the  sophisti- 
cated hybridization  methods  of  the 
growers,  Jones  and  Scully  of  Florida.  It 
is  through  such  methods  that  the  most 
exquisite  blooms  are  developed. 

The  world  renowned  stature 
of  the  Boehm  Studio 

Time  and  time  again  Boehm  artists 
lave  been  asked  to  create  sculptures 
vhen  an  important  occasion  is  to  be 
lommemorated  or  a distinguished 
vorld  figure  is  to  be  honored.  "The 
'fancy  Reagan  Rose"  and  "The  Prin- 
ess  Grace  Rose"  are  only  two  such 
>orcelains  that  have  been  dedicated  in 
his  way.  Now  the  Helen  Hayes  Or- 
hid  joins  this  international  collection. 

Boehm  porcelains  have  been  pre- 
ented  to  Heads  of  State  and  visiting 
lignitaries  by  U.S.  Presidents  for  over 

quarter  of  a century.  Recognized 
worldwide  as  a dynamic  artistic  force, 
'ioneering  new  techniques  and  refin- 
es age-old  methods,  Boehm  is  proud 
a have  created  porcelains  which  re- 
ide  in  117  museums,  palaces  and  cul- 
aral  centers. 

The  Helen  Hayes  Orchid  is  created 
y combining  two  ancient  and  hon- 


ored art  forms.  Each  petal  of  the  bone 
china  bloom  is  deftly  crafted  by  the 
Boehm  master  artisans.  The  bronze  fo- 
liage on  which  the  orchid  rests  is 
sculpted  by  hand  through  the  lost  wax 
method  and  then  hand  polished  to  the 
elegant  patina  so  revered  in  this  medi- 
um. The  result  is  a sculpture  of  incom- 
parable grace  ...  a collectible  of  in- 
comparable value  ...  a work  of  art  to 
enhance  any  decor  . . . 

Limited  Edition 
Sculpture 

This  edition  will  be  limited  to  9,500 
for  the  world.  Each  sculpture  will  bear 
the  world  famous  Boehm  hallmark 
and  will  be  accompanied  by  a certifi- 
cate attesting  to  its  limited  issue  status 
and  its  authorization  by  the  Boehm 
Porcelain  Studio  and  the  Foundation. 


The  Helen  Hayes  Orchid,  5Vz"  High  by  5"  Wide 

The  price  for  each  Helen  Hayes  Or- 
chid is  $225. 

The  Helen  Hayes  Orchid  is  first  in  a 
series  of  gorgeously  hued  collectors 
orchids.  As  the  registered  owner  of 
this  first  piece,  you  will  have  the  privi- 
lege, although  no  obligation,  to  ac- 
quire other  orchids  in  this  series  at  the 
same  issue  price. 

In  acquiring  the  Helen  Hayes  Orchid, 
you  will  have  the  pride  and  pleasure  of 
owning  the  finest  quality  porcelain 
from  the  Boehm  Studio.  And,  you  will 
have  the  satisfaction  of  knowing  you 
have  helped  forward  the  work  of  the 
Asthma  and  Allergy  Foundation  of 
America. 

To  reserve  your  Helen  Hayes  Or- 
chid, simply  complete  the  attached 
reservation  form  and  mail  at  your  ear- 
liest possible  convenience. 


The  Helen  Hayes  Orchid  in  fine  Boehm  Bone  China  and  Pure  Boehm  Bronze 
Boehm  Porcelain  Studio,  25  Fairfacts  Street,  P.O.  Box  5051,  Trenton,  New  Jersey  08638 

u Plac^my  reservation  for  the  original  Boehm  bone  china  and  bronze  sculpture 
of  the  Helen  Hayes  Orchid.  My  sculpture  will  bear  the  Boehm  hallmark  attesting  to  its 
status  as  an  original  work  of  art  from  the  Boehm  Studio. 

□ Enclosed  is  my  full  payment  of  $225* 

□ Enclosed  is  my  initial  deposit  of  $75*  I will  be  billed  for  the  remaining  balance  in 

equal  monthly  installments  of  $75*  each  beginning  with  shipment  of  sculpture 
plus  applicable  sales  tax  r Y 
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After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions .)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infreguently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1  7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3  6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (16%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984  2385 


KNOLL  PHARMACEUTICAL  COMPANY 

knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 

2406 


A peripheral 
vasodilator 

for  treatment  of 

leg  cramps 
cold  feet 
tinnitus 
discomfort  on 
standing 


LIPO-NICIN 

Nicotinic  Acid  Therapy 

For  patient’s 

comfort/convenience 

in  choice  of 


3 strengths 


Gradual  Release 

LIPO-NICIN®/300  mg. 


Each  time-release  capsule  con- 


tains: 

Nicotinic  Acid  300  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1) 25  mg. 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  10  mg 


in  a special  base  of  prolonged 
therapeutic  effect. 

DOSE:  1 to  2 tablets  daily. 
AVAILABLE:  Bottles  of  100.  500 


Immediate  Release 

LIPO-NICIN®/250  mg. 

Each  yellow  tablet  contains: 


Nicotinic  Acid  250  mg. 

Niacinamide 75  mg. 

Ascorbic  Acid 150  mg. 

Thiamine  HCL  (B-1) 25mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  . 10  mg 


DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100,  500 

LIPO-NICIN®/100  mg. 

Each  blue  tablet  contains: 


Nicotinic  Acid  100  mg 

Niacinamide 75  mg 

Ascorbic  Acid 150  mg 

Thiamine  HCL  (B-1)  . . 25  mg 

Riboflavin  (B-2) 2 mg 

Pyridoxine  HCL  (B-6)  . ...  10  mg 


DOSE:  1 to  5 tablets  daily 
AVAILABLE:  Bottles  of  100,  500. 


Indications:  For  use  as  a vasodi- 
lator in  the  symptoms  of  cold 
feet,  leg  cramps,  dizziness, 
memory  loss  or  tinnitus  when 
associated  with  impaired  peri- 
pheral circulation.  Also  provides 
concomitant  administration  of 
the  listed  vitamins.  The  warm 
tingling  flush  which  may  follow 
each  dose  of  LIPO-NICIN®  100 
mg.  or  250  mg.  is  one  of  the 
therapeutic  effects  that  often 
produce  psychological  benefits 
to  the  patient. 

Side  Effects:  Transient  flushing 
and  feeling  of  warmth  seldom  re- 
quire discontinuation  of  the  drug 
Transient  headache,  itching  and 
tingling,  skin  rash,  allergies  and 
gastric  disturbance  may  occur. 
Contraindications:  Patients  with 
known  idiosyncrasy  )o  nicotinic 
acid  or  other  components  of  the 
drug.  Use  with  caution  in  preg- 
nant patients  and  patients  with 
glaucoma,  severe  diabetes,  im- 
paired liver  function,  peptic  ul- 
cers, and  arterial  bleeding 


Write  for  literature  and  samples 

(BRoWJJfc  THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  Sixth  Street,  Los  Angeles,  California  90057 


Temple  University  Hospital 
moves  medical  care  forward 
into  the  next  century 

And  back  half  a block. 


Our  new  S 129  million  complex  has  a 504-bed  capacity  and  an  attached 
parking  garage.  One  of  the  most  sophisticated  facilities  ever  built, 
the  hospital  is  located  behind  the  old  building,  which  will  soon  be  replaced 
by  a new  park-like  plaza. 


Announcing  an  exciting 
new  health  care  development. 

A few  years  ago.  Temple  University 
began  laying  the  groundwork  for  a 
new,  state-of-the-art  health  care 
complex -a  hospital  which 
would  not  only  serve  the 
community  well,  but  serve  it 
well  into  the  next  century. 

Now  that  hospital  is  com- 
plete. 

The  new  Temple  Univer- 
sity Hospital  is  located  right 
behind  our  present  facility. 
In  the  quality  of  its  care,  however,  the  new 
hospital  stands  alone. 


Temple  is  the  only  hospital  in 
the  Delaware  Valley  authorized 
to  perform  heart  transplants. 


Consistently  first  in 
developing  firsts. 

Since  1892,  Temple  Uni- 
versity Hospital  has 
been  a leader  in  diag- 
noses and  treatment. 
We  performed  the 
Delaware  Valley's 
first  successful 
heart  transplant. 


The  Functional  Gastrointestinal  Disease  Center  otters 
a multidisciplinary  program  for  the  treatment  of  digestive 
system  disorders. 


We  developed  the  nation's  first  university- 
affiliated  Sports  Medicine  Center. 

We  created  the  city's  first  Functional  Gastro- 
intestinal Disease  Center,  too. 


We  really  care  for 
our  patients. 

The  new  hospital  houses 
some  of  the  most  sophisticated 
medical  equipment  available  today. 

Our  Diagnostic  Imaging  De- 
partment, for  example,  is  con- 
sidered one  of  the  nation's  best. 

It  combines  x-ray  and  nuclear 
medicine,  and  it's  equipped 
with  an  MRI  and  C.A.T.  scanner. 

One  thing  about  Temple 
University  Hospital,  however,  is  not 
about  to  change-the  caring  personal  care  each 
and  every  patient  receives. 

For  more  information  about  the  new  Temple 
University  Hospital,  call  our  Patient  Services  staff 


Thousands  of 
athletes,  from  en- 
thusiastic amateurs 
to  the  Philadelphia 
76ers,  choose  Temple 
Sports  Medicine. 


at  215-221-3307. 


TEMPLE 

UNIVERSITY 

Hospital 


Broad  Street  at  Ontario,  Philadelphia,  PA  19140 
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AMA  HOUSE  OF  DELEGATES 
MEETS  IN  CHICAGO  JUNE  15 

The  Pennsylvania  Delegation  will  argue  for  passage  of  two  resolutions  at  the 
annual  meeting  of  the  AMA  House  of  Delegates  June  15-19  in  Chicago.  One 
proposal  calls  on  the  AMA  to  assure  the  availability  to  the  public  and  govern- 
ment of  physicians  who  are  expert  on  the  health  aspects  of  radiation  incidents. 
A second  resolution,  on  claims  made  health  insurance,  calls  for  a study  of  the 
gaps  in  health  insurance  coverage  because  of  exclusions  for  pre-existing  condi- 
tions. Pennsylvania’s  17  delegates  and  17  alternates  will  work  for  reelection  of 
Betty  L.  Cottle,  MD,  Holliday sburg,  to  the  Council  on  Constitution  and  Bylaws. 
R.  William  Alexander,  MD,  PMS  president,  is  chairman  of  the  Pennsylvania 
delegation. 

LIABILITY  RATES 
CONTINUE  UPWARD 

Some  6,000  physicians  with  professional  liability  insurance  coverage  from  the 
Medical  Protective  Co.  could  have  a premium  increase  effective  July  1,  1986. 
That  is  the  effective  date  of  a filing  published  April  26,  1986  in  the  Pennsylva- 
nia Bulletin.  The  filing  requests  an  overall  +39.7  percent  increase  to  generate 
an  estimated  $7  million  annually.  The  Joint  Underwriting  Association  was 
granted  a 51  percent  increase  for  MDs  and  DOs  and  an  89  percent  increase  for 
podiatrists,  effective  May  1.  St.  Paul,  which  had  filed  for  an  increase  of  104.5 
percent,  received  approval  for  an  increase  of  50  percent.  PMSLIC’s  multi-tier 
rating  plan,  which  will  stratisfy  risks  by  past  claims  experience  as  well  as  by 
specialty  and  territory  classification,  also  was  approved  by  the  Insurance  De- 
partment in  May,  effective  July  1. 

PMS  PRESIDENT  COMMENTS 
ON  PHARMACY  REGULATIONS 

Proposed  regulations  for  pharmacy  services  under  Medicaid  were  unani- 
mously rejected  by  the  Independent  Regulatory  Review  Commission  May  7.  R. 
William  Alexander,  MD,  PMS  president,  praised  the  effort  to  cut  Medicaid  costs, 
but  objected  to  a proposal  which  would  require  a physician  to  submit  a letter 
certifying  the  medical  necessity  when  prescribing  brand  name  prescription 
drugs.  Dr.  Alexander  said  most  physicians  prescribe  generically  when  bio- 
equivalent products  are  available,  and  that  ordering  a brand  name  drug  is  a 
conscious  decision  based  on  the  patient’s  needs.  He  said  the  design  of  prescrip- 
tion forms  now  required  in  Pennsylvania  make  the  physician’s  intent  clear. 

SOCIETY  OPPOSES 
DRUG  SUBSTITUTION 

The  Pennsylvania  Medical  Society  has  a new  policy  to  oppose  therapeutic  sub- 
stitution of  prescription  drug  products  by  a pharmacist  because  it  may  jeopar- 
dize the  health  of  the  patient  and  put  both  the  physician  and  the  pharmacist  in 
a position  of  increased  Lability.  The  PMS  Board  of  Trustees  on  May  14  adopted 
the  policy  on  the  recommendation  of  the  Council  on  Education  and  Science 
based  on  information  that  there  is  a nationwide  effort  to  allow  pharmacists  to 
make  therapeutic  substitutions  or  to  prescribe  drugs.  The  states  of  Florida, 
Washington,  California,  and  Oregon  currently  permit  therapeutic  substitution. 

STATE  MOUNTS  EFFORT 
TO  CONTROL  RABIES 

A low-cost  vaccination  clinic  for  pets,  a 24-hour  hot  line,  and  the  formation  of  a 
task  force  are  part  of  the  state’s  expanded  effort  to  control  rabies.  Secretary  of 
Health  Arnold  Muller,  MD,  said  the  health  of  Pennsylvania’s  citizens  is  threat- 
ened by  the  increase  in  rabies  cases  in  Pennsylvania,  with  1986  expected  to  set 
a new  record  for  the  number  of  cases.  As  of  May  13,  180  cases  were  reported. 
In  1985,  450  cases  were  reported.  The  24-hour  hot  line  is  in  the  Health  Depart- 
ment. During  business  hours  the  number  is  800-692-7254.  At  other  times  the 
number  is  717-737-5349. 

BLUE  SHIELD  ELIMINATES 
CIRCUMCISION  COVERAGE 

Acting  on  recommendations  from  the  American  Academy  of  Pediatrics  and  the 
American  College  of  Obstetrics  and  Gynecology.  Pennsylvania  Blue  Shield  will 
eliminate  coverage  for  circumcisions  effective  January  1,  1987.  In  position 
statements  published  in  the  official  journals  of  both  organizations,  researchers 
said  they  found  no  medical  reason  for  performing  routine  circumcisions  on 
newborn  males. 
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ONLY  THE  PRICE 
IS  NOT  BREATHTAKING 


If  you’re  a person  with  an  eye  for  beauty, 
one  look  at  the  striking  lines  of  the  Alfa  Romeo 
Quadrifoglio  could  give  you  reason  enough  to 
buy  it. 

You’ll  find  additional  ones  inside.  Supple 
Italian  glove  leather  seats,  air  conditioning,  power 
windows  and  a digital  AM/FM  stereo  cassette 
deck  with  four  speakers  are  among  its  many 
standard  luxury  features. 

Yet  this  is  not  a car  to  buy  for  looks  alone. 

For  the  Quadrifoglio  is  the  best-performing  Alfa 
convertible  ever  built,  thanks  to  its  spirited  2.0 
litre  engine,  Bosch  fuel  injection,  improved  anti- 
sway bars,  15"  alloy  wheels  and  Pirelli  P6  tires. 

What’s  more,  this  car  is  built  so  well,  it’s 
backed  by  a 3-year /36,000-mile  warranty* 

The  Alfa  Romeo  Quadrifoglio  is  now  available 
for  under  $19,600**  A price  that  lets  you  breathe  a 
sigh  of  relief. 


ENGINEERED  WITH  A PASSION. 


J.  H.  Bennett,  Ine. 

2300  Hanover  Avenue 
Allentown,  PA  18103 
(215)  437-6711 

Y/B/H  Porsche/Audi 

Route  3 (West  Chester  Pike) 
Edgemont,  PA  19028 
(215)  356-9000 
DeFinizio  Imports,  Inc. 

Wanamaker  and  Industrial  Highway 
Essington,  PA  19029 
(215)  521-9200 


Burdumy  Motors,  Inc. 

2711  Philmont  Avenue 
Huntingdon  Valley,  PA  19006 
(215)  947-6363 
MPA,  Inc. 

6515  Carlisle  Pike 
Mechanicsburg,  PA  17055 
(717)  766-0275 

Algar  Enterprises,  Inc. 

1100  W.  Swedesford  Road 
Paoli,  PA  19301 
(215)  647-6660 


Auto  Palace,  Inc. 

4627  Baum  Boulevard 
Pittsburgh,  PA  15213 
(412)  687-4000 

Cherry  Hill  Alfa 

1100  Haddonfield  Road 
Cherry  Hill,  NJ  08034 
(609)  663-2800 

Alfa  Northeast,  Inc. 

1125  N.  Washington  Avenue 
Scranton,  PA  18509 
(717)  346-7691 


♦Limited  warranty  applies  only  to  U.S.  spec,  automobiles  purchased  from  authorized  Alfa  Romeo  dealers. 
♦♦Mfr.'s  suggested  retail  price  at  P.O.E.  excluding  removable  hardtop.  Actual  prices  may  vary.  Destn.  chrgs., 
taxes,  dealer  prep.,  if  any,  opt.  equip,  and  license  fees  are  extra.  Hardtop  not  available  with  initial  production. 


editorial 

Where  is  the  heart? 


In  this  era  of  self  indulgence  and  distorted 
values,  it  is  well  to  take  a philosophical  look 
at  where  we  are  as  physicians  in  today’s  soci- 
ety, remembering  why  we  are  physicians  and 
who  it  is  that  we  strive  to  serve.  With  the  cur- 
rent crisis  involving  skyrocketing  insurance 
premiums  and  proliferating  malpractice  suits, 
physicians  are  being  pushed  toward  making  de- 
cisions that  presuppose  that  we  are  more  inter- 
ested in  our  own  financial  welfare  than  in  the 
welfare  of  our  patients.  This  represents  an  at- 
tack on  the  integrity  of  our  profession,  and  fur- 
ther weakens  the  mutual  trust  between  doctor 
and  patient. 

The  accusation  is  made  that  some  physi- 
cians, especially  in  the  younger  generation, 
studied  medicine  primarily  for  profit  and  mate- 
rial gain.  To  be  sure,  placing  blame  in  such  a 
way  for  the  apparent  decline  and  distortion  of 
values  in  our  profession  is  inaccurate  at  best, 
and  unfair  and  irresponsible  at  worst.  The 
problem  is  not  bound  within  the  confines  of  our 
profession,  nor  is  it  caused  by,  or  limited  to,  a 
new  generation  of  physicians. 

There  always  have  been  individuals  in  every 
walk  of  life  who  detract  from  the  integrity  of 
their  calling  through  their  lack  of  personal  val- 
ues. The  real  problems  are  more  societal  and 
are  reflected  in  the  general  populace.  For  exam- 
ple, our  legal  system  is  currently  buried  under 
an  avalanche  of  lawsuits.  We  have  become  a 
“suit-happy”  society  where  judgments  are  too 
often  made  on  the  basis  of  legal  technicalities, 
without  concern  for  the  more  compelling  and 
morally  responsible  question  of  justice  served. 
We  protect  criminals  and  shun  the  rights  of  vic- 
tims. As  physicians,  we  see  lawyers  and  their 
clients  as  having  found  through  the  contin- 
gency fee  system  a “get  rich  quick”  machine. 


This  further  distorts  the  meaning  of  justice  in  a 
system  that  was  designed  originally  to  main- 
tain fairness  under  the  law  to  all  the  people. 

We  need  a “new  era”  of  rededication  to  the 
ethical  and  moral  codes  which  are  at  the  heart 
of  medicine.  Then  as  citizens  and  community 
members,  physicians  will  be  able  to  offer  the 
necessary  leadership  to  produce  improvements 
in  society.  The  problem  begins  and  ends  with 
us.  We  must  not  fall  victim  to  the  socio- 
economic pressures  of  medical  practice  at  the 
expense  of  the  patient’s  interest.  A system 
that  places  financial  consideration  above  the 
health  and  welfare  of  patients  is  not  only  inde- 
fensible, it  is  entirely  unworkable  if  we  are  to 
retain  the  public  trust  and  provide  the  best 
possible  health  care. 

In  the  best  interest  of  our  patients,  we  must 
continue  to  give  “quality”  and  “excellence”  in 
the  care  of  our  patients.  All  else  must  be 
viewed  as  a secondary  consideration.  With  so 
many  of  our  colleagues  disturbed  by  the  regula- 
tory changes  affecting  today’s  practice;  we 
should  recognize  the  hard-learned  lesson  of  the 
American  auto  industry— “quality  is  job  one.” 
If  we  strive  to  maintain  the  highest  quality  and 
adhere  to  high  moral  and  ethical  standards,  we 
will  have  no  worry  about  enough  “business.” 
Maintaining  quality  medical  practice  is  the 
only  appropriate  response  in  today’s  atmo- 
sphere. After  all,  competition  still  recognizes, 
and  usually  favors,  quality. 

Where  is  the  heart  of  our  profession?  It  lies, 
naturally,  within  us.  We  must  rekindle  it  and 
rededicate  ourselves  to  its  preservation  if  we 
are  to  continue  to  earn  respect  as  medical  pro- 
fessionals. 

David  A.  Smith,  MD 

Medical  Editor 
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My  Friends  Tdl  Me 

A Deferred  Cotnpensation 
Plan  Only  Works  In 
A Large  Corporation... 


Don’t  Ask  Them. 
Ask  Us. 

We  can  help  you  find  the  answers 
to  your  own  financial  needs. 


PIT. 

Suite  600,  Building  #4  Penn  Center,  Pittsburgh,  PA  15235,  412-824-0422 

PENNSYLVANIA 

P0.  Box  259,  State  College,  PA  16801,  814-238-0544 

FINANCIAL 

Suite  101,  1401  Professional  Bldg.,  1401  Cedar  Crest  Blvd.,  Allentown,  PA  18104,  215-433-3258 

GROUP,  INC. 

2 Penn  Center  Plaza,  7th  Floor,  Suite  700,  Philadelphia,  PA  19102,  215-636-9055 

capital  commentary 

Grass  roots  action  supports  liability  reform 


Lee  H.  McCormick,  MD 


Edward  J.  Resnick,  MD 


R.  William  Alexander,  MD 

Without  a doubt,  the  most  signifi- 
cant aspect  of  our  medical  liabil- 
ity initiative  will  be  the  work  done  at 
the  grass  roots  level  with  legislators, 
our  physician  colleagues,  and  the  pub- 
lic. In  politics,  as  you  may  know,  a true 
grass  roots  effort  means  a candidate 
and  his  supporters  knock  on  doors  and 
hold  local  meetings  to  build  support. 
For  organized  medicine,  grass  roots  will 
mean  physicians  working  with  their  col- 
leagues and  their  spouses  to  organize 
hospital  staff  meetings,  county  medical 
society  meetings,  and  auxiliary  meet- 
ings with  legislators  in  their  home  dis- 
tricts. It  will  mean  inviting  legislators 
to  medical  meetings  to  discuss  the  med- 
ical liability  legislation.  It  will  mean 
physicians  meeting  with  their  legisla- 
tors on  a one-to-one  basis,  as  constitu- 
ents, to  seek  support  of  House  Bill  2230 
and  medical  liability  reform. 

For  the  purposes  of  the  Pennsylvania 
Medical  Society's  liability  reform  initia- 
tive, the  state  has  been  organized  along 
the  geographical  boundaries  of  the  50 
state  senatorial  districts.  As  a result, 
there  are  50  PMS  Legislative  Action 
Teams  (LATs)  across  the  Common- 
wealth. Organizing  and  mobilizing 
those  Legislative  Action  Teams  is  vital 
to  the  success  of  the  medical  liability  re- 
form campaign  and  the  overall  grass 
roots  effort. 

Each  Legislative  Action  Team  has  a 
critical  mission:  unify  the  medical  com- 
munity, cultivate  grass  roots  support 
for  the  reform  legislation,  initiate  and 
maintain  contact  with  all  legislators 
(representatives  and  senators)  in  that 
area,  and  raise  the  public  awareness  of 
the  issue. 

Legislative  Action  Teams  will  moti- 
vate their  physician  constituents  to 
help  ensure  that  a loud  and  clear  mes- 
sage is  sent  to  Harrisburg  through  con- 
tacts made  at  the  local  level.  We  believe 
liability  reform  is  a public  issue  that 
warrants  immediate  attention  from  leg- 
islators. We  know  that  this  will  happen 
if  physician  constituents  make  the 
proper  contacts. 

Each  Legislative  Action  Team  has 
one  physician  chairman.  This  physician 
will  be  helping  to  organize  local  meet- 


ings and  will  be  responsible  for  dissemi- 
nating information  to  physicians  and 
receiving  reports  from  physicians  who 
have  contacted  their  local  legislators. 
Ideally,  a Legislative  Action  Team  is 
composed  of  the  (a)  physician  chairman; 
(b)  a representative  from  each  hospital 
medical  staff  within  the  district;  (c)  a 
representative  from  each  county  medi- 
cal society  which  is  in  or  which  crosses 
the  LAT  district;  (d)  a representative 
from  each  county  medical  society  auxil- 
iary which  is  in  or  which  crosses  the  dis- 
trict; and  (e)  key  contact  physicians 
from  that  area. 

It  is  important  that  the  LAT  chair- 
men have  an  understanding  of  the  polit- 
ical legislative  process  and  be  partic- 
ularly capable  in  communicating  with 
his  colleagues  to  assure  participation  in 
the  grass  roots  effort  locally. 

As  this  session  of  the  General  Assem- 
bly proceeds  and  as  our  grass  roots  pro- 
gram develops,  there  will  be  appropri- 
ate times  for  direct  and  immediate 
contact  with  specific  legislators  by  the 
members  of  the  Legislative  Action 
Teams.  The  physicians  in  each  area  will 
be  called  upon  to  meet  with  their  legis- 
lators in  an  activity  coordinated  by  the 
LAT  chairmen. 

The  grass  roots  program  and  Legisla- 
tive Action  Teams  are  not,  however,  a 
quick  fix  or  an  instant  solution  to  the 
medical  liability  problem.  It  is  a plan 
designed  for  the  long  haul  because  this 
issue  will  not  “go  away,”  even  if  legisla- 
tion is  passed  now.  Liability  reform  is 
going  to  remain  as  an  issue  before  legis- 
lators because  those  who  oppose  it  will 
always  be  seeking  amendments. 

The  grass  roots  program  is  also  not 
an  indictment  of  the  Medical  Society’s 
key  contact  program.  For  many  years, 
key  contact  physicians  have  been  an  ef- 
fective part  of  the  Society’s  lobbying  ef- 
fort. This  will  continue  in  the  years 


The  writers  are  the  members  of  the  grass 
roots  committee  of  the  Pennsylvania  Medical 
Society's  professional  liability  reform  initia- 
tive. Dr.  Alexander,  the  Society’s  president,  is 
chairman. 


Mrs.  Joseph  Carter 

ahead  because  the  grass  roots  program 
will,  in  effect,  develop  new  key  contact 
physicians  who  will  establish  a constit- 
uent relationship  with  their  local  legis- 
lators. 

It  is  no  secret  that  legislators  respond 
to  pressure  from  their  constituents.  It 
is  important  that  physicians  take  ad- 
vantage of  that  and  make  their  legisla- 
tors aware  of  the  medical  liability  issue. 
Through  our  grass  roots  program  and 
Legislative  Action  Teams,  that  can  be 
accomplished.  □ 

Legislation  Action  Team  Chairmen 
Number  Chairman 

I Luis  E.  Sala,  MD 

3 Eddie  L.  Clark,  MD 

4 Wallace  G.  McCune,  MD 

5 Eugene  Shuster,  MD 

6 Carl  Simons,  MD 

7 William  J.  Erdman  II,  MD, 

and  Sylvan  H.  Eisman,  MD 

8 Michael  J.  O’Connor,  MD 

9 F.  Peter  Kohler,  MD 

10  Richard  W.  Godshall,  MD 

II  Edward  C.  Fischer,  MD 

12  H.  Craig  Bell,  MD 

13  Roland  A.  Loeb,  MD 

14  Edward  A.  Lottick,  MD 

15  Bruce  Goodman,  MD 

16  Alan  H.  Schragger,  MD 

17  Eugene  B.  Rex,  MD 

18  Evan  C.  Reese  Jr.,  MD 

19  William  S.  Lovrinic,  MD 

21  Mary  J.  Kinosian,  MD 

22  F.  Dennis  Dawgert,  MD 

23  James  L.  Harrison,  MD 

24  H.  Tom  Tamaki,  MD 

25  Maurus  L.  Sorg,  MD 

26  Charles  D.  Hummer  Jr.,  MD 

27  Pat  J.  Bruno,  MD 

28  Mohan  Peter,  MD 

29  Joseph  T.  Marconis,  MD 

30  Harold  R.  Cottle,  MD 

31  Herbert  C.  Perlman,  MD 

32  Phillip  E.  Reilly,  MD 
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newsfronts 


Leaders  learn  from  experts  at  PMS  conference 


DR.  BRISTOW  REP.  BLAUM  MR.  McMANIS 


MR.  WETZEL  DR.  SCHWARTZ  MR.  BLACK 


Karen  K.  Davis 

Cost  containment,  rationing,  and 
health  care  for  an  aging  society  were 
major  topics  at  this  year's  Leadership 
Conference,  which  centered  on  medical 
excellence  and  the  forces  challenging  it. 
The  Society’s  conference  took  place 
April  16  and  17  at  the  Hershey  Lodge. 

Approximately  350  physicians  partic- 
ipated in  the  conference,  which  opened 
with  a talk  by  Gerald  McManis  on 
trends  in  medicine  that  are  placing  med- 
icine’s standards  of  excellence  at  risk. 
McManis  is  president  and  founder  of 
the  Washington,  DC,  management  con- 
sulting firm,  McManis  Associates. 

Quality — major  issue 

He  identified  the  following  trends:  in- 
creasing numbers  of  capitated  health 
care  programs,  decreased  federal  fiscal 
support,  heightened  awareness  of 
health  care  costs  on  the  part  of  corpora- 
tions, increase  of  adversary  relation- 
ships between  physicians  and  hospitals 
because  of  competition,  and  entry  into 
the  field  of  health  care  by  “deep  pocket 
players  with  billions  of  dollars  in  as- 
sets.” 

McManis  predicted  that  if  these 
trends  continue  unabated,  “in  the 
1990s,  90  percent  of  all  health  care  will 
be  delivered  through  contractual  ar- 
rangements. . . . We  will  recognize  a 
multi-tier  system  of  medicine.  . . . Qual- 
ity assurance  will  eventually  pass  cost 
containment  as  the  major  issue,  and 
quality  providers  will  win  out. 

“We  will  also  see  90%  of  the  hospitals 
in  this  country  in  systems,  and  40%  of 
physicians  will  be  employed  by  health 
care  organizations,  70-75%  under  con- 
tractual arrangements,”  he  said.  The 
challenge  to  leadership  is  to  adapt  to 
these  changes  in  health  care,  McManis 
said. 


Cost  containment 

A panel  discussion  on  health  care  cost 
containment  followed.  Representatives 
from  medicine,  business,  and  the  state 
legislature  spoke  about  efforts  in  Penn- 
sylvania to  curb  escalating  health  costs. 


Presenting  views  on  this  topic  were  R. 
Robert  Tyson,  MD,  PMS  president 
elect;  Gilbert  A.  Wetzel,  president  and 
chief  executive  officer  of  Bell  of  Penn- 
sylvania; and  Representative  Donald 
W.  Dorr,  minority  chairman  of  the 
House  Committee  on  Health  and  Wel- 
fare. 

Physicians  and  their  patients 
American  Medical  Association 
Trustee  Lonnie  R.  Bristow,  MD,  up- 
dated members  on  AMA  projects  and 
activities,  and  spoke  about  physicians’ 
passion  for  excellence  in  caring  for  pa- 
tients. “The  physician/patient  relation- 
ship is  at  the  core  of  the  professional 


MEMBERSHIP  DIRECTORY 

Again  this  year  the  August  issue  of  PENNSYLVANIA  MEDICINE 
will  provide  readers  with  a membership  directory  and  other 
health  services  information.  Watch  for  this  special  issue — a 
valuable  reference  you  will  use  for  an  entire  year.  For 
information  about  advertising  in  this  special  issue,  contact 
Jean  Beatty,  717-763-7151. 
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CARDIZEHI:  FEWER  SIDE  EFFECTS 

diltiazem  HCI/Marion 

The  lowest  incidence  of  side  effects 
among  the  calcium  channel  Mockers' 


An  exceptionally  safe  choice  for  angina 
patients  with  coexisting  hypertension, 
diabetes,  asthma,  or  COPD'3 


Proven  efficacy  when  used  alone 
in  angina14  6 

Compatible  with  both  beta-blockers 
and  nitrates7 


Please  see  brief  summary  of  prescribing  informafion  on  the  next  page. 


CARDIZEM 


60  mg  fid 
or  qid 


diltiazem  HCI/Marion 

FEWER  SIDE  EFFECTS  IN  ANTIAHGINAL  THERAPY 


BRIEF  SUMMARY 

CARDIZEM®  (diltiazem  hydrochloride)  is  a calcium  ion  influx  inhibi- 
tor (slow  channel  blocker  or  calcium  antagonist) 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM  is 
indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the  treat- 
ment of  spontaneous  coronary  artery  spasm  presenting  as  Prinz- 
metal's variant  angina  (resting  angina  with  ST-segment  elevation 
occurring  during  attacks) 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 

CARDIZEM  is  indicated  in  the  management  ot  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syn- 
drome except  in  the  presence  of  a functioning  ventricular  pacemaker. 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory 
periods  without  significantly  prolonging  sinus  node  recovery  time, 
except  in  patients  with  sick  sinus  syndrome  This  effect  may 
rarely  result  in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or  third-degree  AV 
block  (six  of  1243  patients  for  0 48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a single  dose 
of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemo- 
dynamic studies  in  humans  with  normal  ventricular  function 
have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt).  Experience  with  the  use 
of  CARDIZEM  alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very  limited  Cau- 
tion should  be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabo 
lized  by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  .patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher 
in  rats  were  associated  with  histological  changes  in  the  liver  which 
were  reversible  when  the  drug  was  discontinued.  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes;  however,  these 
changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there  may  be 
additive  effects  in  prolonging  AV  conduction  when  using  beta-blockers 
or  digitalis  concomitantly  with  CARDIZEM.  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  ot  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict  the 
eftects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 


volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxm  levels 
up  to  20%. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility.  A 24-month 
study  in  rats  and  a 21-month  study  in  mice  showed  no  evidence  of 
carcinogenicity  , There  was  also  no  mutagenic  response  in  in  vitro 
bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted 
in  mice,  rats,  and  rabbits  Administration  of  doses  ranging  from  five  to 
ten  times  greater  (on  a mg/kg  basis)  than  the  daily  recommended 
therapeutic  dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause  skeletal  abnor- 
malities In  the  permatal/postnatal  studies,  there  was  some  reduction 
in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose 
or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  (diltiazem  hydrochloride)  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  exercise 
caution  when  CARDIZEM  is  administered  to  a nursing  woman  if  the 
drug's  benefits  are  thought  to  outweigh  its  potential  risks  in  this 
situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been 
established 


ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than  that 
reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology  ot 
calcium  influx  inhibition  In  many  cases,  the  relationship  to  CARDIZEM 
has  not  been  established.  The  most  common  occurrences,  as  well  as 
their  frequency  of  presentation,  are:  edema  (2.4%),  headache  (2.1%), 
nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%),  asthenia  (1.2%),  AV 
block  (1.1%).  In  addition,  the  following  events  were  reported  infre- 
quently (less  than  1%)  with  the  order  ot  presentation  corresponding  to 
the  relative  frequency  of  occurrence 


Cardiovascular 
Nervous  System 
Gastrointestinal; 

Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  bradycardia, 
palpitations,  congestive  heart  failure,  syncope 
Paresthesia,  nervousness,  somnolence,  tremor, 
insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal’s  angina  experiencing  episodes  of  vaso- 
spastic angina  developed  periods  of  transient  asymptomatic  asystole 
approximately  five  hours  after  receiving  a single  60-mg  dose  of 
CARDIZEM 

The  following  postmarketing  events  have  been  reported  infrequently 
in  patients  receiving  CARDIZEM.  erythema  multiforme,  leukopenia,  and 
extreme  elevations  of  alkaline  phosphatase,  SGOT,  SGPT,  LDH,  and  CPK 
However,  a definitive  cause  and  effect  between  these  events  and 
CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited  Single 
oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated  by  healthy 
volunteers  In  the  event  of  overdosage  or  exaggerated  response,  appro- 
priate supportive  measures  should  be  employed  in  addition  to  gastric 
lavage  The  following  measures  may  be  considered 
Bradycardia  Administer  atropine  (0.60  to  1.0  mg).  If  there  is 

no  response  to  vagal  blockade,  administer  iso- 
proterenol cautiously. 


High-Degree 
AV  Block 

Cardiac  Failure 

Hypotension 


Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  cardiac 
pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamme)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  ot  the  treating 
physician. 

The  oral  LDso’s  in  mice  and  rats  range  from  415  to  740  mg/kg  and 
from  560  to  810  mg/kg,  respectively.  The  intravenous  LDso's  in  these 
species  were  60  and  38  mg/kg,  respectively  The  oral  LD50  in  dogs  is 
considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was  seen  in 
monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known,  but  blood 
levels  in  excess  of  800  ng/ml  have  not  been  associated  with  toxicity. 
DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Oue  to  Atherosclerotic  Coronary  Ar- 
tery Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary  Artery 
Spasm  Dosage  must  be  adjusted  to  each  patient's  needs.  Starting 
with  30  mg  four  times  daily,  before  meals  and  at  bedtime,  dosage 
should  be  increased  gradually  (given  in  divided  doses  three  or  four 
times  daily)  at  one-  to  two-day  intervals  until  optimum  response 
is  obtained  Although  individual  patients  may  respond  to  any  dos- 
age level,  the  average  optimum  dosage  range  appears  to  be  180  to 
240  mg/day  There  are  no  available  data  concerning  dosage  require- 
ments in  patients  with  impaired  renal  or  hepatic  tunction  If  the  drug 
must  be  used  in  such  patients,  titration  should  be  carried  out  with 
particular  caution. 

Concomitant  Use  With  Other  Antiangmal  Agents 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute  anginal 
attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy  — CARDIZEM  may  be  safely  co- 
administered with  short-  and  long-acting  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  effective- 
ness of  this  combination 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS  ) 

HOW  SUPPLIED 

CARDIZEM  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC  0088- 
1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1771- 
49)  Each  green  tablet  is  engraved  with  MARION  on  one  side  and  1771 
engraved  on  the  other.  CARDIZEM  60-mg  scored  tablets  are  supplied  in 
bottles  of  100  (NDC  0088-1772-47)  and  in  Unit  Dose  Identification 
Paks  of  100  (NDC  0088-1772-49)  Each  yellow  tablet  is  engraved  with 
MARION  on  one  side  and  1772  on  the  other  Issued  4/1/84 


See  complete  Professional  Use  Information  before  prescribing. 
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Another  patient  benefit  product  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC. 

KANSAS  CITY.  MO  64137 


Consider  the 
causative  organisms. . . 


250-mg  Pulvulest.i.d. 
offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


Haemophilus  influenzae,  H influenzae,  Streptococcus  pneumoniae,  Streptococcus  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Note:  Ceclor®  is  contraindicated  in  patients  with  known  allergy 
to  the  ceohalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 


Ceclor"  (cefaclor) 

Summary.  Consult  the  package  literature 
for  prescribing  information. 

Indications:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  sus- 
ceptible  strains  of  Streptococcus  pneu- 
moniae. Haemophilus  influenzae,  and 
S pyogenes  (group  A beta-hemolytic 
streptococci) 

Contraindications:  Known  allergy  to 
cephalosporins. 

Warnings:  CECLOR  SHOULD  BE  ADMIN 
ISTERED  CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS 
AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY  POSSIBLE 
REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic 
patients 

Pseudomembranous  colitis  has  been 
reported  with  virtually  all  broad-spectrum 
antibiotics  It  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea  Colon  flora  is  altered 

by  broad-spectrum  antibiotic  treatment. 

possibly  resulting  in  antibiotic-associated 

colitis 

Precautions: 

• Discontinue  Ceclor  in  the  event  of 
allergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have 
been  reported  during  treatment  with 
cephalosporins 

• In  renal  impairment,  safe  dosage  of 
Ceclor  may  be  lower  than  that  usually 
recommended  Ceclor  should  be  admin- 
istered with  caution  in  such  patients 

• Broad-spectrum  antibiotics  should  be 
prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
disease,  particularly  colitis 

• Safety  and  effectiveness  have  not  been 
determined  in  pregnancy,  lactation,  and 
infants  less  than  one  month  old.  Ceclor 


penetrates  mother’s  milk  Exercise 
caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of 
patients) 

Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include 

• Gastrointestinal  (mostly  diarrhea):  2 5%. 

• Symptoms  ot  pseudomembranous 
colitis  may  appear  either  during  or  after 
antibiotic  treatment. 

• Hypersensitivity  reactions  (including 
morbilliform  eruptions,  pruritus,  urticaria, 
erythema  multiforme,  serum-sickness- 
like  reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy  These  reactions  have  been 
reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  been  reported  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  laboratory  results  of 

uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose 
with  Benedict's  or  Fehling's  solution  and 
Climtest"  tablets  but  not  with  Tes-Tape" 
(glucose  enzymatic  test  strip,  Lilly) 
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Additional  information  available  to  the 
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newsfronts 


code  and  it  is  interwoven  with  the  phy- 
sician’s commitment  to  excellence,”  Dr. 
Bristow  said.  He  encouraged  physi- 
cians to  strengthen  the  integrity  of 
their  relationships  with  patients. 

House  Bill  2230 

At  a session  on  medical  liability,  Rep- 
resentative Kevin  Blaum  (Luzerne 
County),  urged  physicians  to  get  in- 
volved on  this  front  by  contacting  their 
legislators.  Blaum  is  the  sponsor  of  the 
Society’s  bill  (HB  2230)  calling  for  re- 
forms of  the  state’s  ailing  medical  liabil- 
ity system.  “The  time  for  achieving  a 
meaningful  solution  to  liability  prob- 
lems may  finally  be  near,”  he  said,  add- 
ing that  “no  lasting  relief  in  terms  of 
availability  or  affordability  of  liability 
insurance  can  be  accomplished  without 
first  restoring  some  reason  and  predict- 
ability to  the  determination  of  liability 
and  damages.” 

The  dinner  meeting  featured  speaker 
Uwe  Reinhardt,  PhD,  who  took  a light- 
hearted look  at  health  care  economics. 
Dr.  Reinhardt  is  professor  of  economics 
at  Princeton  University. 

Physicians  in  control 

The  second  day  of  the  conference 
opened  with  a breakfast  seminar  featur- 
ing former  WCAU-TV  news  analyst 
Donald  Barnhouse,  PhD.  Now  pastor  at 
Bridgeport  Presbyterian  Church,  Dr. 
Barnhouse  spoke  on  “Facing  Tough  De- 
cisions.” Dr.  Barnhouse  said  physicians 
must  take  an  active  role  in  making 


choices  about  all  aspects  of  health  care, 
so  that  they  can  retain  control  in  the  fu- 
ture direction  of  medicine. 

Rationing  health  care 
William  Schwartz,  MD,  a professor  at 
Tufts  University  School  of  Medicine, 
and  author  of  the  book,  “The  Painful 
Prescription:  Rationing  Hospital  Care,” 
was  the  keynote  speaker  at  the  general 
session  on  the  second  day.  Dr.  Schwartz 
discussed  health  care  delivery  for  the 
coming  decade,  and  said  that  finding  a 
permanent  solution  to  curb  rising  costs 
will  not  be  painless.  “The  ultimate  so- 
cial decision,”  he  said,  “lies  between  ra- 
tioning on  the  one  hand,  and  a recogni- 
tion of  the  fact  that  after  we  have 
squeezed  the  inefficiencies  out  of  the 
system,  if  we  want  to  continue  to  do  ev- 
erything we  can  to  be  helpful,  with  the 
new  technology  and  the  growing  aging 
population,  we  cannot  keep  the  fraction 
of  the  GNP  (gross  national  product)  de- 
voted to  health  care  constant.” 

Former  Pennsylvania  Secretary  of 
Aging  Gorham  Black  Jr.  outlined  a 
number  of  critical  issues  for  older 
Americans.  He  discussed  ways  that  an 
aging  population  affects  the  delivery  of 
health  care. 

Dealing  with  stress 
The  conference  ended  with  a discus- 
sion on  stress.  John  Henry  Pfifferling, 
PhD,  director  and  cofounder  of  the  Cen- 
ter for  Professional  Well-Being  in  Dur- 
ham, North  Carolina,  examined  ways 
physicians  can  cope  with  the  many  eco- 
nomic, legal,  and  ethical  challenges  fac- 
ing them  today. 


HMSS  meeting,  seminars 

The  Fourth  Assembly  Meeting  of  the 
PMS  Hospital  Medical  Staff  Section 
(HMSS)  preceded  the  Leadership  Con- 
ference. Medical  staff  leaders  from  all 
areas  of  the  state  participated  in  an  in- 
formal discussion  period,  during  which 
medical  staff  problems  were  shared  and 
solutions  suggested.  Delegates  to  the 
section  meeting  also  heard  a panel  dis- 
cussion on  managing  the  impaired  phy- 
sician in  the  hospital  setting.  The  panel 
gave  advice  on  how  medical  staffs  can 
deal  with  an  impaired  colleague,  and 
outlined  legal  risks  associated  with  in- 
action. 

Two  seminars  also  preceded  the  con- 
ference. Thomas  Pheasant,  MD,  of  the 
Pennsylvania  Diabetes  Academy,  pre- 
sented a program  on  visual  impairment 
and  diabetes  mellitus.  The  PMS  Council 
on  Medical  Practice  sponsored  a work- 
shop entitled,  “Contract  Negotiation 
. . . Tips  for  the  Practicing  Physician. 

Audio  cassette  tapes  of  speakers  and 
preconference  seminars  are  available 
for  $4  each.  Call  PMS  Communications 
Division  at  (717)  763-7151  for  complete 
tape  listing  or  to  place  an  order. 

Robert  N.  Moyers,  MD,  Meadville,  is 
chairman  of  the  Leadership  Conference 
Committee.  Members  are:  Betty  L.  Cot- 
tle, MD,  Hollidaysburg;  David  L. 
Miller,  MD,  New  Bethlehem;  Irving 
Williams  III,  MD,  Lewisburg;  and  R. 
William  Alexander,  MD,  PMS  presi- 
dent. 


V 


Missing:  Etan  Patz 
Born:  10/9/72 

Disappeared:  5/25/79  (Stranger  abduction) 
From:  New  York,  New  York 
Blue  eyes,  brown  hair 
Case  # 1504s 

If  you  see  this  child  or  have  information 
concerning  this  child,  please  call  toll  free 
1-800-l-AM-LOST. 


Part-Time  Employment  For  Physicians 

Physicians  Review  Corporation,  Inc.,  a Pennsylvania-based  firm 
organized  by  practicing  physicians,  offers  part-time  positions  for 
qualified  physicians  interested  in  serving  as  Medical  Reviewers  in  a 
private  peer  review  system. 

Perform  Duties  in  Your  Own  Office  or  Home 
Opportunities  in  Many  Locations  and  Specialties 
Reimbursement  on  a Per  Case  Basis 
Applications  from  Our  Physically  Disaded  Colleagues  are  Welcome 

Please  send  your  curriculum  vitae  to; 

Physicians  Review  Corporation,  Inc. 

Wexford-Bayne  Road,  Box  184A 
Sewickley,  Pennsylvania  15143 

Telephone:  412-935-5255 
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International  Medical  Seminars 

EMERGENCY  MEDICINE  • RADIOLOGY  • TRAUMA 


Bali  and  Hong  Kong  Medical  Seminars 13  Days 

Departure  Dates:  October  31,  1986  and  February  13,  1987 


We  are  pleased  to  invite  you  to 
join  one  of  our  exciting  seminar 
programs  in  Bali  and  Hong  Kong. 

Our  Medical  Seminars  will  be 
held  on  a daily  basis,  hospital 
and  clinical  visits  are  an  impor- 
tant part  of  these  programs 
and  are  included  in  Bali  and 
Hong  Kong. 

Bali,  “Island  of  the  Gods”  is 
a magical  blend  of  culture  and 
spellbinding  scenery.  This  tropical 
paradise  is  famed  for  its  enchant- 
ingly  graceful  people,  talented 
artists,  exquisite  temples  and 
golden  beaches.  The  beautiful 
Bali  Hyatt  Hotel  is  set  amid 
thirty  six  acres  of  luxuriant  tropi- 
cal gardens  which  blend  in  with 
the  swaying  palms  on  the  white 
sands  of  Sanur  beach.  Whether  it 
is  windsurfing,  water-skiing, 
scuba  diving,  snorkelling,  deep 
sea  fishing,  tennis,  golf  or  shell 
collecting,  it  is  at  your  doorstep 
in  Bali. 

The  bustling  and  intriguing 
harbor  city  of  Hong  Kong  needs 
little  introduction— it  is  still  the 
“Pearl  of  the  Orient.”  The 
British  Crown  Colony  offers  out- 
standing arts  and  crafts— visit  the 
Chinese  Emporium,  the  antique 
stores  on  Hollywood  Road  or  fas- 
cinating Stanley  Market. 

Registration  is  limited,  so 
we  urge  you  to  call  now: 
1-800-551-0019. 


THE  ITINERARY 

Day  1 Fri.  U.S.A.-BALI:  Late  evening  depar- 
ture from  San  Francisco  or  Los  Angeles  on 
Continental  Airlines  jet  flight  for  Bali. 

Day  2 Sat.  EN  ROUTE:  Cross  the  Interna- 
tional Dateline,  thus  losing  a day. 

Day  3 Sun.  BALI:  Early  morning  arrival  in 
Bali,  one  of  the  most  beautiful  tropical  islands 
in  South  East  Asia.  Here  you  are  met  and  trans- 
ferred to  the  deluxe  BALI  HYATT  HOTEL. 
Afternoon  at  leisure.  Evening  special  Welcome 
Dinner  at  the  Fisherman’s  Place  Restaurant. 

Day  4 Mon.  BALI:  Morning  Medical  Semi- 
nar. Afternoon  visit  the  Sacred  Forest  of  San- 
geh;  the  former  royal  temple,  “Taman  Ayun’’ 
and  the  remarkable  temple  of  “Tanah  Lot”  by 
the  sea.  Evening  Buffet  Dinner  with  Balinese 
Culture  show. 

Day  5 Tue.  BALI:  Morning  Medical  Seminar 
and  Hospital  visit.  Afternoon  at  leisure.  Eve- 
ning attend  a performance  of  the  Keckak  (Mon- 
key) Dance. 

Day  6 Wed.  BALI:  Morning  Medical  Seminar. 
Scenic  drive  to  Tampaksiring  for  lunch  and  in 
the  afternoon  visit  the  famous  Balinese  art 
centers  of  Mas,  Ubud  and  Celuk. 

Day  7 Thu.  BALI:  Morning  lecture  on  “Her- 
bal Medicine  in  Indonesia— A Billion  Dollar 
Industry.”  Afternoon  visit  to  the  village  of 
Deas— a native  Balinese  village.  Evening  din- 
ner at  the  Spice  Island  Restaurant. 

Day  8 Fri.  BALI:  Morning  Medical  Seminar. 
Afternoon  at  leisure. 


Day  9 Sat.  BALI:  Morning  excursion  to  see 
the  colorful  Barong  Dance.  Afternoon  Medi- 
cal Seminar.  Evening  barbeque  by  the  pool. 

Day  10  Sun.  BALI-HONG  KONG:  Morning 
depart  on  Garuda  Indonesian  Airlines  jet  flight 
for  Hong  Kong.  Afternoon  arrival  in  Hong 
Kong  where  you  are  met  and  transferred  to  the 

HYATT  REGENT  HOTEL.  Evening  at 
leisure. 

Day  11  Mon.  HONG  KONG:  Morning  Med- 
ical Seminar.  Lunch  at  Aberdeen  followed  by 
Hong  Kong  Island  Tour. 

Day  12  Tue.  HONG  KONG:  Morning  Hospi- 
tal visit  followed  by  Medical  Seminar  Re-cap. 
Afternoon  at  leisure.  Evening  special  Farewell 
Dinner  Party. 

Day  13  Wed.  HONG  KONG-U.S.A.:  Day  at 
leisure.  Late  afternoon  transfer  to  the  airport 
for  Singapore  Airlines  Jet  flight  to  San  Fran- 
cisco and  Los  Angeles. 


OPTIONAL  EXCURSIONS: 

FROM  BALL  2-Day  Excursion  to  Jogjakarta 
to  visit  the  most  famous  temples  of  Borabodur 
and  Prambanan,  the  Sultans  Palace  and  the 
Batik  Institute. 

FROM  HONG  KONG.  2-Day  Excursion  to 
Macau,  the  Portugese  Colony  on  China’s 
Mainland. 

FROM  HONG  KONG.  2-Day  Excursion  to 
Guilin,  one  of  the  most  beautiful  cities  in 
Southern  China. 


COST $1995.00  per  person, 

double  occupancy. 


Includes  economy  class  round  trip  air  transportation 
from  Los  Angeles  or  San  Francisco,  Hotels  as  stated, 
Full  American  breakfast  daily,  plus  feature  meals  as 
shown  in  the  itinerary.  All  transfers  and  porterage,  local 
taxes  and  service  charges.  IMS  Seminar  Director,  flight 
bag  and  pre-tour  documentation.  Single  room  supple- 
ment $450.00.  Seminar  tuition  fee  $300.00 

Rates  for  February  1987  are  subject  to  increase. 


REGISTER  NOW:  CALL  TOLL  FREE  1 • 800  • 551  • 0019 


INTERNATIONAL  MEDICAL  SEMINARS  • 125  MAIN  STREET  • WESTPORT,  CT  06880 
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Trustee  optimistic  about  future  of  medicine 


Karen  K.  Davis 

“I’m  an  optimist  about  medicine  in 
spite  of  all  our  problems,”  said  John 
Helwig  Jr.,  MD,  PMS  trustee  represent- 
ing the  First  District. 

“I  have  enjoyed  medicine  very 
much,”  he  said.  “I’m  not  as  negative  as 
some  of  my  colleagues  who  say  they 
don’t  want  their  kids  to  go  into  medi- 
cine. The  government  is  telling  us  what 
to  do,  third  parties  are  telling  us  what 
to  do,  and  while  this  is  frustrating,  it’s 
not  much  different  from  the  rest  of  soci- 
ety. Somebody  who  works  in  a factory 
gets  told  what  to  do,  and  somebody 
who  runs  a business  gets  told  what  to 
do.  So  I 'm  not  discouraged  in  spite  of  all 
that  is  happening  in  medicine. 

“One  of  our  big  problems  in  medicine 
is  the  disillusionment  physicians  have. 
Things  sometimes  look  bleak  with  the 
pressure  to  control  costs,  to  impose  lim- 
its on  health  care.  These  ideas  are  for- 
eign to  physicians.  Although  they  un- 
derstand that  we  have  to  try  to  control 
costs,  they  don’t  like  to  be  told  by  non- 
physicians what  they  can  and  can’t  do,” 
he  said. 

“My  advice  to  physicians  is  to  do 
what  is  best  for  the  patient,  and  if  that 
causes  problems  with  government  or 
third  parties,  so  be  it.  Then  be  willing  to 
fight.  We  have  to  be  our  patients’  advo- 
cates, and  help  them  fight  for  what  they 
should  get. 

“On  a one-to-one  basis,  the  only  way 
we  can  practice  is  to  be  our  patients’  ad- 
vocates,” Dr.  Helwig  emphasized.  “Any 
other  way  and  we  are  in  trouble  as  a 
profession.  That’s  why  I am  very  con- 
cerned about  business  taking  over 
medicine.  I have  concerns  about  the 
gatekeeper  concept,  and  about  profit- 
making hospitals  where  the  pressures 
are  on  the  physicians  not  to  admit  peo- 
ple who  can’t  pay.  Even  though  I realize 
hospitals  have  to  make  ends  meet,  I 
don’t  want  to  see  doctors  put  in  a posi- 
tion where  businessmen  tell  them  they 
can’t  take  care  of  people.  I’m  not  saying 
this  has  become  common,  but  it’s  a po- 
tential threat.  I feel  the  same  as  Arnold 
Reiman  (editor  of  the  New  England 
Journal  of  Medicine)',  I have  the  same 
fear  of  the  profit-making  corporations 
taking  over  in  medicine.” 

Dr.  Helwig  continued,  “We  have  prob- 
lems in  medicine,  problems  in  our  coun- 


try, problems  in  the  world.  There  are  a 
number  of  ways  you  can  approach 
problems— one  is  to  just  cry  and  moan, 
and  another  is  to  try  to  make  the  sys- 
tem work.  I don’t  think  it  does  any 
good  to  just  blast  government  and 


third  parties.  We  have  to  meet  with 
them  and  try  to  make  things  work. 

“My  philosophy  is  that  most  human 
beings  try  to  do  their  best,”  he  said. 
“There  are  some  rotten  people  in  this 
world,  but  they  are  in  the  minority.  I 
think  most  human  beings  are  decent 
people,  and  when  others  do  things  we 
don’t  understand,  it  may  be  because  we 
don’t  know  what  their  problems  are.  If 
we  get  together,  maybe  we  can  see  their 
viewpoints.  That's  why  I am  an  opti- 
mist about  finding  solutions  to  current 
problems.” 

A matter  of  chance 

Dr.  Helwig  said  it  was  “pure  chance” 
that  he  became  a physician.  Born  and 
raised  in  Philadelphia,  he  accelerated 
his  high  school  program  so  he  could 
complete  his  military  service  before  go- 
ing on  to  college.  He  planned  to  go  into 
engineering. 

“I  wasn’t  in  the  service  very  long 
when  I wound  up  with  pneumonia  and  I 
was  taken  to  the  hospital.  A few 
months  after  I recovered  from  that,  I 
was  in  a jeep  accident,  broke  some  of 
the  bones  in  my  back,  and  I was  in  the 
hospital  again,”  he  said.  “That’s  what 
introduced  me  to  medicine.  There  was 
nobody  in  my  family  in  medicine.  My 


father  was  in  the  ornamental  iron  busi- 
ness, and  my  idea  was  to  work  with 
metal  as  an  engineer.  I had  no  thoughts 
at  all  of  medicine  in  high  school.” 

While  he  was  hospitalized,  he  got  a 
chance  to  see  what  doctors  and  nurses 
do.  “It  appealed  to  me.  Those  two  hos- 
pitalizations were  directly  responsible 
for  my  going  into  medicine.”  When  he 
left  the  Army,  instead  of  taking  engi- 
neering, he  took  the  premedical  course 
at  LaSalle  College  and  then  went  on  to 
University  of  Pennsylvania  School  of 
Medicine. 

He  took  his  internship  at  Penn,  and 
then  completed  a residency  in  medicine 
and  fellowship  in  cardiology  there  be- 
forejoining the  university  hospital  staff 
as  a cardiologist. 

He  was  appointed  physician-in- 
charge of  the  Cardiac  Catheterization 
Laboratory  at  Penn  upon  completion  of 
his  training,  and  he  held  the  post  until 
1965,  when  he  took  his  current  position 
as  chief  of  cardiology  at  Germantown 
Hospital. 

“I  left  Penn  with  mixed  emotions,  be- 
cause I liked  what  I did  there,”  Dr. 
Helwig  admitted.  “But  I also  wanted  to 
take  care  of  people;  I didn’t  want  to 
spend  all  my  time  in  the  laboratory.”  He 
still  has  close  ties  to  his  alma  mater  and 
served  a three  year  term  as  president  of 
the  university’s  medical  alumni  society 
from  1979-1981. 

In  addition  to  his  work  at  German- 
town Hospital,  he  is  clinical  professor  of 
medicine  at  Temple  University,  the  hos- 
pital’s affiliate.  “For  me  it’s  the  best  of 
both  worlds,  because  I like  to  teach  and 
I like  to  practice,”  he  said,  adding  that 
his  current  situation  has  an  extra  bo- 
nus. Since  the  hospital’s  campus  is  con- 
tiguous to  LaSalle  College,  he  is  treat- 
ing his  former  undergraduate  teachers. 
“One  of  my  great  joys  is  being  able  to 
take  care  of  many  of  the  professors  who 
taught  me,  now  that  they  are  getting 
older.” 

Getting  involved 

Dr.  Helwig  first  became  involved  in 
organized  medicine  when  he  was  staff 
cardiologist  at  the  University  of  Penn- 
sylvania. “I  began  to  be  aware  of  orga- 
nized medicine,  and  I thought  a number 
of  positions  they  took  were  too  conser- 
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'They  look  at  what's 
right  for 
medicine/' 


That’s  why  Dr.  Patrick  Forsythe,  an  anesthesiologist 
from  Camp  Hill,  is  proud  to  insure  with  PMSLIC. 

"Commercial  carriers  are  constantly  looking  at 
the  bottom  line.  They'll  make  economic  deci- 
sions: 'Settle  and  get  out  of  it!’  And  if  things  get 
tough  financially,  they’ll  pull 
out  of  the  state  altogether." 


"But  PMSLIC  is  committed  to  Pennsylvania— and 
to  the  viewpoint  of  its  physicians.  If  you  think 
you  can  get  better  coverage  elsewhere  for  less,  you're 
really  mortgaging  the  future." 

To  learn  more  about  PMSLIC,  call  toll-free: 
1-800-445-1212  and  ask 
for  ext.  99. 


PMSLIC: 

The  doctors’  choice. 
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vative,”  he  said.  “Now  I happen  to  be 
definitely  conservative,  but  I thought 
they  were  too  conservative!  So  I joined. 

“I  have  always  felt  that  there  is  no 
future  in  just  railing  and  hollering 
about  something  you  don’t  like;  you  go 
and  participate,”  he  went  on.  “And  ev- 
ery time  I got  up  to  speak  my  piece,  I 
wound  up  on  another  committee.  To  my 
amazement,  nobody  was  trying  to  shut 
me  up.  Then  I began  to  understand 
what  it  was  all  about.” 

He  held  a number  of  positions  in  the 
Philadelphia  County  Medical  Society. 
He  was  chairman  of  the  west  branch  of 
the  county  society  and  was  elected  dele- 
gate to  the  State  Society’s  House.  As 
chairman  of  the  county  society’s 
medical-legal  committee,  he  began  to 
develop  an  interest  in  the  law.  “I  still  do 
some  medical-legal  consulting  work  in 
cardiology,”  he  said,  adding  that  in 
keeping  with  his  medical-legal  interest, 
he  has  been  monitoring  the  ongoing 
professional  liability  problems. 

Trust  lists  donors  for  first  q 

The  Educational  and  Scientific  Trust 
of  the  Pennsylvania  Medical  Society 
has  announced  that  the  following  indi- 
viduals and  organizations  have  contrib- 
uted to  the  Trust  in  the  first  quarter  of 
1986.  They  are  listed  in  several  levels, 
according  to  the  amount  of  their  contri- 
butions. 

The  College  ($1,000  or  more) 

Samuel  P.  Mandell  Foundation 
The  Academy  ($250-499) 

Richard  A.  Borrison,  MD 
Jan  R.  DeVries,  MD 
Carla  Elisabeth  Goepp,  MD 
Jerrold  Grofe,  MD 
Peter  M.  Guzy,  MD 
Mounir  H.  Louka,  MD,  PC 
Montgomery  County  Medical 
Society  Auxiliary 
Edith  A.  Welty,  MD 

The  Society  ($100-249) 

R.  Wm.  Alexander,  MD 
Hugh  M.  Crumay,  MD 
Delaware  County  Medical  Society 
John  H.  Eves,  MD 
James  J.  Gaul,  MD 
Joseph  P.  Guaraldo,  MD 
Col.  Jerry  Harrell,  Jr.,  MD 
William  T.  Kitsko,  MD 
Lehigh  County  Medical 
Society  Auxiliary 
Lycoming  County  Medical 
Society  Auxiliary 
Northampton  County  Medical 
Society  Auxiliary 
Pennsylvania  Medical  Society 
Joan  M.  Ruffle,  MD 
E.  R.  Salvitti,  MD 
Robert  J.  Sherertz,  MD 
Elizabeth  H.  Thilo,  MD 


“That’s  why  I decided  to  put  in  the 
resolution  for  the  march  on  Harrisburg, 
which  was  accepted  by  the  PMS  House 
of  Delegates,”  he  said,  referring  to  the 
resolution  calling  for  a one  day  mass 
meeting  between  physicians  and  Penn- 
sylvania legislators  to  show  support  for 
legislative  reform. 

At  the  state  level.  Dr.  Helwig  was 
chairman  of  the  PMS  Council  on  Medi- 
cal Service  in  1974,  and  chairman  of  the 
Council  on  Medical  Economics  in  1980 
and  1981.  He  was  a director  of  the 
Pennsylvania  Medical  Care  Foundation 
and  is  on  the  board  of  the  Pennsylvania 
Professional  Liability  Joint  Underwrit- 
ing Association.  He  was  on  the  Penn- 
sylvania Delegation  to  the  American 
Medical  Association  from  1974-78. 

Dr.  Helwig  is  active  in  other  groups 
as  well.  He  is  a fellow  of  the  American 
College  of  Physicians,  and  has  served 
on  several  of  the  college’s  committees. 
He  was  governor  of  the  Eastern  Penn- 
sylvania Region  of  the  American  Col- 
lege of  Cardiology,  and  he  is  past  presi- 
dent of  the  Philadelphia  Academy  of 

arter 

Trust  Contributors  ($1-99) 

Allegheny  County  Medical 

Society  Auxiliary 
Beaver  County  Medical  Society 
E.  Howard  Bedrossian,  MD 
Manuel  A.  Bergnes,  MD 
James  A.  Collins,  Jr.,  MD 
Arnold  Cushner 
Barbara  Citeroni  Custer 
Beverly  J.  Doddy 
LeRoy  C.  Erickson 
Henry  H.  Fetterman,  MD 
Leroy  A.  Gehris,  MD 
Henry  A.  Greenawald,  MD 
George  G.  Hohberger,  MD 
Lackawanna  County  Medical 

Society  Auxiliary 
Lehigh  County  Medical  Society 
James,  Sandy  & Tera  Levin 
Margaret  M.  Levin 
Ula  E.  Levin 
Janet  L.  Loch 
Luzerne  County  Medical 

Society  Auxiliary 
Matthew  Marshall,  Jr.,  MD 
Joye  A.  Martin,  MD 
Robert  E.  McAfee,  MD 
William  D.  McCann,  MD 
Christine  L.  McClure 
Milton  M.  Michaels,  MD 
MaryAnn  Michelis,  MD 
Samuel  C.  Mines,  MD 
PMSA  Gavel  Club 
Amy  L.  Papalia-Early,  MD 
Ronald  M.  Repice,  MD,  PC 
Schuylkill  County  Medical 

Society  Auxiliary 
Spencer  J.  Servoss,  MD 
Joseph  S.  Silverman,  MD 
Morgan  F.  Taylor,  MD 
Tourist  Club  of  Beaver 
Washington  County  Medical  Society 
Jane  E.  Young 


Cardiology.  He  also  held  various  offices 
in  the  southeastern  Pennsylvania  chap- 
ter of  the  American  Heart  Association. 

“I  find  the  time  I spend  on  organized 
medicine  activities  enjoyable,”  Dr. 
Helwig  said.  “It’s  a diversion,  and  for 
me  it  is  relaxing.” 

Teaching  the  public 

One  of  his  favorite  activities  in  orga- 
nized medicine  was  his  term  as  presi- 
dent of  Philadelphia  County  Medical 
Society.  He  served  in  1978.  “At  that 
time,  I felt  a good  way  to  educate  the 
public  on  issues  in  medicine  was  by  tele- 
vision teaching.”  He  had  learned  televi- 
sion skills  during  his  term  as  president 
of  the  local  chapter  of  the  American 
Heart  Association,  six  years  earlier. 
“At  that  time  I was  discouraged  with 
certain  physicians  who  had  promised 
the  American  public  and  the  U.S.  Con- 
gress things  they  knew  couldn’t  be  de- 
livered. For  example,  ‘give  enough  bil- 
lions of  dollars  and  we  will  cure  heart 
disease,  stroke,  and  cancer.’ 

“I  had  a strong  feeling  these  unrealis- 
tic promises  were  part  of  the  problem  of 
the  public’s  disillusionment  with  medi- 
cine,” Dr.  Helwig  said.  “The  public  had 
been  led  to  believe  doctors  should  be 
able  to  cure  everything,  and  some  peo- 
ple had  the  attitude  ‘if  my  doctor  can’t 
do  that,  he’s  not  a good  doctor,’  or  ‘I’m 
going  to  sue  because  the  doctor  didn’t 
cure  my  mother,’  and  so  on.  So  I de- 
cided the  way  to  handle  that  problem 
was  to  tell  the  public  what  could  and 
could  not  be  done. 

“I  wrote  to  all  the  local  television  sta- 
tions, and  told  them  what  I wanted  to 
do,”  Dr.  Helwig  went  on.  “I  had  in  mind 
three  or  four  sessions,  and  to  my  amaze- 
ment, the  CBS  affiliate  gave  me  39  half 
hour  time  slots  to  put  on  a public  infor- 
mation program.  We  called  it  the  ‘Doc- 
tor’s Appointment,’  and  we  ran  it  as  a 
talk  show.  I moderated  them,  and  we  in- 
vited people— mostly  physicians— to 
discuss  all  kinds  of  topics,  arthritis, 
death  and  dying,  the  cost  of  medical 
care,  medical  education.” 

The  shows  were  run  three  times  over 
the  course  of  the  next  two  years,  before 
the  series  was  syndicated  and  appeared 
on  public  education  channels  across  the 
country. 

“I  took  a month  off  from  practice  to 
tape  the  shows,”  he  said.  “I  really  en- 
joyed the  time  I spent  doing  that.” 

Outside  of  medicine,  Dr.  Helwig  en- 
joys spending  time  with  his  family,  and 
taking  short  hikes  and  bike  rides.  The 
Helwigs  have  four  children. 
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Don’t  Play  Games 
With  Medical  Office  Computers 


Just  like  video  games,  you  don’t  need  to 
look  very  far  to  find  a medical  office  system 
. . . they’re  everywhere.  But  just  like  the  hand- 
ful of  quality  video  games,  only  a few  office 
systems  stand  out  from  the  rest. 

Consider  Keystone  Technologies.  Backed 
by  the  experience  of  Pennsylvania  Blue 
Shield,  Keystone  Technologies’  Medical  Bil- 
ling System  addresses  the  #1  paperwork  bot- 
tleneck of  most  medical  practices— the  filing 
of  insurance  claims  forms.  And  as  a total 
approach  to  business  paperwork,  our  Practice 
Management  System  provides  Billing, 
Accounts  Receivable,  Patient  Scheduling  — 
with  optional  Accounts  Payable,  General 
Ledger,  Payroll  and  Word  Processing  pro- 
grams. These  systems,  customized  for  the 


Pennsylvania  medical  community,  serve  phy- 
sicians in  31  states  through  19  Blue 
Cross/Blue  Shield  Plans. 

If  you’re  looking  for  a medical  office  auto- 
mation system,  don’t  play  games.  Look  to 
Keystone  Technologies.  For  more  informa- 
tion, call  (717)  975-7159,  or  write: 

Keystone  Technologies,  Inc.,  Dept.  PAS,  P.O. 
Box  8075,  Camp  Hill,  PA  17011 

■■Keystone 
II  Technologies  ,Inc. 

a subsidiary  of  Pennsylvania  Blue  Shield 


newsfronts 


Philadelphia  CMS  honors  physicians,  volunteers 


At  its  annual  awards  night  in  May, 
the  Philadelphia  County  Medical  Soci- 
ety honored  over  50  physicians.  The  so- 
ciety presented  seven  major  awards, 
and  48  physicians  were  recognized  for 
50  years  of  service  to  medicine. 

Strittmatter  Award 

In  1923,  I.P.  Strittmatter,  MD,  estab- 
lished an  award  to  be  given  each  year  to 
a physician  who  has  made  valuable  con- 
tributions to  the  healing  art.  During  his 
lifetime,  Dr.  Strittmatter  was  an  active 
member  of  Philadelphia  County  Medi- 
cal Society.  He  served  as  president  in 
1928. 

This  year,  the  Strittmatter  Award 
was  presented  to  Sol  Sherry,  MD.  Dr. 
Sherry  is  dean  of  Temple  University 
School  of  Medicine  and  consultant  in 
medicine  at  Germantown  Hospital.  He 
has  also  served  as  distinguished  profes- 
sor and  director  of  the  Specialized  Cen- 
ter for  Thrombosis  Research  at  Temple. 

After  earning  his  medical  degree  at 
New  York  University  School  of  Medi- 
cine, Dr.  Sherry  completed  his  resi- 
dency and  fellowship  in  medicine  at 
New  York  University.  He  came  to  Tem- 
ple in  1968  to  serve  as  chairman  of  the 
department  of  internal  medicine. 

Dr.  Sherry  has  received  awards  for  re- 
search, including  the  Scientific  Council 
Distinguished  Achievement  Award  of 
the  American  Heart  Association,  the 
Gold  Medal  of  the  International  Society 
on  Thrombosis  and  Haemostasis,  and 
the  Faculty  Research  Award  of  Temple 
University.  He  is  a Master  of  the  Ameri- 
can College  of  Physicians. 

Active  in  many  organizations,  Dr. 
Sherry  served  on  various  committees  of 
the  National  Institutes  of  Health,  and 
the  National  Academy  of  Sciences.  He 
was  chairman  of  the  section  on  experi- 
mental therapeutics  of  the  American 
Medical  Association,  and  chairman  of 
the  AMA’s  Council  on  Drugs.  He 
served  as  chairman  of  the  Council  on 
Thrombosis  of  the  American  Heart  As- 
sociation, and  was  president  of  the 
southeastern  Pennsylvania  chapter  of 
the  heart  association. 

Dr.  Sherry  is  listed  in  “Who’s  Who  in 
the  World,”  the  “International  Who’s 
Who  in  Community  Service,”  “Ameri- 
can Men  and  Women  of  Science,” 
“Leaders  in  American  Education,”  and 
“Who’s  Who  in  Health  Care.” 


Cristol  Award 

Established  in  1984  and  first  pre- 
sented last  year,  the  Cristol  Award 
recognizes  contributions  to  organized 
medicine.  Family  and  friends  of  Phil- 
adelphia urologist  David  S.  Cristol, 
MD,  instituted  this  award  in  honor  of 
his  involvement  with  the  county  and 
state  medical  societies. 

Dr.  Cristol  has  held  many  positions 
in  the  county  society,  including  vice 
president,  treasurer,  and  delegate  to  the 
PMS  House.  He  is  past  chairman  of  the 
Publications  Committee  and  the  Edito- 
rial Board  of  Philadelphia  Medicine. 

The  Cristol  Award  for  1986  was  given 
to  George  Ross  Fisher  III,  MD.  A spe- 
cialist in  endocrinology,  Dr.  Fisher  is 
certified  by  the  American  Board  of  In- 
ternal Medicine.  He  earned  his  medical 
degree  at  Columbia  University  College 
of  Physicians  and  Surgeons. 

Dr.  Fisher’s  involvement  in  organized 
medicine  includes  activities  on  the  local, 
state,  and  national  levels.  At  the  county 
level,  he  currently  is  serving  as  chair- 
man of  the  Task  Force  on  Health  Care 
Coalitions,  and  is  a member  of  the  Com- 
mittee on  Investment,  the  Committee 
on  Medical  Economics,  and  the  Com- 
mittee on  Computers  and  Medicine.  He 
has  been  treasurer  of  the  county  society, 
and  he  was  a member  of  the  board  of 
directors. 

At  the  state  level,  he  is  a delegate  to 
the  PMS  House,  and  the  chairman  of 
the  PMS  Council  on  Medical  Econom- 
ics. He  is  a member  of  the  board  of  di- 
rectors of  the  Pennsylvania  Medical 
Care  Foundation.  On  the  national  level, 
Dr.  Fisher  is  a delegate  to  the  American 
Medical  Association. 

Krasnoff  Award 

The  Krasnoff  Award  for  the  Practi- 
tioner of  the  Year  was  presented  to 
Charles  H.  Kravitz,  MD.  Dr.  Kravitz  is 
Board  certified  in  internal  medicine, 
and  is  in  private  practice  in  Philadel- 
phia. He  graduated  from  Temple  Uni- 
versity School  of  Medicine,  and  com- 
pleted an  internship  at  Jewish  Hospital 
of  Philadelphia  (now  Albert  Einstein 
Medical  Center).  He  also  completed  a 
residency  at  Jewish  Hospital,  and 
served  as  chief  resident  in  medicine 
there  from  1937-1939.  A major  in  the 
U.S.  Army  medical  corps  during  World 
War  II,  Dr.  Kravitz  landed  at  Nor- 


mandy, and  was  involved  in  most  of  the 
major  campaigns  in  Europe. 

Dr.  Kravitz  currently  is  clinical  pro- 
fessor of  medicine  at  Temple  University 
School  of  Medicine  and  senior  attending 
physician  in  the  department  of  medi- 
cine at  Albert  Einstein  Medical  Center. 
He  is  a fellow  of  the  American  College 
of  Physicians  and  the  College  of  Physi- 
cians of  Philadelphia. 

The  Krasnoff  Award  recognizes  ser- 
vice to  the  community  in  the  area  of  pa- 
tient care. 

Kenneth  Appel  Award 

The  Kenneth  Appel  Award  is  made  to 
the  Philadelphia  area  psychiatric  resi- 
dent who  submits  the  best  paper  relat- 
ing to  an  experience  in  therapy  or  re- 
search in  clinical  psychiatry.  This  year, 
Jeffrey  H.  Green,  MD,  won  the  award 
for  his  paper,  “Frequent  Rehospitaliza- 
tion in  the  Community  Mental  Health 
System:  A Failure  to  Comply?” 

Dr.  Green  is  a resident  in  psychiatry 
at  the  Institute  of  Pennsylvania  Hospi- 
tal. He  is  a graduate  of  the  University 
of  Chicago  Pritzker  School  of  Medicine, 
where  he  was  recognized  as  the  out- 
standing graduate  in  psychiatry.  He 
served  an  internship  at  Pennsylvania 
Hospital. 

Davis  Award 

The  Davis  Award  was  presented  for 
the  first  time  this  year.  Established  in 
1984,  the  award  honors  Philadelphia 
physician  C.  Nelson  Davis,  MD,  a spe- 
cialist in  psychiatry  and  neurology,  and 
an  authority  in  the  field  of  alcoholism. 
Dr.  Davis  founded  the  Malvern  Insti- 
tute for  the  study  and  treatment  of  al- 
coholism, which  has  now  merged  with 
the  Northwestern  Institute  of  Psychia- 
try. The  award  is  given  to  the  physician 
in  the  Philadelphia  area  who  submits 
the  paper  that  best  educates  physicians 
on  alcoholism  or  other  addictive  disor- 
ders. 

Charles  P.  O’Brien,  MD,  PhD,  is  the 
recipient  of  the  1986  Davis  Award.  Dr. 
O’Brien  is  senior  author  of  the  paper, 
“A  New  Tool  in  the  Treatment  of  Im- 
paired Physicians.”  The  article  dis- 
cusses the  use  of  a new  drug,  naltrex- 
one, in  treating  physicians  who  become 
dependent  on  opiates.  Dr.  O’Brien  said 
the  drug  protects  patients  from  readdic- 
tion, allowing  them  to  return  to  work  af- 
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BILLING 

HEADACHES? 


Take  two  aspirins , and  call  ABC  in  the  morning. 


Advanced  Billing  Concepts  offers  complete 
relief  for  billing  headaches  for  all  medical 
specialties — anesthesia , radiology, 
pathology,  emergency  room  medicine,  and 
general  medicine  specialties. 

ABC's  senior  management  team  has 
more  than  35  years  of  combined  hands-on 
experience  in  medical  group  practice  bill- 
ing, so  we  understand  your  business  and 
we  talk  your  language.  Just  tell  us  how 
you  want  things  handled  and  we  do  the 


rest,  working  as  an  extension  of  your  staff. 
We  even  provide  management  reports  to 
help  your  practice  prosper. 

ABC  has  earned  a solid  reputation 
among  physicians for  its  professionalism. 
But  you  don't  have  to  take  our  word  for  it. 
We'll  put  you  in  touch  with  any  of  our 
clients,  and  they'll  tell  you  we're  accurate, 
thorough,  and  effective. 

Why  wait  until  morning?  Call  ABC 
right  now. 
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CONCEPTS,  INC. 


250  Mt.  Lebanon  Boulevard  — Suite  310 
Pittsburgh.  PA  15234 
Telephone:  412/571-3750 
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ter  a brief  inpatient  stay,  and  to  con- 
tinue therapy  on  an  outpatient  basis. 

Board  certified  in  psychiatry  and  neu- 
rology, Dr.  O’Brien  is  chief  of  psychia- 
try at  Veterans  Administration  Medical 
Center,  Philadelphia,  and  professor  of 
psychiatry  at  the  University  of  Penn- 
sylvania School  of  Medicine.  He  gradu- 
ated from  Tulane  University  School  of 
Medicine  and  earned  a doctorate  in  neu- 
rophysiology there.  He  was  an  intern  at 
Massachusetts  General  Hospital.  Dr. 
O’Brien  completed  residencies  in  psy- 
chiatry at  Tulane  University  and  the 
Hospital  of  the  University  of  Pennsyl- 
vania, and  a residency  in  neurology  at 
the  National  Hospital  for  Nervous  Dis- 
eases in  London. 

George  E.  Woody,  MD,  and  A. 
Thomas  McLellan,  PhD,  also  contrib- 


uted to  the  winning  paper. 

Benjamin  Rush  Awards 

Philadelphia  CMS  recognized  an  indi- 
vidual and  an  organization  for  their  out- 
standing voluntary  works  contributing 
to  the  welfare  of  the  community.  The 
Rush  Awards  are  presented  in  memory 
of  Benjamin  Rush,  the  Philadelphian 
who  served  as  physician-general  of  the 
Continental  Army  during  the  American 
Revolution  and  who  signed  the  Declara- 
tion of  Independence. 

The  individual  Benjamin  Rush  Award 
for  1986  was  given  to  Francis  A. 
Shearer,  a retired  Lutheran  minister,  for 
his  work  on  behalf  of  senior  citizens  of 
Philadelphia.  During  his  tenure  as  pres- 
ident of  the  Center  for  Older  Adults  in 
the  northwest  section  of  the  city,  the  or- 
ganization preserved  a historic  building 
and  developed  it  into  a senior  citizens’ 


ACP  takes  stand  against  smoking 


The  American  College  of  Physicians 
(ACP)  denounced  cigarette  smoking, 
and  joined  with  U.S.  Surgeon  General 
C.  Everett  Koop  in  calling  for  a “smoke- 
free”  society  by  the  year  2000. 

The  college  called  smoking  the  worst 
epidemic  to  affect  the  American  people, 
and  said  350,000  Americans  die  prema- 
turely each  year  because  of  illnesses 
caused  by  cigarette  smoking. 

Paul  D.  Stolley,  MD,  a fellow  of  the 
college,  said  that  30  percent  of  all  can- 
cer in  the  United  States  is  due  to  ciga- 
rette smoking  and  85  percent  of  all  lung 
cancer  in  the  nation  can  be  attributed  to 


cigarette  use.  Dr.  Stolley  is  an  epidemi- 
ologist in  the  department  of  medicine  at 
the  University  of  Pennsylvania.  He 
serves  as  chairman  of  the  ACP’s  clinical 
pharmacology  subcommittee  that  de- 
veloped the  paper  taking  a position 
against  cigarette  smoking. 

Dr.  Stolley  said  lung  cancer  deaths  in 
women  have  increased  in  the  past  20 
years,  and  lung  cancer  is  expected  to  ex- 
ceed breast  cancer  as  the  leading  cause 
of  cancer  deaths  in  women. 

“Cigarette  smoking  is  also  a major 
cause  of  coronary  heart  disease  and 
chronic  obstructive  pulmonary  dis- 


Society  executive  awarded  fellowship 


David  H.  Small,  associate  executive 
vice  president  of  the  Pennsylvania  Med- 
ical Society,  has  received  a fellowship 
from  the  John  Simon  Guggenheim  Me- 
morial Foundation. 

The  Guggenheim  fellowships  were  es- 
tablished to  improve  the  practice  of  the 
arts  and  professions,  and  to  foster  re- 
search, and  are  presented  to  people  who 
have  demonstrated  a capacity  for  pro- 
ductive scholarship.  The  grants  “help 


fellows  to  secure  a block  of  time  free 
from  other  duties,  in  which  to  pursue 
their  own  scholarly  or  creative  work.” 
Small,  whose  novel  “Almost  Famous” 
was  published  in  1982  by  W.  W.  Norton 
Co.,  New  York,  has  been  granted  a one- 
year  leave  of  absence  from  Society  du- 
ties, effective  July  1,  1986. 

This  year  the  Guggenheim  Founda- 
tion awarded  272  U.S.  and  Canadian  fel- 
lowships from  among  3,700  applicants. 


Seminar  in  pulmonary  medicine  offered 


The  seminar,  “Pulmonary  Physiology 
and  Medicine”  will  be  held  September 
11-12,  1986  at  the  Pittsburgh  Marriott 
Hotel  in  Monroeville. 

Sponsors  of  the  event  are  the  Ameri- 
can Lung  Association  of  Pennsylvania, 
the  Pennsylvania  Society  for  Respira- 


tory Therapy,  and  the  Pennsylvania 
Thoracic  Society. 

For  information  on  this  program,  con- 
tact Kaye  M.  Miller,  American  Lung 
Association  of  Pennsylvania,  5114  Lan- 
caster Street,  Harrisburg  17111,  tele- 
phone (717)  564-4850. 


center,  and  reclaimed  a nearby  urban 
park.  Shearer  has  been  president  of  the 
Philadelphia  Corporation  for  Aging, 
chairman  of  the  Philadelphia  Commis- 
sion on  services  to  the  Aging,  and  a 
member  of  the  Pennsylvania  Council  on 
Aging.  He  was  a delegate  to  the  White 
House  Conference  on  Aging  in  1980. 

The  Philadelphia  AIDS  (Acquired 
Immune  Deficiency  Syndrome)  Task 
Force  won  the  organizational  Benjamin 
Rush  Award.  The  task  force,  organized 
in  June,  1982,  has  provided  direct  sup- 
port services  to  over  150  people  with 
AIDS.  The  AIDS  hotline  of  the  task 
force  gives  information,  recommenda- 
tions for  risk  reduction,  and  referrals  to 
physicians  and  support  services.  In  ad- 
dition, the  task  force  has  set  up  presen- 
tations on  AIDs  and  developed  educa- 
tional materials  for  use  throughout  the 
community. 


ease,”  Dr.  Stolley  said,  adding  that  of 
the  half  million  Americans  who  die  of 
coronary  heart  disease  each  year,  ap- 
proximately 30  percent  of  the  deaths 
are  linked  to  cigarette  use.  Also,  80-90 
percent  of  those  who  suffer  from  bron- 
chitis and  emphysema  smoke  ciga- 
rettes. 

“In  economic  terms,  cigarette  use  ac- 
counts for  $16  billion  in  direct  medical 
costs  annually,  and  $37  billion  in  indi- 
rect costs  related  to  morbidity,  disabil- 
ity, and  premature  death,”  Dr.  Stolley 
said. 

In  its  position  paper,  the  ACP  asks 
health  care  professionals  to  set  an  ex- 
ample by  not  smoking,  and  urges  physi- 
cians to  question  their  patients  about 
use  of  cigarettes,  to  provide  informa- 
tion about  health  risks  of  tobacco  use, 
and  to  encourage  smoking  patients  to 
quit.  The  college  also  supports: 

• efforts  aimed  at  discouraging  all 
forms  of  tobacco  promotion; 

• the  practice  of  offering  discounted 
rates  on  life  insurance  policies  to  non- 
smokers; 

• enactment  of  legislation  that  recog- 
nizes the  right  of  people  to  breathe  air 
unpolluted  by  cigarette  smoke; 

• increased  taxation  of  cigarettes. 

Because  a decrease  in  smoking  would 

have  a financial  impact  on  the  farming 
community,  the  college  encourages  the 
government  to  develop  programs  for  as- 
sisting tobacco  farmers  to  shift  to  other 
crops  or  to  earn  a living  in  another  field, 
the  position  paper  said. 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


I r Data  General 


EUSBmF9  sijsians,  ins. 

1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
In  Pennsylvania— (412)  562-9477 
In  Central  Pennsylvania— (717)  743-4441 
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Montgomery  CMS  holds  legislative  program 

H.  Craig  Bell,  MD 


Montgomery  County  Medical  Society 
held  its  annual  legislators’  program  in 
April.  State  Senator  Edwin  Holl,  and 
state  Representatives  Raymond  Bunt, 
Jon  Fox,  Joseph  Gladeck,  Robert  God- 
shall,  and  Peter  Vroon  met  to  discuss 
the  topic,  “Coping  With  Litigation.” 

Also  present  were  Frank  Edwards, 
assistant  to  Representative  George 
Saurman;  Helen  Snyder,  president  of 
the  PMS  Auxiliary;  John  Rineman,  ex- 
ecutive vice  president  of  PMS;  and  Rob- 
ert Craig  and  Jerry  Rothenberger  of  the 
state  Society’s  staff. 

Donald  E.  Harrop,  MD,  vice  presi- 
dent of  PMS,  spoke  on  “Litigation  in 
Society.”  He  outlined  House  Bill  2230, 
which  proposes  tort  reform  accom- 
plished by,  among  other  means, 
speedier  trials,  reduction  of  awards 
when  there  are  collateral  sources,  struc- 
tured awards,  reasonable  attorney’s 


Pennsylvania’s  Medicare  enrollment 
in  health  maintenance  organizations 
(HMO)  increased  57  percent  between 
1984  and  1985. 

The  rise  in  numbers  (4,489  enrollees 


Shown  left  to  right  are  Donald  Harrop,  MD; 
Alan  Dorian,  MD;  and  Timothy  Michals, 
MD,  speakers  at  the  Montgomery  County 
Medical  Society’s  annual  legislators’  pro- 
gram. Dr.  Harrop  is  vice  president  of  PMS. 
Dr.  Dorian,  a member  of  Montgomery  CMS, 
was  program  chairman.  Dr.  Michals  is  a 
member  of  Philadelphia  CMS. 


in  1984  compared  to  7,054  in  1985)  is 
attributed  to  last  year’s  changes  in  fed- 
eral reimbursement  policies.  Nationally, 
Medicare  enrollment  in  HMOs  in- 
creased by  38  percent. 


fees,  and  restriction  of  punitive  dam- 
ages. 

Timothy  Michals,  MD,  spoke  on  the 
effects  of  litigation  on  the  family.  He 
recommended  a system  be  developed  to 
provide  support  and  counsel  of  physi- 
cians who  previously  had  been  sued  to 
colleagues  facing  the  same  situation. 

Alan  Dorian,  MD,  served  as  chairman 
of  the  program  committee  for  the  event. 
Trudy  Bell  currently  is  president  of  the 
Montgomery  County  Medical  Society 
Auxiliary. 

Renewal  forms  sent 
for  PACE  program 

Senior  citizens  enrolled  in  the  Phar- 
maceutical Assistance  Contract  for  the 
Elderly  (PACE)  program  received  re- 
newal application  forms  in  February, 
said  Alma  R.  Jacobs,  secretary  of  the 
state  Department  of  Aging.  New  cards 
will  be  issued,  for  use  after  July  1,  1986. 

PACE  is  the  program  funded  by  the 
state  lottery  that  allows  Pennsylvania 
residents  over  age  65  to  purchase  pre- 
scription medications  for  a copayment 
of  $4.  To  qualify  for  participation  in  the 
program  citizens  must  have  an  income 
level  of  less  than  $12,000  for  an  individ- 
ual and  $15,000  for  a married  couple. 


Medicare  enrollment  in  HMOs  increases 
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Another  Manh  Poison 


If  you  accept  that  each  person  is  unique— even  if  that  per- 
son has  a drinking  or  drug  problem— then  it’s  easy  to  see  why  a 
treatment  program  must  be  individualized.  One  man’s  successful 
treatment  is  another  man’s  failure. 

At  Sheppard  Pratt,  we  don’t  shoehorn  people  into  a program, 
sacrificing  individualization.  Instead  we  adapt  the  program  to  the 
individual. 

There  are  givens,  of  course.  We’re  abstinence-oriented,  and 
work  according  to  the  principles  of  Alcoholics  Anonymous  and 
Narcotics  Anonymous.  We  provide  a warm,  home-like  environ- 
ment. We  start  with  a thorough  evaluation  of  the  patient,  the 
problem  and  its  effects.  Then,  using  a multidisciplinary  team  of 
professionals,  we  move  each  patient  through  individual  and  group 
counseling  designed  to  get  results  as  quickly  as  possible,  including 
outpatient  follow-through. 

For  some,  this  means  intense  confrontation.  For  others,  gentle 
guidance.  Our  sensitivity,  experience  and  flexibility  enable  us  to 
determine  the  best  approach. 

If  you  are  sometimes  in  a position  to  refer  alcoholics  or  drug 
abusers  to  suitable  treatment  centers,  learn  more  about  the  indi- 
vidualized approach  at  Sheppard  Pratt. 

To  get  general  information  about  the  Shep- 
pard Pratt  Substance  Abuse  Program,  or  to  dis- 
cuss an  individual  case,  contact:  Dr.  David  Waltos, 

Admissions  Officer,  Sheppard  and  Enoch  Pratt 
Hospital,  PO.  Box  6815,  Baltimore,  Maryland 
21204.  (301)  823-8200. 


SHEPPARD  & ENOCH  PRATT 
A COMPREHENSIVE  CENTER 
FOR  TREATMENT, 
EDUCATION  AND  RESEARCH 
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Many  physicians  face  decision  on  joining  PPO 


Denise  E.  Zimmerman 

The  emergence  of  preferred  provider 
organizations  (PPOs)  as  a force  in  the 
economics  of  the  delivery  of  medical 
care  is  a phenomenon  of  the  1980s.  Ac- 
cording to  the  American  Association  of 
Preferred  Provider  Organizations, 
2,628  physicians,  37  hospitals,  and 
some  84,000  subscribers  were  partici- 
pants in  seven  PPOs  in  Pennsylvania 
by  September  1985.  Nationally,  the 
American  Medical  Care  and  Review  As- 
sociation estimates  that  in  1985,  up  to 
60,000  physicians  were  active  in  334 
PPOs— that  is  17  percent  of  the  total  of 
physicians  in  private  practice. 

By  definition  a PPO  is  a group  of 
health  care  providers  (physicians  and 
hospitals)  that  contracts  with  employ- 
ers, insurance  companies,  or  third  party 
administrators  to  deliver  medical  ser- 
vices on  a fee  for  service  basis  to  a spe- 
cific group  of  beneficiaries.  To  control 
the  costs  of  these  services,  preferred 
providers  often  must  agree  to  dis- 
counted fees,  tight  utilization  review,  or 
both.  PPO  physicians  are  able  to  main- 
tain their  fee  for  service  practices  and 
retain  or  increase  patient  volume  be- 
cause employers  provide  incentives  to 
employes  who  use  participating  physi- 
cians. 

Any  decision  to  participate  in  a PPO 
must  be  based  on  information  gleaned 
from  research.  Analyses  should  be 


made  of  the  medical  practice  itself,  the 
physician’s  personal  and  professional 
goals,  the  PPO’s  standards  of  quality, 
the  economic  arrangements  and  finan- 
cial resources  of  the  PPO,  and  the  con- 
tractual obligations  and  financial  re- 
wards listed  in  the  provider  agreement. 

Individual  practice  analysis 

This  self-evaluation  should  reveal 
professional  and  personal  objectives  in 
terms  of  quality  of  care,  utilization, 
fees,  market  share,  income,  family  and 
personal  life,  and  so  forth.  Equipped 
with  such  an  analysis  and  a review  of 
the  PPO’s  offer,  physicians  are  better 
able  to  decide  whether  or  not  to  partici- 
pate to  meet  their  goals. 

Standards  of  quality 

Generally  physicians  have  worried 
about  the  quality  of  care  provided  by  al- 
ternative delivery  systems.  Not  all  PPO 
contracts  provide  for  quality  audits  or 
list  standards  of  care.  An  AMA  Survey 
of  PPOs  said,  “It  is  still  too  early  in  the 
development  to  draw  any  conclusions 
regarding  either  their  efficacy  or  their 
effect  on  costs,  quality,  and  access  to 
medical  care.” 

Economic  arrangements 

In  any  PPO/physician  arrangement, 
certain  trade-offs  exist.  In  return  for 


more  patients  and  improved  cash  flow, 
a physician  accepts  reduced  fees  and 
fewer  hospitalizations.  But  if,  for  in- 
stance, a PPO  does  not  have  an  ade- 
quate number  of  subscribers,  the  physi- 
cian’s economic  contribution  to  the  plan 
will  outweigh  the  financial  return. 

The  next  step  in  the  economic  evalua- 
tion is  determining  the  average  cost  of  a 
patient  visit.  All  practice  expenses  and 
overhead  should  be  included  in  the  total 
which  is  divided  by  the  number  of  work 
weeks  in  the  year  and  work  hours  in  the 
week.  The  answer  is  the  cost  per  hour  to 
maintain  the  practice.  If  costs  are 
$200,000,  divide  that  by  50  weeks,  and 
divide  the  result,  $4,000,  by  40  hours,  to 
arrive  at  a cost  per  hour  of  $100.  If 
there  is  an  average  of  four  office  visits 
per  hour,  then  a charge  of  $25  per  visit 
is  required  to  maintain  the  practice. 

Other  considerations 

If  the  practice  is  in  a growth  area,  par- 
ticipation in  a PPO  may  provide  direct 
contact  with  individuals  and  families 
newly  arrived  in  the  community  who 
will  select  a physician  from  the  PPO’s 
list  of  providers. 

Many  PPOs  set  objectives  for  recruit- 
ing subscribers  in  a given  time  period, 
and  may  provide  an  estimate  of  poten- 
tial new  patients  for  a physician  based 
on  these  objectives. 

If  several  large  employers  in  the  prac- 
tice area  offer  a PPO  option  to  employ- 
es, it  may  be  that  a large  number  of 
current  patients  will  be  eligible  for  and 
choose  the  option.  Knowledge  of  this 
will  assist  a physician  facing  a decision 
on  participation. 

It  is  important  to  know  what  deci- 
sions on  participation  are  made  by  phy- 
sicians in  the  same  or  in  related  special- 
ties. If  they  are  participating,  it  may  be 
necessary  to  do  so  to  avoid  losing  pa- 
tients. 

As  a rule,  physicians  should  inform 
their  PPO  patients  of  any  significant  re- 
strictions placed  on  them  by  the  PPO. 
Preadmission  authorization,  manda- 
tory second  opinions,  procedures  that 
must  be  performed  on  an  outpatient  ba- 
sis, and  standards  for  lengths  of  stay 


The  writer  is  director  of  practice  services  for 
the  Pennsylvania  Medical  Society.  This  is  the 
first  in  a series  of  articles  on  PPOs. 


Solutions  to  today's  business  problems  of 
medicine  requires  more  than  a computer ! 

need  a total  system  designed  uniquely 
i the  requirements  of  your  speciality...  One 
that  comes  complete  with  professionals 
to  educate,  train,  service,  install,  and 
support  you  without  any  interruptions 
to  your  day-to-day  practice.  You  get  all 
. of  this  and  more...  with 

Tri-Mark's  Medical  Management  System 
_o,  if  you  are  thinking  about  a computer, 
please  call  us  today  for  more  information. 


• SOFTWARE 

• HARDWARE  • TRAINING 

• INSTALLATION  • 

• ON-LINE  SUPPORT  • 

• ON-SITE  SERVICE  • 
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special  feature 


Antitrust  Act  rules  out  physicians’  unions 


Kenneth  B.  Jones,  Esq. 

For  15  years  or  more,  physicians 
have  debated  the  desirability  of 
forming  physicians’  unions.  Underlying 
that  debate  is  a basic  legal  question. 
The  question  is  whether  physicians’ 
unions  can,  in  fact,  do  what  they  pur- 
port to  be  able  to  do:  strike  and  negoti- 
ate collectively  under  threat  of  strike 
without  running  afoul  of  the  antitrust 
laws. 

Section  1 of  the  Sherman  Antitrust 
Act  prohibits  “.  . . contracts,  combina- 
tions, or  conspiracies  ...  in  restraint  of 
trade.”  Generally,  professional  soci- 
eties, physicians’  unions,  or  a group  of 
physicians  selected  randomly  from  the 
telephone  book  who  have  reached  an 
agreement  will  all  meet  the  first  part  of 
the  Section  1 test;  generally,  all  three 
are  “contracts,  combinations,  or  con- 
spiracies.” 

While  conspiracy  is  an  ominous  term, 
all  that  is  required  to  establish  a “con- 
spiracy” is  joint  agreement  among  inde- 


are  among  these.  The  physician  also 
should  review  these  requirements  to  de- 
termine how  they  will  affect  the  prac- 
tice overall. 

The  effect  on  the  practice  of  a sudden 
increase  in  the  number  of  patients 
should  be  given  careful  consideration. 
Scheduling  problems  or  a backlog  of  pa- 
perwork could  cause  a practice  to  lose 
patients  if  they  have  difficulty  getting 
an  appointment  or  seeing  the  physician 
at  the  appointed  time. 

Participating  physicians  must  have 
privileges  at  participating  hospitals  and 
PPO  patients  must  use  those  hospitals 
to  avoid  significant  out  of  pocket  ex- 
penses. The  physician  must  make  sure 
the  patient  understands  this. 

Making  the  decision 

Although  physicians  should  not 
make  the  participation  decision  hastily, 
they  cannot  afford  to  delay  too  long.  Af- 
ter a specified  deadline  in  many  cases, 
physicians  are  no  longer  eligible  for  par- 
ticipation. 

Those  physicians  who  choose  not  to 
participate  should  be  prepared  to  adopt 
an  effective  marketing  plan  to  assure  an 
adequate  share  of  the  existing  market 


pendently  practicing  physicians.  Simi- 
larly, those  actions  found  to  be  “in 
restraint  of  trade”  do  not  vary  because 
the  action  is  taken  by  a professional  as- 
sociation rather  than  by  a union.  Price 
fixing  is  price  fixing  whether  commit- 
ted by  an  association  of  physicians  or 
by  a physicians’  union.  And  there  is  lit- 
tle room  for  doubt  that  the  typical 
strike  is  “in  restraint  of  trade.”  Depend- 
ing on  the  circumstances,  the  strike 
may  be  a violation  under  the  per  se  la- 
bels of  price  fixing  or  boycott,  or  a viola- 
tion under  the  rule  of  reason  test.  In 
brief,  Section  1 itself  draws  no  distinc- 
tion between  physicians’  unions  and 
professional  societies;  the  antitrust 
rules  are  the  same. 

Qualified  unions,  however,  are  enti- 
tled to  a limited  exemption  from  the  re- 
quirements of  Section  1 of  the  Sherman 
Act.  Qualified  unions,  including  unions 
of  health  care  professionals  such  as 
nurses,  have,  after  all,  engaged  in 


for  their  practices.  Such  a practice  may 
decide  to  offer  patients,  in  return  for  the 
higher  fees  they  will  pay,  such  advan- 
tages as  more  convenient  office  hours, 
regular  communications,  and  prompt, 
caring  attention. 

Evaluating  the  various  alternative 
delivery  systems,  including  PPOs,  and 
especially  their  provider  contracts,  is 
most  important  to  making  a decision  on 
participation  and  often  most  difficult 
for  physicians.  Full  understanding  of 
the  contract  before  signing  it  is  essen- 
tial, and  may  require  expert  assistance. 
To  assist  members  in  reaching  a better 
understanding  of  this,  PMS  has  devel- 
oped a guide,  “Provider  Contracts: 
What  You  Should  Know  Before  You 
Sign.” 

Physicians,  because  of  their  premier 
role  in  rendering  medical  care,  are  capa- 
ble of  maintaining  power  in  negotia- 
tions. Given  a basic  knowledge  of  pro- 
vider contracts  and  an  understanding 
of  the  opportunities  and  the  limitations 
inherent  in  alternative  delivery  sys- 
tems, physicians  should  be  leaders  in 
the  various  delivery  systems  and  guar- 
antors of  the  quality  of  care  provided  in 
Pennsylvania. 


strikes  without  running  afoul  of  the  an- 
titrust laws.  The  name  “union”  is  not 
important;  what  is  important  is  that 
the  group  of  physicians,  however  la- 
beled, meets  the  requirements  for  the 
union  exemption  as  set  forth  in  the 
Clayton  and  Norris-LaGuardia  Acts. 
While  there  are  several  tests  the  physi- 
cians’ union  must  pass  in  order  to  be  en- 
titled to  the  exemption,  the  most  obvi- 
ous difficulty  the  union  faces  is  the 
requirement  that  it  must  be  composed 
of  “employes”  in  order  to  qualify. 

The  general  test  for  determining 
whether  someone  is  an  employe  is 
whether  the  employer  has  the  right  to 
control  the  nature  and  manner  of  per- 
formance of  the  work.  The  determina- 
tion is  made  on  all  the  circumstances. 
These  include:  the  type  of  service  ren- 
dered and  the  degree  of  skill  required; 
the  method  of  compensation;  whether 
the  employer  provides  work  space, 
equipment  or  facilities;  the  permanency 
of  the  relationship;  the  presence  of  as- 
sured tenure;  whether  the  provider  is 
engaged  in  an  independent  business  en- 
terprise; and  the  expressions  and 
actions  of  the  parties. 

The  physician  in  private  practice  gen- 
erally does  not  meet  the  requirements. 
Such  a physician  exercises  independent 
clinical  judgment  in  performing  work 
requiring  a high  degree  of  skill;  is  com- 
pensated on  a fee-for-service,  not  sala- 
ried, basis;  provides  his  own  facilities;  is 
employed  to  treat  specific  medical  prob- 
lems; has  no  tenure;  is  engaged  in  an  in- 
dependent business  enterprise;  and  nei- 
ther acts  like,  nor  is  treated  like,  an 
employe.  In  brief,  the  typical  private 
practice  physician  looks  not  at  all  like 
an  employe,  and  a “union”  composed  of 
private  practice  physicians  is  generally 
not  entitled  to  the  antitrust  exemption. 

The  physician  in  private  practice 
then,  in  general,  should  assume  that  the 
title,  physicians’  union,  provides  him  no 
antitrust  protection  and  that  the  same 
activities  that  are  improper  under  the 
antitrust  laws,  if  undertaken  by  profes- 
sional societies,  are  also  improper  if  un- 
dertaken by  a physicians’  union. 


The  author  is  general  counsel  for  the  Pennsyl- 
vania Medical  Society  and  director  of  the  le- 
gal department. 
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INDERAL  LA  and 


Blood  pressure  controlled, 


Smooth  blood  pressure 
control  and  well  tolerated 
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INDERAL  LA 

(PROPRANOKIHCI)  Capsules 


Once-daily  INDERAL  LA  (propranolol  HC1)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convenient  and  well 
tolerated.  I N DER  AL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol. : 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*1 


80  mg  INDERAL  LA 


1 1 

16  20  24 

*Plasma  concentrations  in  relation  to  the  mean. 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good. 


Added  blood  pressure 
control  with  the  preferred 
diuretic 


When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.3-4 


Once-daily 

INDERIDELA 

(PROPRANOLOL  HCI I INDERAL"1  LA / 
/HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 
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LONG  ACTING 
CAPSULES 


The  appearance  of  these  capsules 
mQ  is  a registered  trademark 
y of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE® LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  If  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician’s  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON  WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
ma|or  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma. 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported. 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  Is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY:  Pregnancy  Category  C.  Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


Each  capsule  contains  propranolol HCI  ( INDERAL ® LA), 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient. 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult, 

NURSING  MOTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia;  congestive  heart  failure,  intensification  of  AV  block;  hypotension, 
paresthesia  of  hands,  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place;  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation; mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  aching  and 
sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory:  Bronchospasm. 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes;  dry  eyes;  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (mtrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia. 
Hematologic:  Leukopenia;  agranulocytosis,  thrombocytopenia;  aplastic  anemia. 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity:  Purpura;  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis;  anaphylactic  reactions. 

Other  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness,  restlessness, 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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new  members 


ALLEGHENY  COUNTY 

Carey  D.  Andrew-Jaja,  MD.  Obstetrics/Gynecology,  2401 
Antrim  Ct.,  Pittsburgh  15237 

Gerald  8 Applegate,  MD,  Obstetrics/Gynecology,  212  Brad- 
dock  Rd.,  Pittsburgh  15221 

Juanita  R Arcilla,  MD,  Physical  Medicine/Rehabilitation, 
300  Gilkeson  Rd.,  Apt.  2-A.  Pittsburgh  15228 

James  A.  Austin,  1268  N.  Negley  Ave  , Pittsburgh  15206 

Virginia  M.  Balderston,  120  Ruskin  Ave.,  Apt.  218,  Pittsburgh 
15213 

Daniel  H.  Benckart,  MD,  Thoracic  Surgery,  490  E.  North 
Ave  , Ste.  302,  Pittsburgh  15212 

Christine  A.  Bezouska,  MD,  Colon  & Rectal  Surgery,  4815 
Liberty  Ave.,  Pittsburgh  15224 

Maureen  M Bidula,  MD,  Radiology,  118  Oakglen  Dr.,  Oak- 
mont  15139 

Mary  C.  Bolden,  MD,  Anesthesiology,  124  Crofton  Dr.,  Pitts- 
burgh 15238 

John  W.  Bookwalter,  MD,  Neurological  Surgery,  3600  Forbes 
Ave.,  #402,  Pittsburgh  15213 

David  A.  Brillman,  MD,  Internal  Medicine,  5738  Wilkins  Ave., 
Pittsburgh  15217 

Hugo  J.  M.  Cerri,  MD,  Ophthalmology,  1110  Centre  City 
Tower,  Pittsburgh  15222 

Philip  E.  Chenette,  MD,  Obstetrics/Gynecology,  1031 
Findley  Dr.  W.  #15,  Pittsburgh  15221 

William  C.  Christie,  MD,  202  Soose  Rd  , Pittsburgh  15209 

Ruth  P.  Clemens,  MD,  Obstetrics/Gynecology,  383  Deauville 
Dr.,  Monroeville  15146 

Cathy  S.  Cohen,  MD,  Radiology,  3459  5th  Ave.,  Pittsburgh 
15213 


Paul  E.  Collier,  MD,  General  Surgery,  337  Beaver  St. . Se- 
wickley  15143 

Stephen  M.  Colodny,  MD,  Internal  Medicine,  1400  Locust 
St. . Pittsburgh  15219 

Richard  L.  Davis,  MD,  Family  Practice,  952  Broad  Meadow 
Dr.,  Pittsburgh  15237 

Eagen  G.  Deune,  120  Ruskin  Ave  , Apt.  522,  Pittsburgh 
15213 

Michael  P.  Donahue,  MD,  Pediatrics,  308  Miltenberg  St., 
Pittsburgh  15219 

Danilo  L.  Enriquez,  MD.  Physical  Medicine/Rehabilitation, 
PO  Box  11460,  Guys  Run  Rd.,  Pittsburgh  15238 

Clifford  J Eskey,  120  Ruskin  Ave.,  Apt.  622,  Pittsburgh 
15213 

Peter  J.  Fedyshin,  MD,  Radiology,  312  Holiday  Dr.,  Pitts- 
burgh 15237 

Bruce  R.  Ferrero,  MD,  Anesthesiology,  307  Sutton  PI.,  Wex- 
ford 15090 

Gregory  J.  Fino,  MD,  Pulmonary  Diseases,  1350  Locust  St., 
Ste.  101,  Pittsburgh  15219 

Frederick  M.  Florian,  MD,  Family  Practice,  500  Blazier  Dr., 
Wexford  15090 

Thomas  R Friberg,  MD  Ophthalmology,  230  Lothrop  St. , 
Pittsburgh  15213 

John  P.  Galdun,  MD,  Emergency  Medicine,  5316  Ellsworth 
Ave.,  Pittsburgh  15232 

Judith  P Giga,  MD,  Pediatrics,  1910  Cochran  Rd.,  Pitts- 
burgh 15220 

David  M Goldstein,  MD,  Physical  Medicine/Rehabilitation, 
101  Washington  Ave.,  Apt.  4111,  Oakmont  15139 

Dolores  M.  Gonthier,  712  Summerlea  St.,  Apt  3,  Pittsburgh 
15232 


David  A Harinstein,  MD,  Internal  Medicine,  5207  Beeler  St. , 
Pittsburgh  15217 

Allen  R.  Hodges,  MD,  Pediatrics,  211  N.  Whitfield  St.,  Pitts- 
burgh 15206 

Mark  Hofstetter,  MD,  Internal  Medicine,  1400  Locust  St. , 
Pittsburgh  15219 

Margaret  A.  Kenna,  MD,  Otolaryngology,  125  DeSoto  St., 
Pittsburgh  15213 

Kevin  P Kinkead,  1217  Island  Ave.,  Pittsburgh  15212 

Charles  M.  Koliner,  MD,  Pulmonary  Diseases,  490  E.  North 
Ave.,  Pittsburgh  15212 

Karen  L.  Laborde,  120  Ruskin  Ave  . Apt.  609,  Pittsburgh 
15213 

Todd  T.  Langager,  MD,  Cardiovascular  Diseases,  2508  Col- 
lins Rd.,  Pittsburgh  15235 

Paul  C.  Lange  Jr.,  MD,  Internal  Medicine,  Vance  Ave  & 
School  St.,  Coraopolis  15108 

Daniel  R.  Lattanzi,  MD,  Obstetrics/Gynecology,  1000  Bower- 
hill  Rd.,  Ste.  20,  Pittsburgh  15243 

Paul  N.  Lervone,  5514  Centre  Ave  , Apt  5,  Pittsburgh  15232 

Gary  W.  Lewis,  MD,  Internal  Medicine,  5915  Wellesley  Ave., 
Pittsburgh  15206 

Karl  D.  Ludwig,  MD,  Psychiatry,  701  Broad  St.,  Sewickley 
15143 

Jennifer  S.  Marsden,  3603  Beechwood  Blvd.,  Pittsburgh 
15217 

Kamalakar  R.  Nagineni,  MD,  Internal  Medicine,  200-A  Glen 
Andrews  Dr.,  Glenshaw  15116 

James  E Nicholas,  MD,  Emergency  Medicine,  349  Maple 
Ave.,  Pittsburgh  15218 

Joop  Offerman,  MD,  Family  Practice,  5030  Centre  Ave.,  #7- 
60,  Pittsburgh  15213 


The  Meadows  Psychiatric  Center. 

Specialized  Care  In  A Centralized  Location. 


Located  on  a scenic  52  acre  site, The  Meadows 
Psychiatric  Center  has  become  the  regional 
referral  center  for  central  Pennsylvania.  Our  92 
bed  hospital  provides 
quality,  individualized 
treatment  in  a peaceful, 
therapeutic  setting. 

Child  And  Adolescent 
Services.  Specialized  pro- 
grams are  available  for 
children,  preteens  and 
adolescents.  An  Intensive 
Treatment  unit  provides 
services  for  seriously  disturbed  adolescents.  Our 
licensed  school  allows  patients  to  continue  their 
studies  while  hospitalized.  Family  involvement  is 
encouraged  throughout  the  treatment  process. 


Adult  Services.  Our  program  provides  special- 
ized care  for  young  adults,  adults  and  older  adults. 
In  this  way,  the  special  problems  faced  at  various 
stages  of  adulthood  can  be  effectively  treated. 
Individual,  group  and  family  therapy  in  conjunction 
with  recreational,  occupational  and  movement 
therapies  help  patients  of  all  ages. 

Chemical  Dependency  Program. The  Meadows 
treats  adults  and  adolescents  whose  emotional 
problems  are  complicated  by  dependency  on  drugs 
or  alcohol.  Treatment  helps  patients  develop  a 
lifestyle  free  from  mind-altering  substances. 
Emergency  consultations  and  admissions 
are  available  on  a 24-hour  basis.  Insurance 
coverage  is  available  through  Blue  Cross/Blue 
Shield,  Medicare,  Medicaid  and  other  major 
insurance  companies. 


The  Meadows  Psychiatric  Center 
Centre  Hall,  Pennsylvania  16828 
(814)364-2161 


A FIRST  HOSPITAL  CORPORATION  FACILITY. 
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new  members 


Joseph  A Peterson,  MD,  Emergency  Medicine,  423  S High- 
land Ave.,  Pittsburgh  15206 

Miguel  J Quintero,  MD,  Ophthalmology,  165  Millview  Dr, 
Pittsburgh  15238 

Robert  C Risinger,  5717  Howe  St. , Pittsburgh  15232 
Joseph  A.  Santiesteban,  MD,  Internal  Medicine,  312  River- 
view  Dr , White  Oak  15131 

Dawn  M.  Santora,  120  Ruskin  Ave  , Apt  715,  Pittsburgh 
15213 

Kenneth  M Stanko,  MD,  Child  Psychiatry,  135  Riverview 
Terrace,  Pittsburgh  15215 

Joseph  J.  Stempkowski  Jr,  MD,  Anesthesiology,  St.  Francis 
Hospital  Dept.  Anes.,  Pittsburgh  15201 
Sylvan  E Stool,  MD,  Otolaryngology,  125  DeSoto  St.,  Pitts- 
burgh 15213 

Farida  N.  Tatabishi,  MD,  Psychiatry,  381  Oaklawn  Dr.,  Pitts- 
burgh 15241 

Vincent  P.  Verdile,  MD,  Emergency  Medicine,  6332  Walnut 
St.,  Pittsburgh  15206 

Theodore  Vuchinich  III,  303  Hacket  St. , Pittsburgh  15213 
Christopher  J.  Walsh,  120  Ruskin  Ave  , Pittsburgh  15213 
Kenneth  A Williams,  MD,  Emergency  Medicine,  300  N 
Dithridge  St.,  Pittsburgh  15213 
Marika  R Winheld,  5433  Elmer  St.,  Apt  4,  Pittsburgh  15232 
John  G.  Zelonis,  DO,  Family  Practice,  2403  S.  Park  Rd., 
Bethel  Park  15102 

John  M Zeroogian,  120  Ruskin  Ave  , Apt  725,  Pittsburgh 
15213 

BEAVER  COUNTY 

Ida  J,  Gagliardi,  MD,  Family  Practice,  445  Market  St. , Apt.  2, 
Beaver  15009 

BERKS  COUNTY 

Joseph  R Cruse,  MD,  Obstetrics/Gynecology,  Caron  Foun- 
dation, Box  277,  Wernersville  19565 
Jonathan  C.  Felsher,  MD,  Internal  Medicine,  117  W.  Mont- 
gomery Ave  , Apartment  A-1,  Bala  Cynwyd  19004 

BLAIR  COUNTY 

Daniel  C Hadlock,  MD,  Oncology,  2613  8th  Ave  , Ste  4A, 
Altoona  16602 

BRADFORD  COUNTY 

Christine  L.  Tolins,  MD,  Family  Practice,  Guthrie  Clinic  Ltd., 
10-14  N Main  St.,  Mansfield  16933 

BUCKS  COUNTY 

Catherine  C.  Ulasewicz,  MD,  Ophthalmology,  711  Lawn 
Ave.,  Sellersville  18960 

BUTLER  COUNTY 

Stephen  C.  Love,  MD,  Emergency  Medicine,  105  Chippewa 
Dr.,  Butler  16001 

CHESTER  COUNTY 

Clifford  P.  Catania,  MD,  Emergency  Medicine,  549  High  St. , 
Pottstown  19464 

Michael  J.  A.  Ward,  MD,  Orthopaedic  Surgery,  Montgomery 
& Maple  Aves  , West  Chester  19380 

CLEARFIELD  COUNTY 

Roger  Bouchard,  MD,  Obstetrics/Gynecology,  3 Medical 
Center  Dr  , Philipsburg  16866 

Yi  H Kao,  MD,  Otolaryngology,  3 Medical  Center  Dr.,  Phil- 
ipsburg 16866 

Carl  W Wooldridge,  DO,  Orthopaedic  Surgery,  Moshannon 
Valley  Med.  Ctr. , Philipsburg  16866 

CLINTON  COUNTY 

G.  Alan  Bridenbaugh,  MD,  Cardiovascular  Diseases,  22 
Meadow  Lark  Lane,  Lock  Haven  17745 

DAUPHIN  COUNTY 

Milagros  P Buenaventura,  MD,  Psychiatry,  581  Old  Orchard 
Lane,  Camp  Hill  17011 

Melissa  K.  Buick,  MD,  Pathology,  211  University  Manor, 
Hershey  17033 

Eric  T.  Freistat,  MD,  Internal  Medicine,  1900  Chestnut  St., 
Camp  Hill  1701 1 

Robert  R M Gifford,  MD,  General  Surgery,  Milton  S 
Hershey  Medical  Ctr.,  Hershey  17033 


Mark  V Jarowenko,  MD,  Urological  Surgery,  Milton  S 
Hershey  Medical  Ctr , PO.  Box  850,  Hershey  17033 

James  C Miller,  DO,  General  Practice,  120  Muench  St. , Har- 
risburg 17102 

Pamela  S.  Peigh.  MD,  Thoracic  Surgery,  650  N.  12th  St., 
Lemoyne  17043 

Cynthia  C Youree,  MD,  Radiology,  500  University  Dr  , 
Hershey  17033 

DELAWARE  COUNTY 

C Lynn  V Anderson,  MD,  Pulmonary  Diseases,  8380  Old 
York  Rd.,  Ste  400,  Elkins  Park  19117 

Michael  V Baio,  MD,  Internal  Medicine,  72-12  Drexelbrook 
Dr,  Drexel  Hill  19026 

Sandra  J.  Becker,  MD,  Pediatrics,  420  Townshipline  Rd., 
Havertown  19083 

Deborah  Bieter-Schultz,  DO,  1441  Maryland  Ave.,  Haver- 
town 19083 

Robert  A Cameron,  MD,  General  Practice.  15  Barbara 
Lane,  Haverlown  19083 

Peter  N Christie,  DO,  Family  Practice,  #1  Kenny  Cir , 
Broomall  19008 

Anthony  J Dean,  MD,  General  Surgery,  8380  Old  York  Rd., 
Ste  400,  Elkins  Park  19117 

Frank  J Fumia,  MD,  Emergency  Medicine,  82  Street  Rd., 
Newtown  Square  19073 

Mary  E.  Hargrave,  MD,  General  Practice,  112  Winshester 
Rd  , Merion  19066 

John  M.  laquinto,  MD,  Emergency  Medicine,  259  W.  Johns- 
ton St.,  Philadelphia  19144 

Marc  M.  Levine,  MD,  General  Practice,  512  Collins  Dr., 
Springfield  19064 

Michael  R Ross,  MD,  Neurological  Surgery,  3901  Consho- 
hocken  Ave  , #217,  Philadelphia  19131 

Harold  T Rowson,  MD,  Internal  Medicine,  1043  Callahan, 
Yeadon  19050 

Joseph  L Russino,  MD,  Obstetrics/Gynecology,  212  Lanke- 
nau  Medical  Bldg  , Philadelphia  19151 

Christine  M.  Zabel,  DO,  Family  Practice,  204  Kathmere  Rd., 
Havertown  19083 

ELK/CAMERON  COUNTY 

James  L.  Hacked  Jr. , MD,  Internal  Medicine,  Andrew  Kaul 
Memorial  Hosp  , St  Marys  15857 

ERIE  COUNTY 

Balachandra  R Chekka,  MD,  Neonatal-Perinatal  Medicine, 
1611  Peach  St.,  Erie  16501 

S Allen  Fagenholz,  MD,  Pulmonary  Diseases,  2314  Sassa- 
fras St. . Erie  16502 

Kathryn  L.  Flick,  MD,  Family  Practice,  136  Meadville  St. , 
Edinboro  16412 

Francis  R Nullet,  MD,  Cardiovascular  Diseases,  104  E.  Sec- 
ond St.,  Erie  16507 

David  G.  Vogt  Sr.,  MD,  Anesthesiology,  830  Cranberry  St., 
Erie  16502 

LACKAWANNA  COUNTY 

Anthony  C Brutico,  MD,  Otolaryngology,  401  Adams  Ave  , 
Scranton  18510 

LANCASTER  COUNTY 

Jose  R Miranda,  MD,  General  Practice,  443  W.  Chestnut 
St.,  Lancaster  17603 

Mary  B Wirshup,  MD,  Family  Practice,  RD  1 Box  882, 
Ephrata  17522 

LEHIGH  COUNTY 

Richard  D.  Baylor,  MD,  Family  Practice,  4th  & Chew  Sts., 
Allentown  18102 

LYCOMING  COUNTY 

D.  Gregory  Ertel,  MD,  Gastroenterology,  1205  Grampian 
Blvd  . Williamsport  17701 

MCKEAN  COUNTY 

John  McNeil,  MD,  Anesthesiology,  Bradford  Hospital,  Brad- 
ford 16701 

MONTGOMERY  COUNTY 

Earl  B Byrne,  MD,  Infectious  Diseases,  3 Old  Barn  Lane,  RD 
4,  Malvern  19355 

Richard  F Dietrick,  MD,  Family  Practice,  1400  York  Rd  , 
Abington  19001 

Robed  C.  Kingsbury,  MD,  Family  Practice,  Merck  & Com- 
pany, Health  Services,  West  Point  19486 

Ellen  C.  Maitin,  MD,  Odhopaedic  Surgery,  10  Snowden  Rd  , 
Bala  Cynwyd  19104 


Mary  I Malone,  MD,  Physical  Medicine/Rehabilitation,  240 
Haverford  Road,  Penn  Wynne  19151 

MONTOUR  COUNTY 

Jon  D Shoop,  MD,  Radiology,  Geisinger  Clinic,  Danville 
17822 

NORTHAMPTON  COUNTY 

Jolly  B.  Canlas,  MD,  General  Practice,  4379  William  Penn 
Highway,  Bethlehem  18017 

NORTHUMBERLAND  COUNTY 

Mahfouz  Y.  El-Tawil,  MD,  Anesthesiology,  119  W Chestnut 
St.,  Shamokin  17872 

PHILADELPHIA  COUNTY 

William  J Adz  Jr.,  DO.  Family  Practice,  5321  Castor  Ave., 
Philadelphia  19124 

John  B Fobia,  MD,  General  Surgery,  3 Brookstone  Dr, 
Voorhees  08043 

Kathie  A Gares,  MD,  Internal  Medicine,  6 Stirling  CL,  Wayne 
19087 

Jan  C Horrow,  MD,  Anesthesiology,  Broad  & Vine  Sts.,  MS- 
310,  Philadelphia  19102 

Marilyn  O Krause,  MD,  Pediatrics,  433  Warick  Rd  . Wynne- 
wood  19096 

Theresa  E.  Mazich,  MD,  Dermatology.  1600  Hagys  Ford  Rd  , 
3-C,  Narbedh  19072 

Henry  P Parkman,  MD,  Gastroenterology,  506  S 41st  St., 
Apt  4-C,  Philadelphia  19104 

Michael  A.  Peggs,  MD,  Internal  Medicine,  447  Clapier 
Street,  #D.  Philadelphia  19144 

James  P Restrepo,  MD,  Otolaryngology,  34th  & Spruce  Sts., 
Philadelphia  19104 

Anthony  Sherman,  MD,  Internal  Medicine,  260  S 16th  St., 
Philadelphia  19102 

Robed  J Thompson,  MD,  Dermatology,  2967  School  House 
Lane  #1205,  Philadelphia  19144 

Carolyn  B Varker,  MD.  Pediatrics,  8107  Ridge  Ave  , Phila- 
delphia 19128 

POTTER  COUNTY 

Robed  S Supinski,  MD,  Odhopaedic  Surgery.  Cole  Memo- 
rial Hospital,  Route  6,  Couderspod  16915 

VENANGO  COUNTY 

Terence  J.  Reynolds,  MD.  Family  Practice,  1 Dale  Ave  . 
Franklin  16323 

WASHINGTON  COUNTY 

Thomas  G Shelter,  MD,  Internal  Medicine,  596  W Pike  St. , 
Canonsburg  15317 

WAYNE-PIKE  COUNTY 

Sloan  B Karver,  MD,  Family  Practice,  10  Hawthorne  Close, 
Scarsdale,  NY  10583 

John  S Ohearne,  MD,  Internal  Medicine,  RR  1 Box  400, 
Honesdale  18431 


WESTMORELAND  COUNTY 

Michael  P Donahoe,  MD,  Internal  Medicine,  479  S 
Meadowcraft  Ave  , Pittsburgh  15228 
Michael  J Fine,  MD,  Internal  Medicine,  705  Pitt  St.,  Wilkins- 
burg  15221 

YORK  COUNTY 

Francis  L Foley  Jr , MD,  Family  Practice,  126  Keymar  Dr., 
York  17402 

Donald  J.  Schnapf,  DO,  Radiology,  132  Sandstone  Dr , Wil- 
low Street  17584 

Anthony  H.  Woodward,  MD,  Odhopaedic  Surgery,  85  Kate 
Wagner  Rd  , Westminster  21157 

STUDENTS 

Scott  W Melanson,  904  Pine  St.,  Apt  5,  Philadelphia  19107 
Steven  M.  Schnipper,  Medical  College  of  Pa.,  3300  Henry 
Ave  , Box  438,  Philadelphia  19129 
Laura  B Sollenberger,  University  Manor,  Apt.  168,  Hershey 
17033 

Robed  F Stokes.  2400  Chestnut  St.,  Apt  1810,  Philadelphia 

19103 

William  A Varley,  3600  Chestnut  St  . Box  998,  Philadelphia 

19104 

Merle  E Wood  II,  1000  Walnut  St.,  #1400,  Philadelphia 
19107 

Marie  Zajaczkowski,  1020  Locust  St  . Box  896,  Jefferson 
Alumni  Hall,  Philadelphia  19107 
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NowTbu  Can  Reach 
QMar  One  Car  Phones 
At  This  New  Number: 


Per  Month. 


BIf  you’ve  been  looking  for  the  best  deal  in  a 
car  phone,  your  number  has  just  come  up. 

Because  now  you  can  own  a Cellular 
One  car  phone  for  just  $19.86  a month. 

If  that  sounds  like  a bargain  to  you, 
Cellular  One  will  sweeten  the  deal  even  more. 

Because  well  install  your  phone  and  give 
you  an  antenna  free,  saving  you  up  to  $200. 

And  Cellular  One  gives  you  the  largest  local 
toll-free  calling  range— more  than  4,300  square 
miles,  from  the  Lehigh  Valley  to  Philadelphia, 


Reading,  Trenton,  Wilmington,  and  southern 
New  Jersey. 

All  of  which  makes  our  $19.86  car  phone 
package  the  hottest  little  number  on  the  road  today. 

For  details,  visit  a Cellular  One  dealer  near  you. 
Or  call  398-9820. 

CELLULAR  ONE® 

Nothing  Else  Says  Success  So  dearly. 

COMMERCE  PLAZA,  5100  TILGHMAN  ST,  ALLENTOWN,  PA  18104 
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physicians  in  the  news 


Carolyn  J.  Kelly,  MD,  nephrology  fel- 
low at  the  University  of  Pennsylvania 
School  of  Medicine,  received  one  of  16 
Lucille  P.  Markey  Scholar  Awards  in 
Biomedical  Science  for  1986.  These 
grants  are  presented  to  young  scien- 
tists planning  careers  in  biomedical  sci- 
ence to  enable  them  to  carry  out  re- 
search projects.  Dr.  Kelly  is  a graduate 
of  the  University  of  Chicago  Pritzker 
School  of  Medicine,  and  has  completed 
an  internship  and  residency  in  medicine 
at  the  Hospital  of  the  University  of 
Pennsylvania. 

John  W.  Lachman,  MD,  Villanova,  was 
honored  by  Temple  University  School 
of  Medicine  as  the  outstanding  alum- 
nus of  the  year.  Dr.  Lachman,  who  grad- 
uated from  Temple  University  in  1940 
and  from  its  medical  school  in  1943,  cur- 
rently serves  as  chairman  of  the  univer- 
sity’s department  of  orthopedic  sur- 
gery. 

Gerald  Lazarus,  MD,  Rosemont,  has  re- 
ceived a Guggenheim  Fellowship.  Dr. 
Lazarus,  the  Milton  B.  Hartzell  Profes- 
sor and  chairman  of  the  department  of 
dermatology  at  the  University  of  Penn- 
sylvania School  of  Medicine,  will  use 
the  award  to  study  molecular  biology  at 
the  Institute  of  Histology  and  Embry- 
ology in  Geneva,  Switzerland.  The  Gug- 
genheim Fellowships  were  established 
to  improve  the  quality  of  education  and 


the  practice  of  the  arts  and  professions, 
and  to  foster  resarch. 

Robert  G.  Somers,  MD,  Dresher,  has 
been  appointed  chairman  of  the  depart- 
ment of  surgery  at  Albert  Einstein 
Medical  Center’s  Northern  Division.  Dr. 
Somers,  who  directs  the  Breast  Cancer 
Program  at  Einstein,  has  been  an  at- 
tending physician  in  the  department  of 
surgery  since  1966.  He  is  professor  of 
surgery  at  Temple. 

Harvey  L.  Nisenbaum,  MD,  Wynne- 
wood,  has  been  named  to  the  newly  cre- 
ated post  of  associate  director  of  the  de- 
partment of  radiology  at  Albert 
Einstein  Medical  Center’s  Northern  Di- 
vision. Dr.  Nisenbaum  will  continue  to 
direct  the  ultrasound  section  of  the  de- 
partment, a position  he  has  held  since 
1976.  Dr.  Nisenbaum  is  clinical  associ- 
ate professor  of  diagnostic  imaging  at 
Temple  University  School  of  Medicine, 
and  chairman  of  radiology  at  Philadel- 
phia Geriatric  Center. 

Emanuel  Rubin,  MD,  has  been  ap- 
pointed the  Gonzalo  E.  Aponte  Profes- 
sor of  Pathology  and  chairman  of  the 
department  at  Jefferson  Medical  Col- 
lege. For  the  past  nine  years,  Dr.  Rubin 
has  been  professor  and  chairman  of  the 
department  of  pathology  and  labora- 
tory medicine  at  Hahnemann  Univer- 
sity School  of  Medicine.  At  Jefferson, 


he  will  continue  his  research  on  the  ef- 
fects of  alcohol  on  subcellular  organ- 
elles of  the  liver,  which  is  funded  by  a 
grant  from  the  National  Institutes  of 
Alcohol  Abuse  and  Alcoholism. 

James  H.  Thorpe,  MD,  has  been  ap- 
pointed medical  director  of  the  Lower 
Bucks  Hospital,  Bristol.  Dr.  Thorpe 
previously  served  as  vice  president  for 
medical  affairs  and  director  of  medical 
education  at  the  Atlantic  City  Medical 
Center,  New  Jersey.  He  also  has  served 
as  assistant  dean  for  medical  education 
at  Hahnemann  University  School  of 
Medicine. 

Robert  D.  Reinecke,  MD,  Philadelphia, 
has  returned  from  a three  month  as- 
signment as  acting  medical  director. 
King  Khalid  University  Institute  of 
Ophthalmology,  Riyadh,  Saudi  Arabia. 

The  Commission  on  Cancer  of  the 
American  College  of  Surgeons  has 
awarded  a three  year  Certificate  of  Ap- 
proval to  Mercy  Catholic  Medical  Cen- 
ter. Joseph  J.  Turchi,  MD,  director  of 
medical  oncology  at  the  medical  center 
said,  “A  cancer  program  takes  close  co- 
operation, long  hours,  and  sincere  dedi- 
cation to  quality  patient  care.”  He  said 
the  approvals  program  was  established 
by  the  American  College  of  Surgeons  in 
1956  to  encourage  advances  in  cancer 
therapy. 

Gordon  F.  Schwartz,  MD,  Philadelphia, 
has  been  appointed  an  honorary  mem- 
ber of  the  Italian  Society  of  Senology  in 
recognition  of  his  expertise  in  the  field 
of  breast  disease.  Dr.  Schwartz  is  a pro- 
fessor of  surgery  at  Jefferson  Medical 
College  and  a member  of  the  medical 
staff  at  Thomas  Jefferson  University 
Hospital. 

Francis  J.  Sweeney  Jr.,  MD,  has  been 
appointed  vice  president  for  profes- 
sional affairs  and  medical  director  of 
Mercy  Catholic  Medical  Center.  He  has 
served  as  vice  president  for  the  Health 
Sciences  Center,  Temple  University.  Dr. 
Sweeney  specializes  in  infectious  dis- 
eases and  recently  was  named  Master 
of  the  American  College  of  Physicians. 
He  will  succeed  William  J.  MacMurtrie, 
MD,  who  will  resume  his  surgical  prac- 
tice at  Mercy  Catholic  Medical  Center. 


Edward  J.  Resnick,  MD,  (left)  president  of  Philadelphia  County  Medical  Society,  presents 
a pen  set  to  Anthony  S.  Tornay,  MD.  Dr.  Tornay  was  honored  by  the  Board  of  Directors  of 
the  county  society  for  outstanding  service.  Dr.  Tornay,  a specialist  in  psychiatry  and 
neurology,  was  a member  of  the  society’s  Board  of  Censors  for  32  years  and  served  as 
the  society’s  secretary  for  14  years. 
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In  Pennsylvania,  Theo-Dur  is 
the  only  oral  theophylline 
that  delivers  an  essentially  i 
equal  dose  every  hour.  A 

But  on  ly  if  you  say  so . /j 


The  only  zero-order  oral  theophylline. 


(theophylline  anhydrous)  £ 


Please  see  next  page  for  brief  summary  of  prescribing  information. 


THEO-DUR 


(theophylline  anhydrous) 


Sustained 

Action 

Tablets 


Today’s  most  widely 
prescribed  bronchodilator. 


Description:  THEO-DUR  sustained  action  tablets  contain  anhydrous 
theophylline,  a bronchodilator.  in  a sustained  release  formulation 
(with  no  color  additives)  which  allows  a 12-hour  dosing  interval  for 
a majority  of  patients  and  a 24-hour  dosing  interval  for  selected 
patients 

Clinical  Pharmacology:  Theophylline  directly  relaxes  the  smooth 
muscle  of  the  bronchial  airways  and  pulmonary  blood  vessels,  thus 
acting  mainly  as  a bronchodilator  and  smooth  muscle  relaxant  The 
drug  also  produces  other  actions  typical  of  the  xanthine  derivatives 
coronary  vasodilator,  cardiac  stimulant,  diuretic,  cerebral  stimulant, 
and  skeletal  muscle  stimulant  The  actions  of  theophylline  may  be 
mediated  through  inhibition  of  phosphodiesterase  and  a resultant 
increase  in  intracellular  cyclic  AMP  Apparently,  no  development  of 
tolerance  occurs  with  chronic  use  of  theophylline 
Indications:  THEO-DUR  is  indicated  for  relief  and/or  prevention  of 
symptoms  of  bronchial  asthma  and  for  reversible  bronchospasm 
associated  with  chronic  bronchitis  and  emphysema 
Contraindications:  THEO-DUR  is  contraindicated  in  individuals  who 
have  shown  hypersensitivity  to  theophylline  or  any  of  the  tablet 
components 

Warnings:  Excessive  theophylline  doses  may  be  associated  with 
toxicity,  serum  theophylline  levels  should  be  monitored  to  insure 
maximum  benefit  with  minimum  risk  Incidence  of  toxicity  increases 
at  serum  levels  greater  than  20  mcg/ml  High  blood  levels  of 
theophylline  resulting  from  conventional  doses  are  correlated  with 
clinical  manifestation  of  toxicity  in  patients  with  lowered  body  plasma 
clearances,  patients  with  liver  dysfunction  or  chronic  obstructive  lung 
disease,  and  patients  who  are  older  than  55  years  of  age,  particularly 
males  There  are  often  no  early  signs  of  less  serious  theophylline 
toxicity  such  as  nausea  and  restlessness,  which  may  occur  in  up  to 
50%  of  patients  prior  to  onset  of  convulsions  Ventricular  arrhythmias 
or  seizures  may  be  the  first  signs  of  toxicity  Many  patients  who  have 
higher  theophylline  levels  exhibit  tachycardia  Theophylline  products 
may  worsen  pre-existing  arrhythmias 

Precautions:  THEO-DUR  TABLETS  SHOULD  NOT  BE  CHEWED  OR 
CRUSHED  Theophylline  should  not  be  administered  concurrently 
with  other  xanthine  medications  Use  with  caution  in  patients  with 
severe  cardiac  disease,  severe  hypoxemia,  hypertension, 
hyperthyroidism,  acute  myocardial  injury,  cor  pulmonale, 
congestive  heart  failure,  liver  disease,  in  the  elderly  (especially 
males)  and  in  neonates  In  particular,  great  caution  should  be  used 
in  giving  theophylline  to  patients  with  congestive  heart  failure 
Frequently,  such  patients  have  markedly  prolonged  theophylline 
serum  levels  with  theophylline  persisting  in  serum  for  long  periods 
following  discontinuation  of  the  drug  Use  theophylline  cautiously  in 
patients  with  history  of  peptic  ulcer  Theophylline  may  occasionally 
act  as  a local  irritant  to  the  G I tract  although  gastrointestinal 
symptoms  are  more  commonly  centrally  mediated  and  associated 
with  serum  drug  concentrations  over  20  mcg/ml 
Individuals  who  are  rapid  metabolizers  of  theophylline,  such  as  the 
young,  smokers,  and  some  non-smoking  adults,  may  not  be 
suitable  candidates  for  once-daily  dosing  These  individuals  will 
generally  need  to  be  dosed  at  12  hourly  or  sometimes  8 hourly 
intervals  Such  patients  may  exhibit  symptoms  of  bronchospasm 
near  the  end  of  a dosing  interval,  or  may  have  wider  peak-to-trough 
differences  than  desired 

Usage  in  Pregnancy:  Animal  reproduction  studies  have  not  been 
conducted  with  theophylline  It  is  not  known  whether  theophylline 
can  cause  fetal  harm  when  administered  to  a pregnant  woman  or 
can  affect  reproduction  capacity  Xanthines  should  be  given  to  a 
pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  It  has  been  reported  that  theophylline  distributes 
readily  into  breast  milk  and  may  cause  adverse  effects  in  the  infant 
Caution  must  be  used  if  prescribing  xanthines  to  a mother  who  is 
nursing,  taking  into  account  the  risk-benefit  of  this  therapy 
Pediatric  Use:  Safety  and  effectiveness  of  THEO-DUR  administered 
every  24  hours  in  children  under  12  years  of  age,  and  every  12 
hours  in  children  under  6 years  of  age.  have  not  been  established 
Adverse  Reactions:  The  most  consistent  adverse  reactions  are 
usually  due  to  overdose  and  are 

Gastrointestinal  nausea,  vomiting,  epigastric  pain,  hematemesis, 
diarrhea 

Central  nervous  system  headaches,  irritability,  restlessness, 
insomnia,  reflex  hyperexcitability,  muscle  twitching,  clonic  and 
tonic  generalized  convulsions 

Cardiovascular  palpitation,  tachycardia,  extrasystoles,  flushing, 
hypotension,  circulatory  failure,  ventricular  arrhythmias. 
Respiratory  tachypnea 

Renal  albuminuria,  increased  excretion  of  renal  tubular  and  red 
blood  cells,  potentiation  of  diuresis 
Others  rash,  hyperglycemia  and  inappropriate  ADH  syndrome 
How  Supplied:  THEO-DUR  100  mg,  200  mg  and  300  mg  sustained 
action  tablets  are  available  in  bottles  of  100,  500, 1000  and  5000, 
and  in  umt'dose  packages  of  100 

Caution:  Federal  law  prohibits  dispensing  without  prescription 
For  full  prescribing  information,  see  package  insert 
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obituaries 


•Denotes  PMS  membership  at  death. 

• John  N.  Bardonner,  Allison  Park;  Univer- 
sity of  Pittsburgh  School  of  Medicine,  1936; 
age  83,  died  April  11,  1986.  Dr.  Bardonner 
was  an  internist. 

• Arthur  A.  Berenbaum,  Philadelphia;  Uni- 
versity of  Pennsylvania  School  of  Medicine, 
1930;  age  79,  died  March  19,  1986.  Dr.  Beren- 
baum, a cardiologist,  was  a member  of  the 
medical  staff  at  Graduate  Hospital  since 
1939. 

• Lear  E.  Brougher,  Pittsburgh;  University 
of  Pittsburgh  School  of  Medicine,  1923;  age 
86,  died  April  9,  1986.  Dr.  Brougher  main- 
tained a family  practice  in  Swissvale  for  61 
years. 

• D.  Gordon  Burket,  Altoona;  University  of 
Pennsylvania  School  of  Medicine,  1922;  age 
89,  died  March  24,  1986.  Dr.  Burket  was  a 
past  president  of  Blair  County  Medical  Soci- 
ety and  a former  chief  of  staff  of  Mercy  Hos- 
pital, Altoona. 

• Samuel  Lukens  Cresson,  Bryn  Mawr;  Jef- 
ferson Medical  College,  1943;  age  69,  died 
March  28,  1986.  Dr.  Cresson  was  former  di- 
rector of  surgery  at  St.  Christopher's  Hospi- 
tal for  Children  and  he  was  chief  of  the  divi- 
sion of  pediatric  surgery  at  Temple 
University  School  of  Medicine. 

• Samuel  O.  Curry,  East  Pennsboro  Town- 
ship; Temple  University  School  of  Medicine, 
1935;  age  77,  died  February  19,  1986.  Dr. 
Curry  was  a general  practitioner. 

• Arthur  J.  Horvat,  Duryea;  Georgetown 
University  School  of  Medicine,  1936;  age  75, 
died  March  18,  1986.  Dr.  Horvat  served  for 
many  years  as  chief  of  surgery  at  the  former 
Pittston  Hospital. 

• Richard  L.  Huber,  Scranton;  Jefferson 
Medical  College,  1948;  age  62,  died  April  14, 
1986.  Dr.  Huber  was  a former  member  of  the 
Board  of  Trustees  of  the  Pennsylvania  Medi- 
cal Society.  He  served  as  an  alternate  dele- 
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gate  to  the  American  Medical  Association, 
and  was  president  of  the  Lackawanna 
County  Medical  Society.  He  was  director  of 
public  health  for  the  city  of  Scranton,  and 
was  on  the  medical  staffs  of  Moses  Taylor 
Hospital,  Community  Medical  Center,  and 
Mercy  Hospital  of  Scranton. 

• James  R.  Johnston,  Carlisle;  University  of 
Pittsburgh  School  of  Medicine,  1913;  age 
100,  died  March  19,  1986.  Dr.  Johnston,  an 
obstetrician  and  gynecologist,  practiced  for 
57  years  in  Pittsburgh. 

• Norris  J.  Kirk,  Lancaster;  Jefferson  Medi- 
cal College,  1929;  age  81,  died  April  6,  1986. 
Dr.  Kirk  served  as  president  of  the  Lancaster 
Cleft  Palate  Clinic's  board.  He  maintained  a 
general  practice  for  over  40  years. 

• Fred  B.  Nugent,  Reading;  University  of 
Pennsylvania  School  of  Medicine,  1930;  age 
81,  died  April  7,  1986.  Dr.  Nugent  served  as 
chief  of  gynecology  and  director  of  obstetrics 
and  gynecology  at  Reading  Hospital. 

• Alexander  Silverstein,  Philadelphia;  Tem- 
ple University  School  of  Medicine,  1925;  age 
85,  died  March  31,  1986.  Dr.  Silverstein,  a 
neurologist,  was  a professor  emeritus  at  Tem- 
ple University. 

• Harris  I.  Treiman,  Feasterville;  Jefferson 
Medical  College,  1964;  age  47,  died  March  22, 
1986.  Dr.  Treiman  was  a general  practitioner. 

Allen  R.  Kannapel,  Bryn  Mawr;  Hahnemann 
University  School  of  Medicine,  1940;  age  70, 
died  March  8,  1986.  Dr.  Kannapel  was  former 
chief  of  obstetrics  and  gynecology  at  Dela- 
ware County  Memorial  Hospital,  and  he 
served  on  the  medical  staff  there  for  30 
years. 

Kermit  H.  Lyman,  West  Chester;  Philadel- 
phia College  of  Osteopathic  Medicine,  1940; 
age  73,  died  March  18, 1986.  Dr.  Lyman  prac- 
ticed in  Havertown  for  40  years. 

Amos  V.  Smith  Jr.,  Williamsport;  Jefferson 
Medical  College,  1950;  age  60,  died  March  19, 
1986.  Dr.  Smith  was  a general  practitioner. 

Albert  Tini,  Upper  Providence;  Philadelphia 
College  of  Osteopathic  Medicine,  1958,  age 
53;  died  March  14,  1986.  Dr.  Tini  was  a gen- 
eral practitioner. 

John  B.  Tredway,  Fairview;  Johns  Hopkins 
University  School  of  Medicine,  1938;  age  71, 
died  March  25,  1986.  Dr.  Tredway  was  the 
first  certified  specialist  in  cardiology  at  the 
former  Hamot  Hospital,  Erie,  and  he  started 
the  cardiology  department  there. 
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Experiments  in 

George  T.  Harrell,  MD 

Traditionally,  a sick  person  has 
sought  help  from  another  individ- 
ual on  a one-to-one  basis.  This  fact  was 
true  whether  the  practitioner  was  a sha- 
man, witch  doctor,  faith  healer,  barber- 
surgeon,  or  physician.  A pattern  that 
has  persisted  throughout  history  must 
meet  a basic  human  need  and  likely  will 
continue. 

The  education  of  the  doctor  followed 
the  one-to-one  arrangement  through  the 
apprentice  system.  For  millenia  there 
was  no  science  base,  and  medicine  was 
closely  allied  to  mysticism  and  religion. 
Indeed,  the  first  physicians  in  recorded 
history  were  priests.  This  tie  persisted 
through  the  19th  century  in  this  coun- 
try where  colonial  ministers  and  mis- 
sionaries served  as  doctors.  Albert 
Schweitzer  was  a prime  example  of  this 
relationship  in  the  20th  century.  The 
first  hospitals  in  the  Western  world 
were  run  by  religious  orders  with  the 
sisters  serving  as  nurses. 

Medical  schools 

Medical  schools  developed  as  part  of 
universities  in  the  Middle  East  and  in 
Europe.  Clinical  work  in  Europe  was 
taught  off-campus  in  large  city  hospi- 
tals for  the  poor  and  homeless.  In  the 
absence  of  science,  the  preparation  of 
students  was  in  the  classics.  The  clini- 
cal professors  all  were  in  private  prac- 
tice. 

The  first  medical  schools  in  this  coun- 
try, at  the  University  of  Pennsylvania 
and  Harvard,  were  staffed  by  practi- 
tioners. Most  schools,  however,  were 
proprietary  in  nature  and  run  for  profit. 
A series  of  lectures  was  given  and  often 
repeated  for  the  same  students  the  next 
year.  Laboratories  were  primitive  or 
non-existent.  The  American  Medical 
Association,  when  formed  in  the  mid 
1800s,  had  the  setting  of  standards  in 
the  schools  as  one  of  its  objectives.  The 
pattern  of  many  small,  inadequate 
schools  sending  graduates  into  appren- 
ticeships with  older  physicians  contin- 
ued until  the  Flexner  report  of  1910. 
The  first  basic  science,  descriptive 


medical  education 


anatomy  based  on  rare  dissections,  had 
been  taught  for  centuries  and  often  was 
closely  related  to  art.  The  other  sciences 
on  which  modem  medicine  is  based  are 
barely  150  years  old.  Though  the  micro- 
scope was  known,  autopsies  were  de- 
scriptive of  gross  findings  with  micro- 
scopic pathology  being  developed  much 
later. 

The  first  basic  medical  science 
founded  on  the  experimental  approach, 
bacteriology,  actually  was  developed  by 
a non-physician.  His  focus  was  indus- 
trial: the  production  and  preservation 
of  wine  and  the  protection  of  domestic 
animals  from  epidemics  of  disease.  The 
more  general  sciences  of  chemistry  and 
physiology  flourished  in  the  German 
universities  with  the  development  of 
graduate  education  programs  that  re- 
quired original  laboratory  research  for  a 
degree. 

Johns  Hopkins  was  the  first  Ameri- 
can university  medical  school  organized 
on  the  German  model.  Flexner  recom- 
mended it  as  the  pattern  for  reorganiza- 
tion of  medical  education  in  this  coun- 
try. Most  proprietary  schools  closed.  In 
effect,  responsibility  for  education 
changed  from  the  profession  to  the  uni- 
versities. Supervision  of  practice,  how- 
ever, remained  in  the  hands  of  the  pro- 
fession. 

The  emphasis  on  laboratory  teaching 
of  the  basic  sciences  led  to  replacement 
of  practicing  physicians  with  full-time 
teachers,  either  physicians  or  those 
with  doctorates  in  the  sciences.  A con- 
troversy arose  over  whether  the  heads 
of  clinical  departments  also  should  be- 
come full-time  university  appointees 
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with  the  possibility  that  more  emphasis 
would  be  placed  on  laboratory  research 
and  less  on  teaching  the  care  of  pa- 
tients. 

Early  clinical  research  was  empirical 
and  often  based  on  folklore.  Few  thera- 
peutically effective  drugs  were  avail- 
able, and  those  were  crude  natural 
products— opium,  foxglove,  oleander, 
ipecac,  cinchona.  The  doctor  could  offer 
little  but  support  and  sympathy  for 
most  disease  problems  and  wait  for  the 
patient  to  heal  himself. 

Diseases 

The  killers  were  acute  infectious  dis- 
eases, often  occurring  as  epidemics  dur- 
ing or  after  wars  which  resulted  in  the 
disruption  of  living  patterns.  Over  the 
centuries,  until  the  Italian  invasion  of 
Ethiopia  before  World  War  II,  more  peo- 
ple died  of  disease  during  wars  than 
were  killed  in  battle.  The  epidemics 
were  typhus,  typhoid,  yellow  fever, 
cholera,  and  plague.  The  greatest  killers 
year  after  year  were  malaria  and  dysen- 
tery, chiefly  in  children.  Until  very  re- 
cently, over  half  of  the  children  ever 
born  in  the  history  of  the  world  died  be- 
fore age  5.  This  fact  unfortunately  is 
still  true  in  many  developing  nations. 

By  the  turn  of  the  century,  emphasis 
was  forced  to  turn  to  prevention,  espe- 
cially to  improve  sanitation  with  super- 
vision of  food  and  water  supplies,  sew- 
age disposal,  and  the  development  of 
vaccines  for  some  specific  diseases.  At- 
tention to  social  factors— improved 
housing,  less  crowding,  better 
nutrition— led  to  a slow,  steady  reduc- 
tion in  the  deaths  from  tuberculosis,  ty- 
phoid, dysentery,  and  some  childhood 
bacterial  diseases  in  the  absence  of  any 
specific  drugs  for  their  treatment.  Pa- 
tient education  through  the  schools  and 
health  departments  also  helped. 

The  effectiveness  of  surgical  asepsis 
and  anesthesia  promoted  specialization 
and  focused  attention  on  the  hospital, 
rather  than  the  home,  as  the  location 
for  the  delivery  of  acute  care.  The  per- 
sistence of  acute  infections  promoted 
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the  search  for  “magic  bullets”  which 
could  attack  them.  A dye  chemist  rec- 
ognized that  his  stains  would  bind  to 
the  proteins  of  bacteria,  but  did  not  fol- 
low the  biologic  lead.  He  focused  on  or- 
ganic compounds  containing  heavy 
metals,  arsenic  and  bismuth,  which  did 
work  on  a few  diseases,  but  were  toxic. 

With  the  coming  of  World  War  I and 
the  great  increase  in  human  destruction 
by  artillery  and  machine  guns,  trauma, 
shock,  and  wound  infections  demanded 
attention.  The  epidemics  involving  both 
civilian  and  military  populations  now 
included  measles  in  farm  boys  inducted, 
influenza  and  meningitis  from  crowd- 
ing. Between  the  wars,  elective  surgery 
increased.  Research  on  the  chemistry  of 
nutrition  was  pursued.  The  treatment 
of  scurvy  was  empirically  known,  but 
the  concept  of  a chemical  compound 
acting  as  a vitamin  became  established. 
Pellagra  and  rickets  quickly  disap- 
peared as  major  diseases.  Research  in- 
stitutes, funded  by  foundations  such  as 
the  Rockefeller,  pursued  research  on 
pneumococci  and  filterable  viruses. 

The  growth  of  heavy  industry  intro- 
duced new  problems  such  as  accidents 
and  pollution.  The  automobile,  with 
paved  roads  on  which  to  use  it,  pro- 
moted the  mechanization  of  agriculture 
and  decline  in  family  farms  with  move- 
ment into  cities,  and  reduction  in  the 
number  of  small  town  and  rural  doctors 
who  did  general  practice.  These  social 
changes  made  almost  no  change  in  the 
post-Flexner  medical  education  pro- 
grams. 

With  the  shadows  of  World  War  II 
looming  and  the  possibility  of  mass  ci- 
vilian casualties,  epidemics  in  bomb 
shelters  were  feared.  Research  on  the 
chemotherapy  of  wound  infections  and 
the  prevention  of  anticipated 
meningitis  and  other  epidemics  acceler- 
ated. Reviews  of  the  older  literature  res- 
urrected interest  in  dyes  and  prontosil 
was  found  to  be  effective.  The  series  of 
sulfonamides  quickly  followed.  The  ear- 
liest antibiotic,  gramicidin,  could  be 
used  on  superficial  infections,  but  was 


too  toxic  for  injection.  Other  safer  ones 
quickly  followed.  The  use  of  whole 
blood  and  plasma  for  circulatory  sup- 
port increased. 

New  problems  became  apparent  with 
the  great  improvement  in  performance 
of  submarines  and  airplanes  which  re- 
quired physiologic  research  on  pressure 
changes  and  oxygen  utilization.  Much 
research  initially  was  funded  by  founda- 
tions, but  few  educational  experiments 
were  supported  or  attempted.  Medical 
education  made  little  change  in  its  pro- 
grams to  prepare  graduates  for  the  war. 

War  erupted  with  fighting  in  the  trop- 
ics and  arctic  as  well  as  more  traditional 
sites.  New  weapons  appeared  and  chem- 
ical insecticides,  such  as  DDT,  became 
as  important  as  explosives.  Medical  ed- 
ucation was  forced  to  compress  its  pro- 
gram and  focus  on  military  problems. 
The  research  on  infections  turned  up 
penicillin,  with  its  wide  spectrum  of  ef- 
fectiveness and  minimal  toxicity.  The 
physiologic  and  psychologic  effects  of 
stress  and  anxiety,  first  recognized  to- 
ward the  end  of  World  War  I,  focused 
attention  on  mood-altering  drugs  which 
later  opened  a Pandora’s  box  for  abuse. 
At  the  end  of  the  second  World  War, 
medical  education  was  still  following 
the  Flexner  pattern  of  two  years  of  ba- 
sic science  followed  by  two  years  of  clin- 
ical work. 

In  the  immediate  post-war  period,  re- 
turning doctors  demanded  additional 
training  in  specialties  as  they  had  seen 
them  practiced  in  their  military  experi- 
ences. Residency  programs  expanded 
and  were  based  at  urban  hospitals.  The 
momentum  of  the  war  research  effort 
continued  to  develop  new  techniques, 
instrumentation,  and  drugs.  The  desire 
to  apply  atomic  energy  to  peace-time 
purposes  made  isotopes  available  for  re- 
search and  treatment. 

The  scarcity  of  civilian  doctors  dur- 
ing the  war  had  led  to  changes  in  the 
patterns  of  care  with  reduction  in  home 
visits,  and  an  increase  in  office  care 
with  more  patients  seen  on  an  ambula- 
tory basis.  Hospital  stay  was  short- 


ened, starting  with  obstetrics  and  re- 
duction of  hospital  postpartum  bed  care 
from  10-14  days  to  1-2  days.  Early  am- 
bulation after  operations  or  heart  at- 
tacks began. 

The  causes  of  death  shifted  from  the 
acute  infections  to  chronic  illnesses. 
The  failure  to  recognize  this  change  not 
only  involved  the  practicing  profession 
and  medical  educators,  but  politicians 
as  well.  With  the  best  of  intentions,  the 
Hill-Burton  program  was  initiated  on 
the  premise  that  the  hospital  was  the 
doctor’s  indispensible  workshop  and 
should  be  provided  in  every  community 
that  wished  one.  The  professional  ad- 
vice was  wrong  and,  as  a result,  most  of 
those  built  were  small,  25-50  beds, 
which  could  not  attract  and  hold  spe- 
cialists and  were  not  economically  via- 
ble. 

Group  practice  multi-specialty  clinics 
were  founded  following  the  patterns  of 
military  experience,  but  still  were  hospi- 
tal oriented  and  not  planned  for  ambu- 
latory care.  The  development  from  mili- 
tary corpsmen  of  the  allied  health 
professions  to  work  first  in  hospital  lab- 
oratories and  the  new  rehabilitation 
centers  continued  the  trend. 

Educational  innovations 

The  explosive  growth  of  scientific  re- 
search continued.  If  the  results  could  be 
applied  to  patient  care,  a change  in  em- 
phasis of  the  educational  program  was 
warranted.  Experiments  began  and  the 
new  Bowman  Gray  School  was  one  of  the 
first  to  attempt  them.  It  started  with 
its  opening  in  1941  a program  of  corre- 
lation of  the  traditional  basic  medical 
sciences  with  clinical  teaching  and  ap- 
plication of  the  principles  to  patient 
care. 

Several  years  later,  Western  Reserve 
began  its  program  of  integration  of  all 
the  basic  sciences,  a radical  departure 
from  traditional  disciplinary  teaching. 
Over  the  next  decade,  that  program  re- 
ceived financial  support,  discussion, 
and  attention,  with  attempts  to  adapt  it 
in  other  schools.  Neither  the  Bowman 
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Gray  nor  the  Western  Reserve  program 
developed  effective  methods  to  extend 
the  ideas  into  the  clinical  years.  In  the 
long  run,  both  failed  to  achieve  their 
original  objectives. 

Other  efforts,  mostly  in  the  north- 
east, were  made  to  shorten  the  overall 
length  of  the  educational  program  by 
overlapping  the  traditional  pre-medical 
courses  with  the  basic  science  years  of 
the  medical  curriculum.  Such  efforts 
were  small  in  scale  and  not  generally  ac- 
cepted. The  Association  of  American 
Medical  Colleges  began  a series  of 
teaching  institutes,  each  devoted  to  a 
single  subject.  The  University  of  Illi- 
nois developed  a program  to  explore 
pedagogical  methods,  train  faculty,  and 
promote  departments  of  medical  educa- 
tion. The  AAMC  section  on  research  in 
medical  education  grew  out  of  these  ef- 
forts. 

By  the  early  1950s,  it  was  recognized 
that  a long-term  national  trend  existed 
in  the  lack  of  replacement  of  small  town 
and  rural  doctors.  The  Hill-Burton  pro- 
gram was  not  filling  the  need.  The  Sears 
Foundation  saw  the  problem  and  began 
a program  to  build  clinics.  Their  advice 
was  to  provide  minimal  space  for  solo 
practitioners  in  small  towns.  Almost  no 
attempt  was  made  to  provide  for  part- 
nerships which  would  follow  the  trend 
toward  group  practice  in  the  cities.  The 
program  failed,  but  the  exact  causes 
never  have  been  critically  examined. 
The  scale  of  construction  was  too  small 
to  provide  the  support  in  instruments 
and  personnel  that  new  graduates  ex- 
pected based  on  their  training. 

Politicians  saw  the  answer  in  greatly 
increasing  the  supply  of  physicians 
which  would  force  some  by  economic 
pressure  into  small  towns.  The  few  re- 
maining 2-year  medical  schools  were  up- 
graded to  4-year  programs  and  new  4- 
year  schools  were  started.  Almost  all 
were  state  supported  with  little  private 
financing.  Most  other  schools  ex- 
panded. 

Several  foundations  now  supported 
educational  experiments.  The  Common- 
wealth Fund  handsomely  funded  the 
Western  Reserve  program,  but  also 
gave  many  planning  grants  to  other 
schools.  The  Markle  Foundation  sup- 
ported people,  selecting  young  potential 
faculty  members,  and  was  very  success- 
ful in  its  program.  The  Macy  Founda- 
tion sponsored  conferences  on  the  prob- 
lems of  new  schools.  It  soon  became 


apparent  that  to  build  facilities  needed 
for  the  expanded  programs,  larger 
grants  were  needed.  The  question  arose 
whether  the  momentum  for  federal  sup- 
port of  research  projects  could  be  ex- 
tended to  facilities  as  well. 

The  tremendous  explosion  of  research 
support  with  the  expansion  of  the  Na- 
tional Institutes  of  Health  was  imple- 
mented through  project  grants  to  prin- 
cipal investigators  after  peer  review. 
The  institutions  administered  the  proj- 
ects, but  the  power  base  and  priorities 
of  schools  changed.  Faculty  pressures 
and  rewards  shifted  away  from  educa- 
tion toward  research.  Grants  for  con- 
struction of  research  facilities  were 
made  to  implement  programs,  but  none 
were  made  for  educational  construction 
for  some  years.  Educational  programs 
adapted  by  incorporating  research  into 
the  curriculum,  by  developing  new  MD- 
PhD  programs,  expanding  existing  MS 
and  PhD  basic  science  graduate  pro- 
grams, and  promoting  postdoctoral 
clinical  research  experience.  Most  phy- 
sicians, however,  eventually  ended  up  in 
practice  as  they  still  do.  These  pro- 
grams emphasized  surgery  and  its 
branches,  cardiology  and  other  medical 
specialities,  and,  for  a while,  psychiatry. 

Florida 

In  1954,  when  the  new  University  of 
Florida  school  was  founded,  it  recog- 
nized the  need  in  the  state  for  replace- 
ment of  aging  family  physicians  in 
small  towns  and  rural  areas  and  the 
lack  of  training  programs  for  that  field. 
The  multiple  chronic  illnesses  in  the 
older  population  could  not  be  cared  for 
by  hospitalization,  but  by  ambulatory 
care  with  help  by  health  care  teams. 
This  idea  required  the  development  of 
the  health  center  concept  with  the  medi- 
cal school  and  its  teaching  hospital  as 
the  core,  and  colleges  of  nursing,  dentis- 
try, and  other  health-related  services 
(later  changed  to  professions)  associ- 
ated with  it. 

Pharmacy  already  was  on  campus. 
The  dean  of  nursing  was  to  be  responsi- 
ble for  both  the  academic  education  and 
the  nursing  service  programs  just  as 
the  dean  of  medicine  was  for  the 
school’s  curriculum  and  standards  of 
patient  care.  To  implement  the  pro- 
grams, a separate  ambulant  surgical 
suite  and  ambulant  bed  wing  for  diag- 
nostic studies  and  care  not  requiring 
full  nursing  bedside  services  were  built, 
the  first  in  any  U.S.  school.  The  faculty 
did  not  fully  accept  this  concept  and 
third-party  payers  were  reluctant  or 


refused  to  pay  even  substantially  re- 
duced rates.  Both  concepts  now  are 
generally  accepted. 

University  administration  failed  to 
recognize  the  need  for  changes  from  a 
traditional  curriculum.  Permission  was 
refused  to  start  a primary  care  program 
even  on  campus  in  one  graduate  stu- 
dent housing  unit  because  of  fear  by 
state  government  and  organized  medi- 
cine that  the  school  would  affect  local 
private  practice  and  become  a charity 
hospital.  No  academic  or  residency  pro- 
grams in  family  practice  existed  any- 
where at  that  time. 

Behavioral  science  was  ruled  a liberal 
arts  discipline  which  had  nothing  to  do 
with  the  practice  of  medicine.  No  de- 
partment of  behavioral  science  could  be 
established  and  such  teaching  as  was 
needed  would  be  done  in  psychiatry 
with  help  from  the  liberal  arts  college. 
No  faculty  could  be  appointed  in  the  hu- 
manities and  any  teaching  in  those 
fields  would  be  done  by  graduate  re- 
search professors  from  elsewhere  on 
campus.  However,  those  faculty  mem- 
bers were  discipline-oriented  and  de- 
voted to  replication  of  themselves  and 
perpetuation  of  their  parent  discipline 
of  philosophy,  religion,  or  history.  Medi- 
cine, though,  is  an  applied  art  which  uti- 
lizes help  from  any  discipline  for  solu- 
tion of  an  individual  patient  problem. 

By  budgetary  subterfuge,  eventually 
a hospital  chaplain  was  appointed  with 
his  duties  assigned  by  the  dean  of  medi- 
cine as  an  educational  resource  to  stu- 
dents and  faculty.  Minimal  exposure  to 
family  practice  was  arranged  through  a 
series  of  short  preceptorships  in  small 
towns  as  had  been  done  in  Wisconsin 
for  years.  A genuine  effort  was  made  to 
incorporate  the  health  center  in  the  fab- 
ric of  the  university  around  the  theme 
of  human  biology.  This  approach  re- 
cruited more  women  into  beginning  ca- 
reers in  the  health  sciences.  It  made  no 
radical  change  in  the  medical  curricu- 
lum and  the  school  resorted  to  doing  un- 
conventional things  within  a traditional 
framework. 

Students  were  encouraged  to  develop 
their  own  patterns  of  life-long  learning. 
To  emphasize  the  need,  the  first  study 
cubicles,  originally  conceived  as  “think- 
ing offices,”  were  provided  for  each  stu- 
dent as  a home  base.  They  were  placed 
in  the  building  so  that  the  student  was 
strategically  located  between  the  li- 
brary, laboratories,  and  patient  care 
units  but  not  inside  any  of  these.  When 
data  or  references  were  needed,  the  stu- 
dent decided  what  was  required,  went 
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to  collect  them  and  returned  to  his  cubi- 
cle to  analyze  them  and  draw  a conclu- 
sion or  make  a decision  alone. 

This  pattern  could  be  followed  in 
practice  anywhere.  In  experiments  else- 
where, Western  Reserve,  Stanford,  and 
Southern  California  placed  the  study 
function  in  multidisciplinary  teaching 
laboratories.  Students  did  not  accept 
the  idea.  Instinctively,  they  rebelled 
against  group  study  and  recognized  the 
overemphasis  on  the  laboratory  as  the 
place  where  all  answers  were  found.  All 
of  these  laboratories  eventually  were  re- 
designed without  the  study  function. 

At  Florida,  problem-solving  projects 
were  required,  not  to  start  students  on 
a research  career,  but  to  teach  a pattern 
of  thinking.  A problem  was  posed  by 
the  student,  methods  of  hands-on  col- 
lection of  data  outlined,  the  results  ana- 
lyzed, and  a conclusion  drawn.  In  effect, 
the  scientific  method  was  shown  to  be 
the  same  pattern  of  thinking  required  in 
solution  of  a patient's  diagnostic  or 
therapeutic  problem. 

The  most  important  lesson  learned 
was  the  difficulty  in  collecting  depend- 
able, reproducible  data  in  biologic  sys- 
tems. The  reason  is  inherent  biologic 
variability  between  individuals  in  a 
group  and  the  same  individual  succes- 
sively in  points  of  time.  The  normal 
then  is  not  a point,  but  a range,  and  to 
meet  scientific  criteria  data  must  be  col- 
lected on  groups.  When  data  are  col- 
lected on  a single  individual  and  inter- 
preted against  conclusions  drawn  from 
study  of  a group,  the  criteria  of  a sci- 
ence are  not  met.  The  practice  of  medi- 
cine on  the  individual  patient  is  an  art 
and  can  never  be  a science,  although  it 
does  rest  on  a scientific  base. 

As  a result,  the  educational  program 
should  place  increasing  importance  on 
ethnic,  racial,  cultural  and  other  factors 
in  illness  as  it  presents  to  the  physician, 
apart  from  or  overlying  organic  disease. 
To  further  reinforce  these  points,  an  ef- 
fort was  made  to  send  most  students 
overseas  for  a short  period,  more  as  a 
cultural  experience  than  as  a medical 
one.  They  were  sent  to  mission  clinics  in 
isolated  areas,  not  to  city  hospitals  or 
medical  schools.  They  learned  what 
could  be  done  on  familiar  problems  in 
the  absence  of  beds  or  tertiary  care 
back-up,  with  few  instruments  and  lim- 
ited drugs.  They  also  observed  diseases 
not  often  seen  in  this  country.  Overall, 
the  program  at  Florida  was  successful. 


but  the  culmination  of  administrative 
frustrations  led  to  acceptance  of  the  of- 
fer to  start  the  new  school  at  Hershey. 

Hershey 

In  1964,  Hershey  was  a small  town  in 
rural  surroundings.  It  sat  in  a medically 
underserved  area  between  the  urban 
centers  of  Philadelphia  and  Pittsburgh. 
The  established  five  schools  in  the  state 
were  specialty  and  tertiary  care  ori- 
ented, in  large  city  hospitals,  and  did 
not  have  programs  in  primary  care  or 
family  practice.  Any  educational  experi- 
ment in  central  Pennsylvania,  if  suc- 
cessful, would  be  visible. 

The  diverse  area  cultures— including 
German  farming,  Italian  stonecutting, 
and  Amish  fundamental  backgrounds— 
furnished  a fertile  field  to  study  differ- 
ent senses  of  values,  concepts,  and  ex- 
pectations of  health  care  and  how 
people  wish  to  lead  their  lives.  To  imple- 
ment the  program,  the  first  clinical  de- 
partment appointed  was  family  and 
community  medicine.  Other  schools 
had  begun  programs  in  community  or 
social  medicine  which  looked  at  the 
community  as  the  patient  rather  than 
as  the  resource.  The  Hershey  depart- 
ment was  the  first  full  academic  family 
medicine  department  in  this  country. 
The  few  existing  residency  programs 
addressing  the  need  were  based  in  de- 
partments of  medicine  or  pediatrics. 

It  was  recognized  that  a large  number 
of  patient-doctor  contacts  do  not  result 
in  the  diagnosis  of  an  organic  disease  at 
a stage  to  explain  the  symptoms  pre- 
sented. The  functional  overlay  or  psy- 
chosomatic illness  reflected  stresses, 
usually  in  the  job  or  home. 

It  also  was  recognized  that  the  bio- 
logic information  on  the  causation  of 
the  major  chronic  diseases— heart  dis- 
ease, stroke,  cancer— was  lacking.  The 
only  clues  were  coming  from  study  of 
lifestyles— the  family  background,  ge- 
netic inheritance,  dietary  patterns,  obe- 
sity, use  of  tobacco,  abuse  of  alcohol  and 
drugs,  amount  and  type  of  exercise.  The 
rising  incidence  of  deaths  from  acci- 
dents and  suicide,  especially  in  children, 
reflected  behavioral  patterns  often  re- 
lated to  the  family. 

Departments  of  behavior  (as  a basic 
medical  science  parallel  to  biochemistry 
and  physiology)  and  humanities  were 
formed  to  work  with  family  medicine. 
They  were  placed  adj  acent  to  each  other 
in  the  building  which  was  designed  so 
that  whenever  students  left  scientific 
exercises— lectures  and  laboratory 
work— they  looked  out  at  the  commu- 


nity. Hospital  beds,  clinic  waiting  space, 
and  dining  areas  were  placed  to  encour- 
age attitudes  in  patients  for  early  re- 
turn to  the  community.  Originally,  it 
was  planned  that  the  family  and  com- 
munity medicine  department  would 
care  for  half  of  the  community.  The 
other  half  would  continue  to  receive 
care  from  their  own  solo  practicing  phy- 
sicians as  in  the  past.  Public  demand 
destroyed  the  experiment  before  it  got 
well  underway,  but  introduced  major 
administrative  tensions  with  the  Uni- 
versity and  Hershey  Trust. 

The  curriculum  in  humanities  was  de- 
signed to  encourage  students  to  de- 
velop their  own  philosophy  and  ethical 
values  with  which  they  could  be  com- 
fortable. In  Florida,  the  largely  ineffec- 
tive early  efforts  were  begun  in  the 
fourth  year  with  the  idea  that  students 
would  be  most  receptive  just  before 
they  became  interns.  It  turned  out  that 
they  wanted  to  come  to  some  under- 
standing before  they  began  to  see  pa- 
tients, so  the  humanities  program  at 
Hershey  profited  from  this  experience 
and  was  begun  in  the  first  year  to  con- 
tinue throughout. 

The  programs  in  religion,  philosophy, 
and  literature  have  been  successful  and 
are  being  copied  nationally.  Increasing 
awareness  of  moral  and  ethical  prob- 
lems, as  science  advances,  makes  it 
likely  that  the  public  will  give  as  much 
attention  to  these  problems  in  the  fu- 
ture as  to  scientific  advances.  Family 
medicine  has  been  accepted  and  pro- 
grams or  departments  have  been  man- 
dated in  many  schools  by  legislatures. 

Future 

In  recent  years,  the  increased  involve- 
ment of  government  in  medical  educa- 
tion and  patient  care  through  economic 
pressures  and  regulations  has  caused 
the  Association  of  American  Medical 
Colleges  to  place  most  of  its  thought 
and  effort  on  political  questions  and 
lobbying  rather  than  basic  educational 
programs.  The  introduction  of  the  Med- 
icaid and  Medicare  programs,  insti- 
tuted with  the  best  of  intentions  to  im- 
prove care  of  the  poor  and  elderly,  has 
tended  to  focus  attention  first  on  the 
economics  of  payment  even  before  the 
medical  problem  is  identified. 

Expensive  life-prolonging  proce- 
dures, which  may  or  may  not  return  the 
patient  to  a productive  work  situation 
or  better  quality  of  life,  have  greatly  in- 
creased the  outlays  for  health  care.  Will 
the  public,  through  its  politicians,  con- 
tinue to  accept  these  continually  rising 
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costs  at  the  expense  of  other  social  pro- 
grams? 

What  will  the  medical  school  at 
Hershey  do  to  stay  in  the  forefront  of 
education?  It  already  has  developed 
teaching  materials  and  trained  faculty 
for  other  schools.  The  program  in  litera- 
ture, recognized  as  innovative,  could  be 
expanded.  Authors  of  the  classics  have 
proved  to  be  accurate  observers  of  soci- 
ety’s and  individuals’  responses  to 
change.  The  Greeks  recognized  the  Oed- 
ipus and  other  complexes  and  we  still 
use  their  terms.  Novelists  like  Zola  and 
Steinbeck  reflected  their  times.  Modern 
writers  can  be  as  accurate  today. 

William  Osier,  the  great  physician  at 
the  turn  of  the  century,  was  deeply  in- 
terested in  the  classic  as  well  as  medical 
historic  literature.  He  believed  students 
should  be  introduced  to  the  books  and 
gave  keys  to  his  house  to  selected  stu- 
dents, called  latchkeyers,  so  they  could 
use  his  books.  When  his  only  son  was 
killed  in  World  War  I,  he  and  his  wife 
endowed  the  Tudor  and  Stuart  Club  on 
the  Johns  Hopkins  liberal  arts  campus 
to  encourage  a start  in  life-long  reading. 

How  far  should  interest  in  the  hu- 
manities be  extended  in  the  medical  cur- 


riculum? Are  government,  law,  politics, 
and  economics  proper  subjects  because 
of  their  increasing  involvement  in  prac- 
tice? Is  the  movement  to  remove  major 
teaching  hospitals  from  university  or 
government  hands  to  private  ownership 
wise? 

What  is  the  future  of  primary  care? 
Will  it  continue  to  be  given  by  physi- 
cians? A recent  international  confer- 
ence in  Bellagio,  Italy,  examined  efforts 
by  Third  World  countries  to  address 
this  problem.  The  consensus  was  unani- 
mous that  “barefoot  doctors,”  physi- 
cian assistants,  nurse  practitioners  or 
others  selected  by  the  local  community 
they  were  to  serve  could,  with  minimal 
training,  greatly  improve  the  health  of 
their  people  through  simple  measures. 
If  this  trend  occurs  in  more  developed 
countries,  medical  education  should 
change. 

Will  the  doctor  become  a hospital- 
based  super-specialist  who  utilizes  high 
technology  and  gives  less  attention  to 
individuals  as  people  with  problems? 
How  will  we  handle  the  aging  of  the 
population  with  earlier  retirement  and 
increase  in  the  life  span?  Biologic  aging 
is  different  from  the  accumulation  of 
the  effects  of  a series  of  chronic  illnesses 
that  we  now  can’t  cure,  the  progression 


the  public  conceives  as  aging.  The 
elderly  now  use  most  of  the  avail- 
able hospital  beds  and  the  dollars  to  run 
them.  Do  we  need  medically  trained  ger- 
iatric specialists,  or  can  the  needs  of 
older  people  be  taken  care  of  by  our 
presently  trained  family  physicians,  or 
will  teams  of  health-related  profession- 
als take  over? 

What  is  the  role  of  the  hospice,  which 
started  abroad  as  a place  for  terminal 
cancer  patients  to  live  out  their  lives  in 
more  comfort  and  dignity  than  in  a hos- 
pital? In  this  country  we  are  experi- 
menting with  extending  the  idea  to 
home  care  by  nonphysicians  for  many 
chronic  illnesses.  The  humanities  have  a 
large  part  to  play  in  such  programs. 

Goals 

The  ultimate  goal  of  a medical  school 
still  is  to  educate  the  most  comprehen- 
sive, compassionate  doctor  who  will 
take  complete  responsibility  for  care  of 
the  patient.  The  ideal  physician  looks  at 
the  person  as  an  individual  in  his  family 
and  community  setting  as  well  as  at  the 
disease  process.  He  or  she  should  en- 
deavor to  achieve  the  best  quality  of  life 
attainable  for  the  patient  within  the 
constraints  of  the  disease  and  the  avail- 
able resources.  □ 
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m my  opinion 

The  family  and  mental  health 


Fred  B.  Rogers,  MD 

Among  the  early  writings  of  Swiss 
psychiatrist  Carl  G.  Jung  are 
three  articles  with  significant  titles: 
“Familial  constellations,”  “Experiences 
concerning  the  psychic  life  of  the  child,” 
and  “The  significance  of  the  father  in 
the  destiny  of  the  individual.”  The  first 
two  of  these  topics  were  presented  as 
lectures  on  Dr.  Jung’s  visit  to  Clark 
University  at  Worcester,  Massachu- 
setts, in  1909,  and  the  third  was  pub- 
lished in  Europe  during  the  same  year.1 
Their  focuses  upon  the  family’s  role  in 
the  emotional  security  of  the  child  were 
important  ones. 

Later  Jung  extended  this  thesis  in 
lectures  at  the  Tavistock  Clinic  (Lon- 
don, England)  and  elsewhere.  He  also 
provided  cogent  introductions  to  Elida 
Evans’  “The  Problem  of  the  Nervous 
Child”  (1919)  and  Frances  Wickes’  “The 
Inner  World  of  Childhood”  (1927)."  ' His 
eminent  pupils,  Michael  Fordham  and 
Erich  Neumann,  subsequently  empha- 
sized parental  influences  upon  the  de- 
veloping individual  in  their  respective 
books  “Children  as  Individuals"  (1969) 
and  “The  Child”  (1973).45 

Following  the  disruptive  turmoil  of 
World  War  II,  the  World  Health  Organi- 
zation, based  at  Geneva,  Switzerland, 
sponsored  an  international  study  of 


child  and  family  life.  A valuable  report, 
Maternal  Care  and  Mental  Health,  was 
issued  in  1951  “as  a contribution  to  the 
United  Nations  program  for  the  welfare 
of  homeless  children.”  Its  author,  Dr. 
John  Bowlby,  was  director  of  the  Child 
Guidance  Center  at  Tavistock  Clinic 
and  he  continued  his  work  there  during 
the  next  thirty  years  to  compile  three 
pioneering  volumes  on  the  effects  of 
childhood  attachment,  separation,  and 
loss  upon  mental  health.  These  books 
now  are  available  in  paperback  form  for 
the  general  reader  as  well  as  the  profes- 
sional worker. b 7,8 

Another  English  psychiatrist,  An- 
thony Stevens,  in  a recent  book,  “Ar- 
chetypes: A Natural  History  of  the 
Self”  (1982),  summarized  his  research 
at  the  Metera  orphanage  in  Athens, 
Greece,  on  maternal  deprivation  and 
foster  motherhood.9  Studies  such  as 
those  by  Bowlby  and  Stevens  are  basic 
to  our  understanding  of  the  emotional 
development  of  infants  and  children. 
One's  eventual  mind-set,  they  found,  is 
often  determined  by  the  security  or  lack 


Dr.  Rogers  is  professor  of  family  practice  and 
community  health  at  Temple  University 
School  of  Medicine,  Philadelphia. 


of  it  in  early  life.  Dr.  Stevens  reiterated 
Jung’s  reflection  that  “the  small  world 
of  the  child,  the  family  milieu,  is  the 
model  for  the  big  world.  The  more  in- 
tensely the  family  sets  its  stamp  on  the 
child,  the  more  he  will  be  emotionally  in- 
clined, as  an  adult,  to  see  in  the  great 
world  his  former  small  world.  Of  course 
this  must  not  be  taken  as  a conscious 
intellectual  process.” 

Psychiatry  has  contributed  much  to 
our  understanding  of  the  effects  of 
early  conditioning  upon  the  later  life  of 
an  individual.  The  earliest  experiences 
that  a person  has  in  relation  to  his 
mother  are  believed  to  form  the  basis  of 
much  of  one’s  subsequent  social  rela- 
tionships and  to  influence  his  total  per- 
sonality. On  this  subject  Dr.  O.  Spur- 
geon English  of  Temple  University 
School  of  Medicine  has  written  as  fol- 
lows: “The  dynamic  psychology  of  the 
last  half  century  which  has  focused  the 
spotlight  of  its  attention  on  the  psycho- 
sexual  development  of  the  child  as  con- 
taining the  nucleus  of  personality,  plus 
direct  observations  of  children  them- 
selves, has  thrown  the  family  as  a social 
unit  into  sharper  relief.  ...  A child 
needs  someone  who  loves  him  and  who 
can  also  outline  a plan  of  development 
around  which  he  can  discipline  himself. 
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6 Category  1 Credit  Hours 

Seminar  Site:  Sheraton  Inn,  Danville 
Junction  1-80  and  Rt.  54  (Exit  33  1-80) 

Further  Information: 

Neuro-Ophthalmology  Seminar 
Department  of  CME 
Geisinger  Medical  Center 
Danville,  PA  17822 
(717)  271-6692 

Topics  of  Discussion  to  Include:  Eye  Movement  Disorders,  Glaucomatous  Optic  Neuropathy,  Thyroid 
Ophthalmopathy,  Pituitary  Apoplexy,  MR!  of  Parasellar  Lesions,  and  Selected  Case  Presentations 


Guest  Speaker: 

Jonathan  D.  Trobe  M.D. 
Professor  of  Ophthalmology, 
Neurology,  and  Neurosurgery 
University  of  Michigan 
Ann  Arbor,  Michigan 

Course  Director 

Robert  F.  Saul  M.D. 

(717)  271-6472 
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The  young  do  not  see  much  of  the  best 
in  life  unless  it  is  placed  before  them  in 
some  organized  form.  . . . The  family  is 
the  common  denominator  of  the  best 
kind  of  living  of  the  past  and  the  pre- 
cepts of  modern  dynamic  psychology.”10 
Emotional  security  therefore  stems 
largely  from  early  parental  and  family 
associations.  A lifetime  support  system 
can  follow  through  familial  affiliations. 
An  ebbing  trend  in  this  regard  was 
noted  by  Dr.  Jerome  D.  Frank  of  the 
Johns  Hopkins  University  School  of 
Medicine  in  his  book  “Persuasion  and 
Healing”  (1974).  He  said,  “The  mobility 
of  many  Americans  and  other  features 
of  American  society  have  deprived  us  of 
the  emotional  security  formerly  pro- 
vided by  the  extended  family,  enduring 
marriages,  and  small,  stable  work 
groups.  The  shallow  and  shifting  socia- 
bility of  the  residential  development, 
the  office,  the  committee,  and  the  club, 
being  tainted  with  undercover  competi- 
tion for  popularity,  power,  and  prestige, 
offer  no  adequate  substitute.”11 
The  stable  person  is  also  less  prone  to 
develop  functional  disease  or 
emotionally-induced  illness.  Interplay 
between  the  individual,  family,  and  soci- 
ety is  smoother  here.  To  this  end  psy- 


chologists George  Lehner  and  Ella 
Kube,  in  their  book  “The  Dynamics  of 
Personal  Adjustment”  wrote,  “If  we 
are  confident  of  ourselves  and  others, 
and  if  we  accept  ourselves  and  others, 
we  can  develop  a sense  of  security  that 
reflects  the  inner  harmony  and  self- 
confidence  we  need  to  possess  if  we  are 
to  be  at  peace  with  ourselves.  The 
amount  of  acceptance  and  love  we  re- 
ceived as  children  contributes  signifi- 
cantly to  the  development  of  a sense  of 
security.  . . . The  secure  person  feels 
confident  of  his  ability  to  choose  and 
follow  an  acceptable  course  of  action. 
He  feels  certain  that,  with  reasonable 
effort,  he  can  achieve  his  aims  and  sat- 
isfy his  emotioned  needs.”12  □ 
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A joy  to  read  . . . 

William  Y.  Rial,  MD 

Congratulations  on  the  improve- 
ments in  Pennsylvania  Medi- 
cine. It  is  a joy  to  read,  and  I look  for- 
ward to  each  successive  issue. 

The  recent  editorial  on  unproven  rem- 
edies was  superb,  particularly  the  quo- 
tation from  Thomas  Carlyle  regarding 
“quackery  giving  birth  to  nothing  and 
death  to  all  things.” 

George  Rowland’s  essay  on  abuse  of 
children  is  a masterful  description  of 
the  fine  line  one  treads  between  show- 
ing affection  and  restraining  oneself,  so 
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in  my  opinion 


that,  like  Caesar’s  wife,  we  not  only 
must  be  virtuous,  but  also  must  appear 
virtuous.  He  concluded,  “Showing  love 
to  a little  child  is  a risky  thing  to  do,” 
but  “lack  of  love  is  a kind  of  abuse  we 
should  guard  against  more  than  any 
other.”  To  that  I say,  “Amen,  Amen, 
Amen!” 

I wept  when  I read  “An  Island  in  a 
Storm”  in  the  February  issue.  It  was 
beautiful  and  sad,  and  I am  certain  it 
will  be  quoted  many  times  by  me  and 
by  others. 

Finally,  Naomi  Bluestone’s  evalua- 
tion of  Dr.  Hilfiker’s  comments  in  the 
New  England  Journal  of  Medicine, 
should  be  must  reading  for  physicians. 
I say  to  her,  “RIGHT  ON!”  □ 


Dr.  Rial  is  executive  director  for  representa- 
tion and  information  of  health  benefits  man- 
agement for  the  Blue  Cross  and  Blue  Shield 
Association  headquartered  in  Chicago.  He  is 
a past  speaker  of  the  PMS  House  of  Dele- 
gates and  a past  president  of  the  American 
Medical  Association. 

Let’s  get  on  with  it 

Ronald  L.  Klimes,  MD 

As  we  enter  1986  I ponder  the  fact 
that  I am  a member  of  one  of  the  most 
highly  educated,  intelligent  professions 
in  the  world.  I live  in  a supposedly  free 
society,  yet  for  the  last  year  and  a half  I 


have  not  been  allowed  to  set  my  own 
fees  for  my  services. 

The  voice  of  organized  medicine  insti- 
tuted a suit  to  protest,  but  this  has  been 
allowed  to  languish  in  our  cumbersome 
legal  system.  The  longer  this  is  allowed 
to  go  on,  the  greater  my  losses  that  I 
will  never  be  able  to  recoup.  Medical 
people  are  generally  nonviolent  persons 
who  believe  in  evolution,  not  revolution, 
and  the  government  knows  this.  They 
will  drag  it  on  forever,  if  allowed. 

Most  of  my  ancestors  were  crafts- 
men, shop  owners  and  small  business 
people.  My  family  paid  for  my  college 
and  medical  education  out  of  their  own 
pockets.  We  had  no  government  aid.  I 
purchased  my  office  building  and  all  its 
equipment  with  my  own  funds.  I hire 
my  staff  and  pay  all  my  taxes.  I truly 
believe  in  the  free  enterprise  system 
and  competitive  forces  in  a free  market 
place.  If  the  plumbers,  electricians,  and 
other  small  (or  large)  business  owners 
were  told  that  they  could  not  charge 
what  they  felt  their  labors  were  worth, 
there  would  be  a swift  and  massive  re- 
volt. 

I resent  being  treated  as  a second 
class  citizen.  I feel  that  my  freedom,  as 
guaranteed  by  the  constitution,  has 
been  violated.  The  Reagan  administra- 
tion has  supported  the  concept  of  a free 
and  open  market  place  and  allowed 
many  of  our  industries  to  founder  at  the 
hands  of  foreign  competition.  At  the 
same  time  it  has  denied  the  open  mar- 
ket place  to  a select  group  of  its  own  cit- 
izens. I want  my  freedom  back. 

A few  weeks  ago  I received  a bill  for 


my  1986  dues.  The  combined  total  for 
AMA,  state  and  local  dues  is  over 
$1,000.  I believe  in  the  strength  of  or- 
ganization and  have  been  a member  for 
over  twenty  years.  The  AMA  is  my 
union— I would  belong  to  no  other.  My 
State  Society  is  doing  a good  job,  at 
that  level,  of  representing  my  viewpoint 
and  getting  effective  legislation  passed. 
I demand  that  the  AMA  do  the  same  at 
the  national  level.  I'm  ready  to  fight, 
but  I can't  do  it  on  my  own.  So  whether 
it  be  by  evolution  or  revolution,  let’s  get 
on  with  it! 


Dr.  Klimes  is  a family  physician  practicing  in 
York. 


Praise  and  nostalgia 

Orlo  G.  McCoy,  MD 

Having  just  read  the  morning  mail, 
including,  inter  alia,  Pennsylva- 
nia Medicine,  I hasten  to  give  my  re- 
action to  the  April  issue. 

Among  the  alia  in  the  mail  was  the 
April  15  issue  of  Emergency  Medicine, 
with  an  editorial  paying  tribute  to  pub- 
lishers. I think  the  publishers  of  Penn- 
sylvania Medicine  are  doing  a fine 
job.  I wish  particularly  to  comment  on 
the  fine  writing  and  reporting  of  Karen 
Davis  in  the  article  on  Dr.  Walter  Greis- 
singer.  The  appearance  of  the  magazine 
also  is  of  the  highest  calibre.  The  qual- 
ity of  the  color  is  equal  to  that  of  an- 
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A fast,  easy-to-use,  easy-to-learn  system  for  managing 
patient  records  & accounts  receivable 


Why  more  physicians  prescribe  our  Medical 
Office  System  to  cure  their  practice  ills: 


• it  provides  instant 
patient  tracking  and 
recall 

• it  automatically  prepares 
any  insurance  form 

• it  prepares  accounting 
statements 


• it  allows  customization 

• it  allows  upgrading 
from  single-user  to 
multi-user  computers 

• it  is  available  for 
purchase  or  lease 


SPECIAL  FOR  RADIO  SHACK  MOS  II 

USERS:  Save  $250  when  you  upgrade 
to  the  latest  MS-DOS  or  UNIX/XENIX 
systems.  (Offer  good  until  May  75, 
1986)  CALL  FOR  DETAILS. 

(412)  885-7100 

Call  today  for  a free 
demonstration  of  what  the 
Medical  Office  System  can  do 
for  your  practice. 


The  Small  Computer  Company,  Inc. 

1211  Streets  Run  Road,  Pittsburgh,  PA  15236  (412)  885-7100 
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Quality. 

We’ve  been  building  it  into  our  outdoor  recreation 
program  for  more  than  30  years. 

Luxurious  accommodations,  exquisite  cuisine,  and  a 32,000 
acre  private  mountain  ranch  is  your  up-front  guarantee  of  an 
unforgettable  holiday. 


Please  direct  inquiries  to: 

Leo  Smith,  Manager 
Chama  Land  & Cattle  Company 
P.O.  Box  746K  Chama,  NM  87520 
(505)  756-2133. 


Enjoy  unmatched  trout 
fishing,  hunt  for  elk,  deer  or 
bear,  and  then  relax  in  comfort 
at  our  secluded  lodge  on  the 
Colorado-New  Mexico  border. 
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Do  you  know  someone  who  needs  nursing  care 
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We  have  a 
special  person  to 
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P Are  your  Patients  entitled  and/or  eligible  for 

V I I Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
mi  CAL  PERSONNEL  POOL  and  we  will  help  you  get 

the  answer.  Bear  in  mind  that  a person  need  not 
j— be  a Social  Security  recipient  or  over  65  to  re- 
■ ceive  Medicare  services.  People  who  are  dis- 

abled  for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer. 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing.  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home. 
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Medical  Personnel  Pool 


‘Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 
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that,  like  Caesar’s  wife,  we  not  only 
must  be  virtuous,  but  also  must  appear 
virtuous.  He  concluded,  “Showing  love 
to  a httle  child  is  a risky  thing  to  do,” 
but  “lack  of  love  is  a kind  of  abuse  we 
should  guard  against  more  than  any 
other.”  To  that  I say,  “Amen,  Amen, 
Amen!” 

I wept  when  I read  “An  Island  in  a 
Storm”  in  the  February  issue.  It  was 
beautiful  and  sad,  and  I am  certain  it 
will  be  quoted  many  times  by  me  and 
by  others. 

Finally,  Naomi  Bluestone’s  evalua- 
tion of  Dr.  Hilfiker’s  comments  in  the 
New  England  Journal  of  Medicine, 
should  be  must  reading  for  physicians. 
I say  to  her,  “RIGHT  ON!”  □ 


Dr.  Rial  is  executive  director  for  representa- 
tion and  information  of  health  benefits  man- 
agement for  the  Blue  Cross  and  Blue  Shield 
Association  headquartered  in  Chicago.  He  is 
a past  speaker  of  the  PMS  House  of  Dele- 
gates and  a past  president  of  the  American 
Medical  Association. 

Let’s  get  on  with  it 

Ronald  L.  Klimes,  MD 

As  we  enter  1986  I ponder  the  fact 
that  I am  a member  of  one  of  the  most 
highly  educated,  intelligent  professions 
in  the  world.  I live  in  a supposedly  free 
society,  yet  for  the  last  year  and  a half  I 


have  not  been  allowed  to  set  my  ow 
fees  for  my  services. 

The  voice  of  organized  medicine  inst 
tuted  a suit  to  protest,  but  this  has  bet 
allowed  to  languish  in  our  cumberson 
legal  system.  The  longer  this  is  allows 
to  go  on,  the  greater  my  losses  that 
will  never  be  able  to  recoup.  Medic 
people  are  generally  nonviolent  persor 
who  believe  in  evolution,  not  revolutio: 
and  the  government  knows  this.  Tht 
will  drag  it  on  forever,  if  allowed. 

Most  of  my  ancestors  were  craft 
men,  shop  owners  and  small  busine; 
people.  My  family  paid  for  my  collef 
and  medical  education  out  of  their  ow 
pockets.  We  had  no  government  aid. 
purchased  my  office  building  and  all  ii 
equipment  with  my  own  funds.  I hi) 
my  staff  and  pay  all  my  taxes.  I trui 
believe  in  the  free  enterprise  syste; 
and  competitive  forces  in  a free  marki 
place.  If  the  plumbers,  electricians,  ar 
other  small  (or  large)  business  ownei 
were  told  that  they  could  not  charf 
what  they  felt  their  labors  were  wort 
there  would  be  a swift  and  massive  r 
volt. 

I resent  being  treated  as  a secor 
class  citizen.  I feel  that  my  freedom,  ; 
guaranteed  by  the  constitution,  hi 
been  violated.  The  Reagan  administr 
tion  has  supported  the  concept  of  a fr< 
and  open  market  place  and  allowt 
many  of  our  industries  to  founder  at  tl 
hands  of  foreign  competition.  At  tl 
same  time  it  has  denied  the  open  ma 
ket  place  to  a select  group  of  its  own  ci 
izens.  I want  my  freedom  back. 

A few  weeks  ago  I received  a bill  f« 
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multi-user  computer: 

• it  is  available  for 
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other  alia  which  came  today,  American 
Family  Physician,  a journal  that  now 
approaches  2 cm  in  thickness  on  the 
most  expensive  kind  of  paper. 

Today  is  April  17  and  if  my  general 
debility  were  less  I would  be  in  Hershey 
at  the  Sec’y-Editors  Conference,  AKA 
the  Leadership  Conference. 

In  1948  at  the  PMS  Centennial  in 
Philadelphia,  Dr.  Elmer  Hess  retired 
from  the  presidency  of  the  Medical  Soci- 
ety of  the  State  of  Pennsylvania.  Dr. 
Hess  encouraged,  practically  coerced, 
me  into  joining  the  Erie  County  Medi- 
cal Society  in  1941.  It  was  my  first  real 
membership  contact  with  organized 
medicine.  I am  thinking  today  of  some 
of  the  water  that  has  gone  over  the  dam 
in  the  ensuing  years. 

I know  with  certainty  how  happy  Sir 
Walter  Donaldson  would  be  with  the 
April  1986  issue  of  PENNSYLVANIA 
Medicine.  I often  think  of  his  fine  con- 
ferences up  on  the  second  floor  of  the 
old  Penn  Harris  Hotel  in  downtown 
Harrisburg. 

Finally,  having  served  on  the  Publica- 
tion Committee,  I was  particularly 
pleased  to  see  the  long  list  of  adver- 
tisers, because  I know  they  are  vital  to 
the  continuation  of  our  fine  publica- 
tion. □ 


Dr.  McCoy  is  a family  physician  in  Canton. 
He  served  on  the  PMS  Board  of  Trustees  dur- 
ing the  1970s  and  was  on  the  Publication 
Committee  in  1976  and  1977. 


Alternative  solution 

N.A.  Karakashian,  MD 

If  they  wish  to  survive,  doctors  must 
become  politically  active.  Every  doctor 
must  get  in  touch  with  his  or  her  federal 
and  state  representatives.  You  can  get 
their  names  and  addresses  from  the 
Pennsylvania  Medical  Society. 

We  must  insist  that  liability  coverage 
have  a limit  of  no  more  than  $100,000. 
All  cases  should  first  be  brought  before 
a committee  made  up  of  one  doctor,  one 
attorney,  one  business  representative 
and  one  from  the  insurance  industry. 
Members  of  the  committee  should  be 
changed  every  six  months.  The  commit- 
tee would  decide  the  disposition  of  the 
case.  If  the  patient  is  not  satisfied,  legal 
action  could  be  started. 


Dr.  Karakashian  is  executive  surgeon  at  the 
Eye  Clinic  of  Philadelphia. 
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I We  have  a 
i special  person  to 
i take  care  of  your 


special 
person 


I 
I 

i m 

i 


Are  your  patients  entitled  and/or  eligible  for 
Medicare  benefits?  If  you  are  not  sure  call  MEDI- 
CAL PERSONNEL  POOL  and  we  will  help  you  get 
the  answer.  Bear  in  mind  that  a person  need  not 
be  a Social  Security  recipient  or  over  65  to  re- 
ceive Medicare  services  People  who  are  dis- 
abled for  2 years  or  more  are  eligible,  as  are  peo- 
ple who  are  in  dialysis  for  6 months  or  longer. 
MEDICAL  PERSONNEL  POOL  provides  a full 
range  of  HOME  HEALTH  SERVICES,  as  well  as 
private  duty  nursing.  We  provide  most  of  these 
services  in  the  home  as  well  as  in  the  hospital 
and  nursing  home. 


Medical  Personnel  Pool 


'Allentown  434-7277 
Harrisburg  233-2444 


Lebanon  272-5214  ‘Philadelphia  663-0700 
Monroeville  824-6730  ‘Pittsburgh  683-2227 
‘Reading  372-4611 

‘Medicare  Certified  Home  Health  Agency 
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Ties  that  bind:  new  roles  for  suppliers 


William  L.  Trombetta,  JD,  PhD 
Dorothy  R.  Sweeney 

From  a busy  physician’s  perspec- 
tive, it  is  often  difficult  to  squeeze 
time  into  the  practice  day  to  see  sales- 
men, detail  people,  or  drug  company 
representatives.  There  has  been  the  tra- 
ditional feeling  that  the  physician 
didn’t  really  need  to  spend  time  with 
these  people.  They  could  drop  off  sam- 
ples, leave  new  literature,  and  that 
would  be  the  extent  of  the  doctor’s  time 
expenditure.  Ordering  of  supplies,  and 
stocking  medical  shelves  are  the  re- 
sponsibilities of  nurses  and  office  man- 
agers. Oh,  how  times  are  changing. 

A supplier  or  detail  person  now  must 
answer  a tough  question— How  can  I 
position  my  company’s  services  or 
products  ahead  of  the  virtually  identi- 
cal “commodities”  that  my  competitors 
sell?  This  creates  an  interesting  oppor- 
tunity for  physicians  to  strengthen  alli- 
ances with  their  advisors  and  suppliers 
that  in  turn  enhance  their  business  and 
marketing  capacities.  There  are  oppor- 
tunities in  the  marketplace  (practice  en- 
vironment) that  the  smart  physicians 
are  taking  advantage  of  to  enhance 
their  practices. 

It  is  becoming  more  evident  that 
there  are  limitations  on  some  of  the  tra- 
ditional approaches  that  are  likely  to  be 
used  by  advisors  and  suppliers  in  in- 
creasingly competitive  situations.  For 
example,  we  recently  surveyed  a five- 
doctor  internal  medicine  practice  annu- 
ally grossing  over  one  million  dollars. 
The  doctors  unanimously  proclaimed 
with  pride  that  they  hadn’t  talked  to  a 
detail  man  in  five  years!  One  doctor  in  a 
four-doctor  rheumatology  practice  said 
he  saw  an  ad  portraying  a doctor  coun- 
seling a patient  on  arthritis  (shown  on  a 
national  TV  news  segment)  and  com- 
mented the  drug  company’s  money 
would  be  better  spent  on  helping  doc- 
tors run  their  practices  more  effectively. 
Most  “practice  supplement  inserts” 
sponsored  by  drug  companies  are  sim- 
plistic and  have  little  practical  value  to 
their  audiences. 

A subtle  shift  in  perspective  is  re- 
quired, one  in  which  the  advisors/ 
suppliers  (the  drug  companies)  shift 
from  what  they  think  the  doctor  needs 


(more  advertising,  additional  detail 
men,  etc.)  to  one  in  which  focus  is  put  on 
the  doctors’  problems  (profitability, 
staffing,  competition). 

The  sad  fact  is  that  the  overwhelming 
majority  of  health  care  product  and  ser- 
vice ads,  whether  TV  or  print,  are 
quickly  forgotten,  assuming  they  are 
even  noticed  amidst  the  cacophony  of 
approximately  1,000  commercials  a day 
that  we  are  all  bombarded  with.  The 
brands  can’t  be  recalled.  The  message, 
if  there  is  one,  is  submerged  in  the  “cre- 
ative presence”  of  the  ad.  Most  impor- 
tant, the  benefits  to  be  derived  from  the 
service  or  product  by  consumers  (doc- 
tors and  patients)  are  not  presented 
clearly.  Drug  companies  and  other  sup- 
pliers to  the  health  care  industry  are  be- 
ginning to  understand  that  and  to  di- 
rect their  marketing  dollars  elsewhere. 

Physician’s  present  dilemmas 

New  patterns  are  beginning  to  appear 
in  many  of  our  practice  management 
surveys.  Physicians  are  beginning  to 
appreciate  the  value  of  strategic  plan- 
ning. But  given  the  cost  and  complexity 
inherent  in  developing  a business  plan, 
to  say  nothing  of  implementing  it,  stra- 
tegic planning  may  well  be  beyond  the 
reach  of  even  the  larger  group  practices. 
Doctors  are  working  harder  than  ever 
but  enjoying  it  less,  getting  sued  more, 
and  taking  home  less  money  in  the  bar- 
gain. Although  gross  receipts  continue 
to  increase  moderately,  net  gains  (the 
bottom  line)  continue  to  erode. 

Hospitals,  after  having  been  dragged 
kicking  and  screaming  into  the  20th 
century,  now  possess  power  in  the  form 
of  DRGs  (diagnosis  related  groups) 
which  has  forced  them  to  discover 
where  profit  is  in  the  service  mix.  Doc- 
tors will  be  on  the  outside  looking  in, 
forced  to  react  passively  to  fees  and 
practice  efficiencies  imposed  on  them. 
Doctors  need  to  find  countervailing 
power,  and  quickly,  through  utilization 
review  at  the  doctor’s  office.  But  utiliza- 
tion review  and  determining  where 


The  authors  are  principal  consultants  with 
the  Health  Care  Group,  Bala  Cynwyd. 


profit  is  in  the  practice  are  expensive. 

Marketing  promotion  and  advertis- 
ing have  proven  to  be  necessary  evils  in 
the  medical  field.  The  price  of  poker  has 
gone  up.  And  yet  there  is  a feeling  of 
frustration  among  solo  physicians  and 
small  groups  (and  even  among  large 
practices)  that  what  they  can  afford  to 
spend  on  advertising  pales  in  compari- 
son to  the  marketing  muscle  of  Blue 
Shield  or  a Humana  or  a Kaiser  Per- 
manente. 

We  see  “macro”  or  "superordinate” 
problems  emerging  for  physicians,  i.e., 
there  are  things  that  practices  need  to 
do  in  order  to  survive  and  grow  but  the 
ability  of  any  one  practice  to  afford  to 
do  any  one  of  them  is  severely  limited. 
And  although  expertise  exists  that  can 
be  applied  to  these  large  scale  needs, 
the  cost  of  this  expertise  is  prohibitive 
for  any  one  practice.  The  question  is 
how  to  resolve  the  gap  between  the 
source  of  the  expertise  and  those  who 
need  it. 

Among  the  most  common  macro  or 
superordinate  problems  in  the  supplier/ 
physician  relationship  are: 

• implementing  strategic  planning 

• analyzing  where  profit  is  in  the 
practice 

• bringing  utilization  review  to  the 
doctor’s  office 

• developing  a “prospectus”  to 
make  a group  practice  attractive 
to  HMOs  and  PPOs 

• finding  methods  for  joint  adver- 
tising to  give  leverage  to  the  pre- 
cious few  dollars  available  for  ad- 
vertising 

• common  purchasing 

• organizing  patient  profiles  by 
characteristics  that  facilitate 
market  segmentation 

• achieving  better  management 
and  financial  advice 

Who  can  help? 

Advisors  have  to  shift  their  perspec- 
tive from  simply  pushing  their  services 
and  concentrate  more  on  helping  their 
physician  clients  grow  and  prosper. 
There  will  be  an  increased  reliance  on 
practice  management  consultants  for 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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Lester  R.  Wilson,  Jr.,  Joseph  Pulcini,  Jr.,  Suite  125,  Commerce  Plaza 
5100  Tilghman  Street,  Allentown,  PA  18104,  (215)  395-8888 

Eugene  P.  Ziemba,  William  J.  Carey,  Robert  J.  Zucosky,  James  I.  Frazer,  Jr. 
Suite  202,  Plymouth  Plaza,  Plymouth  Meeting,  PA  19462,  (215)  825-6800 


Sidney  B.  Elston,  Jr. 

1902  Market  Street,  Camp  Hill,  PA  17011,  (717)  737-9900 

Ned  Wells,  Donald  C.  Hoffman,  Grant  R.  Stewart,  David  M.  Gusic 
Suite  212,  Manor  Oak  Two,  1910  Cochran  Road,  Pittsburgh,  PA  15220,  (412)  531-4226 


Dx:  recurrent 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecin- 
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In  Pennsylvania  HERPECIN-L  is  available  at  all  Eckerd,  Peoples,  Rea  & Derick , 
Revco,  RiteAid,  Thrift  Drug  Stores  and  other  select  pharmacies. 
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more  direction  and  guidance  and  for  a 
broader  variety  of  services,  particularly 
marketing,  a form  of  “strategic  partner- 
ing.” 

While  the  number  and  average  size  of 
group  practices  appear  to  be  growing, 
basically,  the  typical  doctor  and  group 
practice  remain  relatively  small,  inde- 
pendent, with  limited  management  ex- 
perience, and  little  or  no  strategic  plan- 
ning. 

Ala  carte  problem  solving  and  one 
shot  consulting  assignments  appear  to 
be  giving  way  to  a systemic,  pro- 
grammed approach  to  problem  solving. 
That  is,  there  are  no  separate  and  dis- 
tinct problems  in  a medical  practice. 
Rather,  one  problem  relates  to  another 
problem  and  so  on. 

Almost  every  practice  management 
problem  of  a significant  nature  is  highly 
correlated  to  other  problems.  And  they 
can’t  be  solved  by  “plugging  a hole  in 
the  dike.”  Underlying  all  this  surface 
festering  is  a critical  need  for  computer- 
ization and  information  management 
that  goes  beyond  mere  automated  bill- 
ing and  records  systems.  Solos  and 
small  group  practices  simply  cannot  af- 


ford this  sophisticated  computer  cost. 

Physicians  should  be  requesting  (or 
requiring)  their  suppliers  and  drug  com- 
panies to  obtain  some  of  this  computer- 
ized information  for  them  in  a form  that 
can  be  used  effectively.  This  may  be  de- 
mographic data  about  an  area,  statisti- 
cal information  on  representative  prac- 
tices, or  just  the  ability  to  help  with 
marketing  questions  generally. 

Some  drug  companies  contract  inde- 
pendently with  practice  management 
consultants,  accountants,  financial 
planners,  or  architects  so  that  their 
salespeople  have  direct  access  to  such 
independent  advisors  as  necessary. 
Push  for  this  service— a “value  added” 
idea.  If  your  company  is  not  providing 
this,  perhaps  you  can  find  someone  who 
is. 

Physicians  need  to  rely  more  on  their 
advisors  and  suppliers  for  expertise  in 
dealing  with  the  kinds  of  problems  that 
are  beyond  the  ability  of  any  one  physi- 
cian or  group  practice  to  resolve.  Advi- 
sors, suppliers,  medical  professional  as- 
sociations and  medical  societies,  and 
physicians  through  their  own  increas- 
ing network  of  relationships  must  look 
more  to  those  providers  of  services  and 
goods  that  focus  on  the  doctor’s  prob- 


lems and  therefore  can  produce  signifi- 
cant cost  savings  and  make  life  easier 
for  the  doctor.  A good  example  of  what 
a forward-looking  medical  society  can 
do  in  the  way  of  offering  benefits  and 
giving  added  value  to  its  members  is 
Pennsylvania  Medical  Society’s  Mar- 
ketplace Analysis  Service. 

The  notion  of  strategic  partnering  is 
essential.  We  are  presently  working 
with  a drug  company  that,  strategically, 
is  not  merely  in  the  business  of  selling 
drugs  to  doctors;  rather,  the  company’s 
literature,  seminars,  and  support  ser- 
vices have  a common  focus,  “strategic 
partnering,”  with  the  overriding  objec- 
tive being  to  solve  their  customers’ 
problems.  Advisors  and  suppliers  must 
assume  new,  almost  fiduciary,  responsi- 
bilities for  working  with  physicians  to 
help  them  grow  and  prosper. 

Drug  companies  and  other  suppliers 
should  have  as  their  basic  premises  the 
ideas  of  helping  doctors  operate  more 
efficiently  and  taking  as  many  of  the 
non-professional  tasks  and  burdens  off 
the  doctors’  shoulders  as  possible.  This 
will  benefit  the  practice,  and  by  wed- 
ding their  services  to  the  physician  or 
group,  the  company  will  give  an  impor- 
tant added  value.  □ 
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History  of  hazards  associated  with  asbestos 

William  Weiss,  MD 


A review  of  the  English  literature  on  asbestos-related  disease  shows 
a marked  increase  in  the  annual  number  of  published  papers 
approximately  20  years  after  the  great  increase  in  world  production 
of  asbestos  during  World  War  II.  This  was  reflected  by  a similar 
increase  in  the  number  of  papers  published  in  Chest  and  the 
American  Review  of  Respiratory  Disease.  Prior  to  1960  there  were  a 
few  brief  case  reports  indicating  there  was  a hazard  to  users  of 
asbestos  products.  Consistent  epidemiologic  evidence  of  an 
occupational  hazard  with  regard  to  asbestosis  began  to  appear  in 
the  middle  1960s.  The  same  may  be  said  for  lung  cancer  and 
mesothelioma,  regardless  of  occupation.  These  conclusions  depend 
upon  a strict  scientific  interpretation  of  the  literature  in  the  light  of 
accepted  criteria  for  the  judgment  of  casualty  in  humans. 


Since  World  War  II  the  use  of  asbes- 
tos products  has  increased  at  a re- 
markable rate.  In  due  time  there  has 
been  a similar  increased  recognition  of 
diseases  related  to  exposure  to  this  im- 
portant material  and  in  the  past  decade 
product  liability  litigation  concerning 
the  hazard  to  users  of  articles  contain- 
ing asbestos  has  grown  tremendously. 
Such  users  include  insulators  and  other 
workers  who  may  use  asbestos  prod- 
ucts only  occasionally  or  who  pursue  ac- 
tivities in  the  vicinity  of  insulators. 

From  the  medical  viewpoint,  certain 
critical  issues  arise  repeatedly  in  these 
suits  and  the  most  important  of  these  is 
the  so-called  state  of  the  art  question. 
Warning  labels  first  appeared  on  asbes- 
tos products  in  1964.  Therefore,  a criti- 
cal question  arises:  Was  there  sufficient 
information  in  the  literature  prior  to 
1964  to  justify  the  earlier  application  of 
warnings?  This  paper  will  deal  with  this 
question. 

Since  the  concept  of  causality  is  key  to 
this  issue,  the  criteria  by  which  an  asso- 
ciation is  judged  to  be  one  of  cause  and 
effect  will  be  considered  first.  Then  the 
history  of  our  knowledge  about  asbes- 


tos-related disease  will  be  briefly  sum- 
marized and  followed  by  a historical  re- 
view of  asbestosis,  lung  cancer,  and  me- 
sothelioma with  particular  attention  to 
the  development  of  information  on  as- 
bestos product  users.  This  review  will 
be  limited  to  papers  in  English  for  the 
sake  of  complete  evaluation. 

The  judgment  of  causality 

In  assessing  the  state  of  the  art  in 
medical  science,  one  must  keep  clearly 
in  mind  the  way  in  which  knowledge  on 
causation  develops.  It  usually  begins 
with  the  observation  of  a suspected  as- 
sociation between  a causative  agent 
and  disease  in  isolated  cases.  However, 
case  reports  are  not  evidence  of  cause 
and  effect  relationships  because,  given 
the  large  numbers  of  people  on  the 
earth’s  surface,  sooner  or  later  one  may 
find  any  disease  associated  with  any  ex- 
posure in  individuals. 

A search  of  the  Index  Medicus  for  the 
years  1935-39  revealed  three  times  as 
many  cases  of  silicosis  with  lung  cancer 


The  author  is  emeritus  professor  of  medicine, 
Hahnemann  University  School  of  Medicine. 


as  cases  of  asbestosis  with  lung  cancer. 
As  a result  of  later  studies  designed  to 
answer  the  question  as  to  whether  the 
frequency  of  lung  cancer  among  people 
with  silicosis  or  asbestosis  is  higher 
than  in  the  general  population,  it  has 
been  shown  that  there  is  no  association 
between  silicosis  and  lung  cancer  but 
there  is  an  association  between  asbesto- 
sis and  lung  cancer. 

As  the  number  of  reported  cases  in- 
creases in  the  medical  literature,  even- 
tually sufficient  interest  is  generated  to 
stimulate  the  organization  of  investiga- 
tions based  on  scientific  principles  de- 
signed to  produce  enough  information 
to  make  a judgment  as  to  whether  an 
association  is  valid  and  is  one  of  cause 
and  effect.  This  is  accomplished  in  hu- 
mans through  epidemiologic  studies  in 
which  the  disease  rate  in  exposed  peo- 
ple is  compared  with  the  disease  rate  in 
unexposed  people. 

The  judgment  as  to  whether  an  asso- 
ciation is  one  of  cause  and  effect  re- 
quires considerable  evidence  according 
to  a set  of  criteria  outlined  in  the  1964 
Surgeon  General’s  Report  on  Smoking 
and  Health1  and  further  amplified  by 
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Sir  Bradford  Hill  in  1965/  These  crite- 
ria are:  (1)  consistency  in  the  results  of 
repeated  studies,  (2)  the  strength  of  the 
association,  (3)  a dose-response  relation- 
ship between  agent  and  disease,  (4)  the 
specificity  of  the  association,  (5)  expo- 
sure to  the  agent  antedates  the  disease, 
(6)  coherence  between  the  hypothesis  of 
causality  and  what  we  already  know 
about  the  disease,  and  (7)  decrease  in 
risk  of  the  disease  after  decrease  in  ex- 
posure. The  degree  to  which  these  crite- 
ria are  satisfied  is  a measure  of  the  de- 
gree to  which  an  association  can  be 
judged  to  be  one  of  cause  and  effect, 
provided  one  first  rules  out  bias, 
chance,  and  confounding. 

To  evaluate  the  historical  develop- 
ment of  the  evidence  for  causality  be- 
tween asbestos  and  disease,  I will  re- 
view it  disease  by  disease  since  the 
knowledge  for  all  the  conditions  did  not 
develop  synchronously.  The  important 
asbestos-related  diseases  include  asbes- 
tosis,  lung  cancer,  and  mesothelioma. 
Bur  first  a few  general  remarks  are  war- 
ranted. 

General  history 

The  literature  prior  to  1960  was  spo- 
radic, and  averaged  between  5 and  10 
papers  per  year1  (see  Figure  1).  A review 
of  the  2 American  journals  devoted  to 
pulmonary  diseases  (those  journals 
which  should  have  been  most  concerned 
with  asbestos-related  diseases)  from 
1930  to  1979  (Table  1)  shows  the  follow- 
ing: (1)  in  the  American  Review  of  Tu- 


berculosis (later  the  American  Review 
of  Respiratory  Disease)  there  were  four 
case  reports  between  1930  and  1936, 4 7 a 
paper  on  clinical  studies  of  asbestosis  in 
1940/  and  an  animal  study  in  1942s  but 
no  reports  thereafter  until  1967;  (2)  in 
Diseases  of  the  Chest  (later  Chest ) there 
was  an  analysis  of  40  autopsied  cases  in 
1948, 10  a case  report  in  1956,"  and  fi- 
nally in  1964  the  first  case  of  asbestos- 
related  pleurisy  in  a user  of  asbestos 
products.12 

In  the  early  1960s  the  number  of  pa- 
pers published  per  year  rose  to  about  70 
and  continued  to  rise  thereafter  (Figure 
1).  This  increase  in  the  medical  litera- 
ture occurred  about  20  years  after  a 
marked  increase  in  the  world  produc- 
tion of  asbestos  during  World  War  II.13 
This  observation  is  consistent  with  the 
minimal  length  of  the  latent  period  be- 
tween first  exposure  to  asbestos  and 
the  appearance  of  disease  as  we  now 
know  it.  It  is  reflected  by  the  increase  in 
papers  published  by  the  American  jour- 
nals dealing  with  respiratory  diseases 
(Table  1). 

Asbestosis 

This  disease  of  the  lungs  has  been  rec- 
ognized since  early  in  this  century  but 
information  accumulated  slowly  at 
first.  The  Index  Medicus  initially  listed 
asbestosis  under  the  general  term  of 
pneumoconiosis  in  1936;  a separate 
heading  was  not  provided  until  1960.  In 
the  United  States,  the  importance  of  as- 
bestosis became  apparent  in  the  asbes- 
tos textile  manufacturing  industry  as  a 
result  of  a cross-sectional  survey  by 


Dreessen  et  al.  published  in  1938. 14  This 
document  appeared  in  a government 
publication  which  was  not  disseminated 
widely  to  the  medical  profession.  It 
showed  a dose-response  relationship  be- 
tween the  degree  and  duration  of  dust 
exposure  on  the  one  hand  and  the  dis- 
ease frequency  on  the  other  hand,  and 
the  authors  suggested  that  there  was  a 
threshold  at  5 million  particles  per  cu- 
bic foot.  In  conjunction  with  reports  in 
the  foreign  literature,  asbestosis  was 
recognized  as  an  entity  among  manu- 
facturing workers  with  continuous  ex- 
posure after  1938. 

The  occurrence  of  asbestosis  in  users 
of  asbestos  products,  such  as  insula- 
tors, is  another  matter.  In  the  literature 
in  English  there  were  14  cases  between 
1932  and  1959:  5 worked  in  asbestos 
factories  and  therefore  had  the  same 
full-time  exposure  as  factory  work- 
ers,15 IH  the  occupational  history  was  in- 
complete in  7,19  25  and  2 appeared  only 
in  a list  without  any  occupational  his- 
tory.2'’2 ‘ There  were  a few  additional 
cases  in  which  the  type  of  work  was  am- 
biguous. In  the  early  1960s  the  fre- 
quency of  cases  increased  and  in  1963 
Leathart  and  Sanderson2”  stated, 
“Nearly  half  the  certified  cases  (in  En- 
gland) in  the  last  2 years  occurred  in  in- 
sulators.” 

The  first  epidemiologic  study  of  as- 
bestosis in  U.S.  users  was  reported  in 
1946  by  Fleischer  et  al.2S  This  was  a 
cross-sectional  survey  by  chest  x-rays  of 
pipecoverers  in  shipyards.  The  authors 
concluded  this  work  was  not  dangerous 
since  only  3 cases  of  asbestosis  were 


Table  1 

Five-year  Frequency  of  Papers  on  Asbestos-related  Disease 
Published  by  Chest  and  American  Review  of 
Respiratory  Disease,  1930-1979 


American  Review  of 


Period 

Chest’ 

No. 

Respiratory  Disease ' ’ 
No. 

Total 

No. 

1930-34 

2 

2 

1935-39 

0 

2 

2 

1940-44 

0 

2 

2 

1945-49 

1 

0 

1 

1950-54 

0 

0 

0 

1955-59 

1 

0 

1 

1960-64 

2 

0 

2 

1965-69 

5 

2 

7 

1970-74 

6 

2 

8 

1975-79 

8 

11 

19 

Formerly  Diseases  of  the  Chest 
“Formerly  American  Review  of  Tuberculosis 


Figure  1 This  graph  shows  temporal  curves  for  the  world-wide 
production  of  asbestos  in  millions  of  tons  (adapted  from  Figure  2 
in  the  paper  by  Becklake13)  and  for  the  annual  number  of  scien- 
tific publications  on  the  biological  effects  of  asbestos  (adapted 
from  Figure  1 in  the  paper  by  McCullagh3  and  based  on  data  sup- 
plied by  P.V.  Pelnar,  MD,  Institute  of  Occupational  and  Environ- 
mental Health,  Montreal,  Canada). 
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found  among  1,074  workers.  Some  of 
the  men  at  risk  had  worked  with  asbes- 
tos prior  to  entering  shipyard  jobs.  One 
case  was  classified  as  advanced;  he  had 
worked  in  the  asbestos  industry  for  23 
years  before  his  shipyard  position.  Two 
cases  were  classified  as  moderate;  they 
had  worked  22  and  30  years  as  pipe- 
coverers  in  the  shipyards.  This  preva- 
lence is  suspicious  but  it  is  not  clear 
what  the  degree  of  disease  was,  the  di- 
agnosis was  not  substantiated  by  mi- 
croscopic examination  of  diseased  lung 
tissue,  there  were  no  data  on  smoking 
habits,  and  there  was  no  control  popula- 
tion of  unexposed  workers  examined 
concurrently  without  knowledge  of  ex- 
posure. Since  cigarette  smoking  is  re- 
lated to  findings  suggestive  of  pulmo- 
nary fibrosis  on  x-rays,30  31  and  other 
diseases  can  cause  pulmonary  fibrosis 
similar  to  that  of  asbestosis,  the  cause 
of  these  3 cases  is  open  to  question.  In 
retrospect,  the  latency  period  was  too 
short  to  reveal  the  true  risk  of  asbesto- 
sis. 

In  1956  Frost  et  al.32  published  a 
small  cross-sectional  survey  of  31  insu- 
lation workers  and  reported  that  9 men 
had  pulmonary  asbestosis.  However, 
since  the  workers  had  previous  expo- 
sure to  a number  of  other  substances, 
including  a silicate  called  kieselguhr 
which  was  thought  to  be  associated 
with  a pneumoconiosis  at  that  time, 
these  findings  were  of  uncertain  signifi- 
cance. 

The  first  convincing  paper  on  asbes- 
tosis in  users  was  a mortality  study  by 
Selikoff  et  al.33  in  1964,  although  the  fo- 
cus of  the  report  was  on  cancer.  In  1965 
Selikoff  et  al.34  reported  a cross-sec- 
tional survey  of  insulators  with  73-94 
percent  prevalence  of  chest  x-ray  abnor- 
malities among  workers  exposed  more 
than  20  years.  There  was  histologic  con- 
firmation in  45  cases.  There  has  been  in- 
creasing corroboration  of  these  findings 
by  other  investigators  in  subsequent 
years. 

Lung  cancer 

In  1954  Breslow  et  al.35  reported  a 
study  of  518  California  cases  of  lung 
cancer  and  518  controls  with  respect  to 
smoking  habits  and  occupation.  Ten 
cases  had  had  exposure  as  users  com- 
pared to  1 control— very  small  propor- 
tions. After  taking  smoking  habits  into 
account,  this  difference  was  of  border- 
line statistical  significance.  They  rec- 
ommended a cohort  study. 


The  first  such  cohort  study  was  re- 
ported by  Doll36  in  asbestos  textile  man- 
ufacturing workers  in  1955.  A group  of 
113  men  who  had  been  exposed  for  20 
years  or  more  had  14  times  more  lung 
cancer  than  was  expected  on  the  basis 
of  general  population  experience  in 
Great  Britain.  Unfortunately,  smoking 
habits  were  not  taken  into  account  but 
such  a high  excess  risk  could  not  be  ex- 
plained entirely  by  differences  in  smok- 
ing habits  between  the  workers  and  the 
general  population. 

A much  larger  study  of  almost  6,000 
Quebec  asbestos  miners  was  reported  3 
years  later  by  Braun  and  Truan37  and 
not  only  was  there  no  statistically  sig- 
nificant excess  risk  but  there  was  no 
discernible  dose-response  relationship. 
Instead  there  was  the  striking  observa- 
tion that  all  lung  cancers  occurred 
among  cigarette  smokers. 

The  California  cohort  study  recom- 
mended by  Breslow  et  al.35  in  1954  was 
begun  that  same  year  and  in  1960  Dunn 
et  al.38  reported  that  there  was  no  signif- 
icant excess  of  lung  cancer  among  as- 
bestos workers  so  the  previous  suspi- 
cion based  on  their  case-control  study 
was  negated. 

Thus,  by  1960  there  had  been  4 epide- 
miologic studies  of  lung  cancer  in  asbes- 
tos workers,  2 positive  reports  followed 
by  2 negative  ones,  casting  doubt  on 
the  association.  A sense  of  the  state  of 
the  art  may  be  obtained  from  publica- 
tions by  my  colleagues  and  me  in  the 
early  1960s.  In  1961  we  stated,  “Be- 
cause of  the  concepts  held  by  some  that 
asbestosis  and  scars  are  etiologic  fac- 
tors in  lung  cancer,  the  other  two  cases 
(one  of  asbestosis  and  one  of  minimal 
tuberculosis)  are  also  of  interest.”39  In 
April  1964  we  said,  “The  literature  has 
called  attention  to  an  association  be- 
tween asbestosis  and  carcinoma.”40 
And  on  December  28,  1964, 41  we  wrote, 
“The  association  between  asbestosis 
and  bronchogenic  carcinoma  has  been 
established.”  Even  at  that  time  we  did 
not  describe  the  association  as  one  of 
cause  and  effect. 

In  1963  Mancuso  and  Coulter42  re- 
ported an  elevated  frequency  of  respira- 
tory cancer  in  asbestos  manufacturing 
workers.  However,  in  January  1964  the 
Committee  on  Occupational  Diseases  of 
the  Chest  of  the  American  College  of 
Chest  Physicians  published  a report  of 
the  Section  on  Nature  and  Prevalence 
dealing  with  asbestosis.43  It  stated, 
“While  it  has  been  reported  that  there 
may  be  an  enhanced  prevalence  of  pul- 
monary neoplasia  in  some  asbestos  in- 


dustries (e.g.  crocidolite  or  amosite),  or 
in  some  locations  (e.g.  South  Africa,  En- 
gland), this  does  not  appear  to  apply  for 
the  chrysotile  industry  in  North  Amer- 
ica. This  comment  applies  both  with  re- 
spect to  intrapulmonary  new  growths 
and  to  pleural  mesothelioma.” 

The  consistency  and  the  strength  of 
the  association  between  asbestosis  and 
lung  cancer  was  established  by  reports 
presented  at  the  first  international  con- 
ference on  asbestos-related  disease  and 
published  at  the  end  of  1965. 44  Also,  in 
1965,  a second  report  of  the  California 
cohort45  revealed  a threefold  excess  of 
lung  cancer  in  members  of  an  asbestos 
workers  union.  Dose-response  relation- 
ships have  appeared  since  then. 

In  an  extensive  review  of  the  litera- 
ture Enterline40  felt  there  were  five  dis- 
tinct periods  in  the  accumulating  data 
and  in  American  attitudes  about  asbes- 
tos and  lung  cancer:  (1)  the  period  prior 
to  World  War  II:  rejection  of  an  associa- 
tion; (2)  1939-45:  sharply  divided  opin- 
ion between  German  investigators  and 
the  rest  of  the  world;  (3)  1946-55:  grad- 
ual acceptance  of  the  association,  first 
in  England  and  then  in  the  United 
States;  (4)  1955-63:  epidemiologists  and 
biostatisticians  demanded  positive  epi- 
demiologic evidence  and  no  progress  to- 
ward a consensus;  and  (5)  1963-64:  posi- 
tive epidemiologic  studies  and  animal 
studies  ended  the  debate. 


Mesothelioma 

The  first  report  in  English  claiming 
an  association  between  asbestos  expo- 
sure and  this  rare  cancer  was  made  by 
Wagner  et  al.47  in  1960.  They  collected 
33  cases  of  which  32  were  said  to  have 
had  an  exposure  in  the  asbestos  mining 
area  of  the  African  Northwest  Cape. 
While  this  report  was  suggestive,  it  pro- 
vided no  basis  for  the  estimation  of  risk 
of  the  disease  and  no  cases  of  mesothe- 
lioma were  found  in  another  asbestos 
mining  area  of  Africa,  the  Transvaal. 

Epidemiologic  studies  began  to  ap- 
pear in  1963,  including  those  of  Man- 
cuso and  Coulter,42  Selikoff  et  al.,33  El- 
wood  and  Cochrane,48  and  Elmes  and 
Wade.49  Two  of  these  studies  dealt  with 
insulators.33'49  It  should  be  noted  that  as 
late  as  1976  Becklake13  in  a state  of  the 
art  review  did  not  consider  the  associa- 
tion between  asbestos  and  mesothe- 
lioma to  be  one  of  cause  and  effect. 

Discussion 

Most  of  the  epidemiologic  criteria  for 
judging  causality  described  at  the  be- 
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ginning  of  this  paper  were  met  for  as- 
bestosis  in  the  1930s  for  textile  factory 
workers.  The  studies  in  England  and 
the  U.S.  were  consistent,  the  associa- 
tion was  strong,  and  the  report  by 
Dreessen  et  al.14  showed  a quantitative 
dose-response  relationship.  In  addition, 
asbestosis  is  a response  made  specific 
to  asbestos  by  finding  asbestos  bodies 
in  the  abnormal  tissue  of  the  lung  along 
with  peribronchiolar  fibrosis,  and  the 
exposure  preceded  the  disease.  Was  it 
justifiable  to  assume  that  users  of  as- 
bestos products  were  at  risk  before  ap- 
propriate studies  demonstrated  that 
they  were? 

It  is  a well  established  scientific  prin- 
ciple that  extrapolation  is  dangerous 
because  it  often  proves  to  be  invalid. 
Thus,  in  1965  Selikoff  et  al.'!4  introduced 
their  paper  on  asbestosis  among  insula- 
tors with  a paragraph  indicating  that 
different  occupations  involving  asbes- 
tos exposure  “vary  widely  in  important 
respects;  in  intimacy,  intensity,  and  du- 
ration of  exposure,  in  variety  and  grade 
of  asbestos  used,  in  working  conditions, 
in  concomitant  exposure  to  other  dusts 
or  inhalants.  The  importance  of  this  dis- 
tinction and  the  parallel  obligation  to 
evaluate  and  study  the  experience  of  as- 
bestos exposure  in  other  trades,  is  em- 
phasized by  the  fact  that  asbestos  tex- 
tile workers  are  now  a minority  of  those 
exposed  during  the  industrial  use  of  as- 
bestos.” 

For  lung  cancer  and  mesothelioma  in 
any  trade,  the  epidemiologic  criteria  for 
judging  causality  were  not  generally 
satisfied  to  a reasonable  degree  until 
1965  or  later.  Thus,  consistency  was  not 
achieved  until  the  first  international 
conference  on  the  biologic  effects  of  as- 
bestos." The  positive  reports  showed  a 
strong  association.  A quantitative  dose- 
response  relationship  was  not  demon- 
strated until  the  1970s  for  lung  cancer 
and  mesothelioma.50  Specificity  of  the 
association  with  lung  cancer  is  poor;  it 
is  better  for  mesothelioma  but  the  de- 
gree of  specificity  was  not  estimated  ad- 
equately until  1980. 51  Temporality  has 
been  established  in  the  positive  epide- 
miologic studies  since  1955  for  lung 
cancer11  and  1965  for  mesothelioma.44 

Conclusions 

This  historical  review  leads  to  the  fol- 
lowing conclusions.  While  causality  was 
established  between  asbestos  exposure 
and  asbestosis  in  factory  workers  in  the 
1930s,  asbestosis  as  a significant  haz- 


ard for  users  of  asbestos  products  was 
not  recognized  until  1965.  Causality  in 
any  trade  for  lung  cancer  and  mesothe- 
lioma was  not  established  until  1965. 
From  the  vantage  point  of  the  1980s, 
hindsight  illuminates  a few  clues  that 
asbestos  products  were  a hazard  to  us- 
ers before  1964  but  foresight  cannot  be 
endowed  with  the  vision  of  retrospec- 
tion. 

These  conclusions  emanate  from  a 
strict  scientific  interpretation  of  the 
medical  literature.  Some  physicians  are 
willing  to  evaluate  the  history  of  the 
subject  more  leniently  and  accept  cau- 
sality with  less  stringent  evidence  at 
some  time  prior  to  the  placement  of 
warnings  on  asbestos  products,  hence 
the  debate.  □ 
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To 

dull  the 

point 

of 

moderate 

to 

noderately 

severe 

pain... 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS 

Drug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III). 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ol  narcot- 
ics; therefore,  VICODIN  should  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  of 
other  oral-narcotic-containing  medications 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control 
respiratory  rhythm,  and  may  produce  irregular  and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  ot  head  injury,  other 
intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  of 
patients  with  acute  abdominal  conditions. 

PRECAUTIONS 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated  patients  and  those  with 
severe  impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatic  hypertrophy  or 
urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such  as  driving  a cor  or  operating  machinery;  patients  should  be 
cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised  when  VICODIN  is  used 
postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  ot  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  ot  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations  may  increase  the  effect  of  either  the  antide- 
pressant or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus 
Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  hos  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonterotogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  maternal 
opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  ot 
respiratory  depression  in  the  newborn,  especially  if  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  ot  the  drug  to 
the  mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of  mental  and  physical 
performance,  anxiety  fear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  trequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been  reported 
Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  of  the  pain  and  the 
response  of  the  patient.  However,  tolerance  to  hydrocodone  con  develop  with  continued  use,  and  the  incidence  ot  - 
untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may  be  repeated  at  four- 
hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  moy  be 
required.  Revised,  April  1982 


KNOLL  PHARMACEUTICAL  COMPANY 


knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 


February,  1985 


classified  advertising 


Pennsylvania  — Emergency  physician  sys- 
tem. Needs  several  fulltime  emergency  physi- 
cians for  Western  Pennsylvania  area  emer- 
gency departments.  Independent  contractor 
arrangements.  The  system  is  on  a “fee-for- 
service”  basis.  Contact:  (412)  228-3400  for 
interview  appointment. 

Psychiatrist  — Board  certified  or  Board  eligi- 
ble. Mental  hospital  in  metropolitan  area. 
Easy  access  to  New  York,  Philadelphia,  and 
close  to  Pocono  resort  area.  Good  salary  with 
excellent  fringe  and  retirement  benefits. 
Pennsylvania  license  required.  Contact  Mrs. 
Kathleen  D.  Reese,  ACSW,  Superintendent, 
Clarks  Summit  State  Hospital,  Clarks  Sum- 
mit, Pennsylvania  18411;  (717)  586-2011 

Emergency  physicians  — Emergency  medi- 
cine opportunities  available  for  career  ori- 
ented medical  directors  and  staff  physicians 
licensed  in  Maryland  and/or  Pennsylvania. 
Full  and  part-time  positions  available.  Appli- 
cants must  have  a minimum  of  2 years  recent 
experience.  Competitive  income  and  mal- 
practice insurance  provided.  Please  send  CV 
to  Debbie  Hibberts,  EMSA,  8200  W.  Sunrise 


PHYSICIANS  WANTED 

Boulevard,  Building  C,  Plantation,  FL  33322, 
or  call  (305)  472-6922. 

Neurosurgeon  — Excellent  opportunity  for 
Board  certified  or  Board  eligible  neurosur- 
geon to  establish  a private  practice  affiliated 
with  a medium-sized,  progressive,  acute-care 
hospital  located  in  northeastern  Pennsylva- 
nia. Significant  growth  opportunities  avail- 
able. Generally  located  between  two  major 
cities  and  in  close  proximity  to  a variety  of  ski 
resorts.  Send  curriculum  vitae  and  references 
to  Box  138,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Camp  physicians  — Camp  Chen-A-Wanda, 
fine  northeast  Pennsylvania  co-ed  sleepaway 
camp.  One  or  two  weeks  available  in  July  or 
August.  Excellent  living  accomodations  for 
physician  and  family.  Combine  vacation  with 
little  work.  Three  RNs  on  duty.  Call  516-643- 
5878  collect  (evenings). 

Physician  surgical  assistant/family 

practitioner/internist — Flexible  position  pro- 
vides excellent  opportunity  to  tailor  job  speci- 
fications to  meet  career  goals.  Assist  in  sur- 


gery, preoperative  and  postoperative  care  of 
patients  for  group  of  five  surgical  specialists. 
Physician  to  practice  in  new  affiliated  facility 
containing  six  exam  rooms,  laboratory,  x-ray 
unit  and  modern  business  office  located  in 
Bradford  County.  Phone  717-265-7288. 

Southwest  Pennsylvania — General  or  fam- 
ily practitioner  needed  for  busy  new  urgent 
care  center  in  growing  community  east  of 
Pittsburgh,  PA.  Guaranteed  income,  eventual 
partnership.  Position  available  immediately 
Respond  to  Box  162,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Immediate  full-time  position  available  in 
central  Pennsylvania  for  personable, 
American-trained  physician.  Background  in 
family  practice,  internal  medicine,  or  experi- 
ence in  emergency  room  preferred.  Rural 
hospital  located  20  miles  from  State  College. 
15,000  yearly  census.  Excellent  benefit  pack- 
age and  competitive  salary.  Physicians  asso- 
ciated with  large  teaching  hospital.  Submit 
CV  to  Administrator,  M V M G,  Three  Medical 
Center  Drive,  Philipsburg,  PA  16866,  or  call 
(814)  342-5402. 


Medical  Practices  Available 


Listed  below  are  a few  available  practices: 

• Allergy— Large  Philadelphia  practice 

• FP  + Int  Med.— Two  Philadelphia  practices 

• Internal  Medicine— Arizona;  Bethesda,  Maryland; 
large  practice  in  Western  Pennsylvania 

• Orthopedic  Surgery— Western  Pennsylvania 

• Pediatrics— Colorado;  Eastern  Pennsylvania  and 
Southern  New  Jersey 

• Surgery— New  Jersey 

We  specialize  in  the  valuation  and  selling  of  medical 
practices.  If  interested  in  buying  or  selling  a medical 
practice,  contact  our  brokerage  division  at: 

Health  Care  Personnel  Consulting 
403  GSB  Building 
Bala  Cynwyd,  Pa.  19004 
215-667-8630 


Practice  in  the 

SUNBELT 

• Emergency  medicine  positions  in 
beautiful  North  Carolina,  variety  of 
quality  of  life  opportunities. 

• Locations  range  from  beachfront  to 
mountains  with  practice  in  hospitals 
from  60  to  4,500  beds. 

• Enjoy  a smooth  transition  with: 

No  Malpractice  Expense 
No  Investment 
No  On-Call  Time 
No  Office  Overhead 

Contact:  Sandra  Stuart 
1-800-334-3306 
PO.  Box  2508 
Durham,  NC  27705 


COASTAL  EMERGENCY  SERVICES,  INC. 
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Family  practice  physician  or  internist  with 
primary  care  orientation  to  establish  private 
practice  in  western  Pennsylvania.  Affiliated 
with  medium-sized,  progressive,  acute  care 
hospital.  Excellent  financial  and  relocation 
package.  Available  July  1986  or  before. 
Board  certified  or  eligible  and  licensed  in 
Pennsylvania.  Respond  to  PMS  Physician 
Placement  Service,  Department  CON-0686- 
IM29,  20  Erford  Road,  Lemoyne,  PA  17043. 

Pediatrician  BE/BC  to  replace  retiring  third 
member  of  corporation  of  pediatricians  in 
Spring  1986.  An  interest  in  male  adolescent 
medicine  desirable.  Salary  first  year.  Bucks 
County,  Pennsylvania.  Reply  to  Box  158, 
Pennsylvania  Medicine,  20  Erford  Road,  Le- 
moyne, PA  17043. 


Medical  directors— NEEMA  Medical  Ser- 
vices has  unique  opportunities  for  physicians 
Board  eligible  or  certified  in  primary  care  spe- 
cialty. Clinical  or  developmental  disabilities/ 
chronic  care  background,  with  administrative 
experience.  NEEMA  offers  competitive  com- 
pensation, regular  weekday  hours  with 
largely  optional  call/coverage,  paid  malprac- 
tice, vacation,  holidays,  continuing  medical 
education  leave.  Opportunities  also  to 
initiate/direct  comprehensive  health  care  pro- 
gram. Positions  in  PA  and  elsewhere,  includ- 
ing staff.  Further  information:  NEEMA  Medi- 
cal Services,  Suite  400,  399  Market  Street, 
Philadelphia,  PA  19106,  or  call  Mr.  Robinson 
at  1-800-523-0776,  in  PA/outside  U.S.,  (215) 
925-3511. 

Family  physician— part  time,  to  relieve  busy 
practitioner  on  weekends  and  for  vacations. 
Southwestern  Pennsylvania.  Send  curricu- 
lum vitae  to  Box  166,  Pennsylvania  Medicine, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Locum  tenens  anesthesiologist  needed. 

Board  eligibility,  two  years  minimum  experi- 
ence required.  Call  collect  (814)  371-2294. 

Emergency  physician— eastern  Ohio  com- 
munity hospital  with  10,000  annual  ER  visits 
has  full  and  part  time  staff  position  vacancies. 
One  hour  from  Pittsburgh.  Independent  con- 
tractor status  with  paid  malpractice.  Low  vol- 
ume permits  24-hour  shifts,  120  hours/two 
weeks.  Annual  full  time  income  of  $140K  pos- 
sible. Positions  available  July  1.  Send  CV  to 
Lawrence  England,  City  Hospital,  Bellaire, 
Ohio  43906  (614)  671-1200. 

Family  physician  wanted — BC/BE  family 
practitioner  to  join  established  IV2  physician 
group  in  Lancaster  County.  Enjoy  the  chal- 
lenges of  a rural  practice  yet  access  to  2 ma- 
jor hospitals  in  Lancaster  city  within  20  min- 
utes. Salary  negotiable.  Please  send 
curriculum  vitae  and  letters  of  recommenda- 


tion to  William  D.L.  Hunt,  MD,  PO.  Box  73, 
Quarryville,  PA  17566. 

Family  practitioners — join  the  lead  hospital 


in  a 255,000  population  county  on  the  shores 
of  Lake  Erie.  Thirty  minutes  to  internationally 
recognized  medical  centers.  Modern  360  bed 
hospital  located  in  county  seat  city  close  to  all 
cultural  activities  with  the  finest  public,  pri- 


Family  Medicine 


Expanding  18-member  multi-specialty  group  seeks  additional 
family  physicians  now.  The  group  has  six  established  offices 
providing  family  care,  two  of  which  provide  subspecialty  care  and 
extensive  diagnostic  capabilities.  Excellent  salary  and  benefits 
including  malpractice  coverage,  paid  professional  dues  and  CME, 
and  strong  collegial  support. 

The  community  of  90,000  combines  the  recreational  options 
of  the  Pocono  Mountains  with  proximity  to  New  York  and 
Philadelphia. 


Carole  Davis,  Associate  0^v,s0, 

John  Downing  Associates,  Snc.  J ~ 1 
Physician  Search  Consultants  * NAPR  * 
Stonebank  Executive  Center,  #101 
Exton,  PA  19341 

(215)  296-7080 


AC  id  A 


CENTRAL  PENNSYLVANIA 

Physician  owned  group  staffing  emergency 
department  seeks  physicians  experienced  in 


FAMILY  PRACTICE 
EMERGENCY  MEDICINE 

Salary  and  benefits  package  approximates 
$90,000  first  year  with  progressive  increases  to 
full  partnership. 

Contact: 

ACMA 

8101  Hinson  Farm  Road 
Suite  209,  Box  P 
Alexandria,  VA  22306 
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vate,  or  parochial  schools  and  colleges.  Ideal 
recreation  areas  summer  or  winter.  Reward- 
ing opportunity  for  talented  family  practition- 
ers. Manageable  malpractice  rates.  Send  cur- 
riculum vitae  to  Administrator,  Elyria 
Memorial  Hospital,  630  East  River  Street,  Ely- 
ria, Ohio  44035. 


Ob-gyn  needed— productive  and  rewarding 
practice  located  in  beautiful  lake/river  area  of 
Florida  needs  third  ob-gyn  for  potential  part- 
nership. Please  respond  to  Box  168,  Pennsyl- 
vania Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Northwest  Pennsylvania — immediate  direc- 
torship available  at  moderate  volume  hospital 
in  summer  and  winter  resort  area.  Attractive 
compensation  with  malpractice  insurance 
provided.  Please  submit  resume  to  Emer- 
gency Consultants,  Inc.,  2240  South  Airport 
Road,  Room  27,  Traverse  City,  Ml  49684;  or 
call  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

Part-time  and  temporary  positions— 

Choose  from  part-time  and  temporary  prac- 
tice opportunities  located  throughout  Penn- 
sylvania in  the  new  Locum  Tenens  Section  of 
the  Pennsylvania  Medical  Society’s  Physi- 
cian Placement  Service.  For  more  informa- 
tion, contact  Tim  Smith,  PMS  Physician 
Placement  Service,  20  Erford  Road,  Le- 
moyne, PA  17043;  (717)  763-7151. 

Opportunity  for  family  practitioner  in  a 

single  specialty  group.  Size  of  commu- 


nity; 1,000-5,000.  Size  of  trade  area: 
10,000-30,000.  Salary,  first  year  net  income 
$50,000-$75,000.  Respond  to  PMS  Physician 
Placement  Service,  Department  NOM-1 086- 
FP109,  20  Erford  Road,  Lemoyne,  PA  17043. 

Opportunity  for  pediatrician  or  family  physi- 
cian with  a strong  interest  in  pediatrics.  Board 
certification  or  eligibility  preferred  but  not  re- 
quired. Preference  for  someone  who  would 
like  to  work  part-time;  however,  others  are  in- 
vited to  inquire.  Partnership.  Size  of  commu- 
nity: 30,000-100,000.  Size  of  trade  area: 
100,000  and  greater.  Salary  less  than 
$50,000  first  year,  percentage  basis.  Re- 
spond to  PMS  Physician  Placement  Service, 
Department  NOM-1086-PD1 1 , 20  Erford 
Road,  Lemoyne,  PA  17043. 

Opportunity  for  Board  certified  or  eligible 
emergency  medicine  physician.  Institutional 
based.  Size  of  community:  5,000-10,000. 
Size  of  trade  area:  10,000-30,000.  Salary  ne- 
gotiable. Respond  to  PMS  Physician  Place- 
ment Service,  Department  CON-1 086-EM20, 
20  Erford  Road,  Lemoyne,  PA  17043. 

Internist  Board  certified  or  eligible  in  internal 
medicine  needed  for  solo  practice.  Size  of 
community:  5,000-10,000.  Size  of  trade  area: 
10,000-30,000.  Fee  for  service,  minimum 
guarantee.  Salary  negotiable.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment CON-1 086-IM32,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Opportunity  for  obstetrician/gynecologist 

Board  certified  or  eligible  in  obstetrics/ 


gynecology.  Solo  practice.  Size  of  commu- 
nity: 5,000-10,000.  Size  of  trade  area:  10,000- 

30.000.  Fee  for  service — minimum 
guarantee.  Salary  negotiable.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment CON-1 086-OB31 , 20  Erford  Road,  Le- 
moyne, PA  17043. 

Opportunity  for  family  practitioner  Board 
certified  in  family  practice  with  interests  in  pe- 
diatrics, obstetrics,  and  geriatrics.  Single  spe- 
cialty group.  Size  of  community:  30,000- 

100.000.  Size  of  trade  area:  100,000  and 
greater.  Salary  negotiable.  Respond  to  PMS 
Physician  Placement  Service,  Department 
NON-1086-FP1 16,  20  Erford  Road,  Lemoyne, 
PA  1 7043. 

Opportunity  for  a family  practitioner  in  a ru- 
ral setting.  Must  be  Board  certified  or  eligible 
in  family  practice,  great  interest  in  patients, 
and  have  skills  in  both  hospital  and  office 
management  of  patients  of  a wide  variety. 
Partnership  (3-4  person).  Size  of  community: 
less  than  1,000.  Size  of  trade  area:  10,000- 

30.000.  Salary  plus  percentage.  First  year  net 
income  less  than  $50,000.  Respond  to  PMS 
Physician  Placement  Service,  Department 
NOM-1 086-FP003,  20  Erford  Road,  Le- 
moyne, PA  17043. 

Opportunity  for  family  practitioner/internist 

in  a solo  practice.  Size  of  community:  5,000- 

10.000.  Size  of  trade  area:  10,000-30,000. 
Fee  for  service— minimum  guarantee.  Salary 
first  year  $50,000-$75,000.  Respond  to  PMS 
Physician  Placement  Service,  Department 
CON-1 086-FP77,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Opportunity  for  family  practitioner  Board 
certified  in  family  practice.  Partnership.  Size 
of  community:  10,000-30,000.  Size  of  trade 
area:  30,000-100,000.  Salary  negotiable.  Re- 
spond to  PMS  Physician  Placement  Service, 
Department  NOM-1 086-FP1 15,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Opportunity  for  general  surgeon  Board  cer- 
tified or  eligible  in  general  surgery  with  basic 
orthopedic  and  gynecological  surgery  skills. 
Multi-specialty  group.  Size  of  community  and 
trade  area:  10,000-30,000.  Salary  negotiable. 
Respond  to  PMS  Physician  Placement  Ser- 
vice, Department  NOM-1086-SG17,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Out-of-state  opportunity  available  for 
obstetrician/gynecologist  Board  certified  or 
eligible.  Multi-specialty  group  situation.  Size 
of  community  and  trade  area:  30,000- 

100.000.  Salary  negotiable.  Respond  to  PMS 
Physician  Placement  Service,  Department 
NOM-1 086-OB33,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Opportunity  for  family  practitioner/internist 

in  a partnership.  Size  of  community:  5,000- 

10.000.  Size  of  trade  area:  30,000-100,000. 
Financial  arrangements  on  a percentage  ba- 
sis. First  year  net  income  $50,000-$75,000. 
Respond  to  PMS  Physician  Placement  Ser- 
vice, Department  NPM-1086-FP121 , 20  Er- 
ford Road,  Lemoyne,  PA  17043. 

Opportunity  for  Board  certified  or  eligible 
physician  to  practice  adult  allergy.  Multi- 
specialty group  situation.  Size  of  community: 


To  get  the 
career  you 
want. 


Send  curriculum  vitae  or  call  toll-free: 

NEEMA  • Suite  400  • 399  Market  Street  • Philadelphia,  PA  19106 
1-800-523-0776  (In  Pennsylvania  215-925-3511) 

HAME 


CITY,  STATE,  ZIP, 


NEEMA  provides  the 
right  opportunities  for 
physicians  looking  toward 
growth  within  a group  practice. 
We  can  find  the  position  fitting 
your  needs,  and  provide  com- 
petitive compensation  and 
other  advantages. 


NEEMA  offers  a choice: 

Emergency  Medicine  or 
Primary  Care 

-Positions  nationwide 
-Graduated  income  and  incentives 
—Malpractice  insurance 
-Pre-scheduled  time  off 
-Group-sponsored  continuing  education 
often  available 


' I 


PHONE  ( ) 

CURRENT  SPECIALTY 

GEOGRAPHICAL  PREFERENCE, 


-H- 


Please  check  area(s)  of  interest  □ Emerg.  Med.  □ Primary  Care 


you  need 
I^IEEK/lA 


ttft 
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General /Peripheral  Vascular 
Surgeon 

The  Position  . . . General/Vascular  Surgeon 
seeks  associate  with  PV  training  and  experience 

The  Practice  . . . Well  established,  high 
volume  surgical  caseload  with  solid  professional 
and  financial  support  leading  to  partnership 

The  Facilities  . . . Modem  office  and  hospital 
center  includes  new  surgical  suites,  new 
ICU/CCU,  new  out-patient  and  ancillary 
facilities,  and  vascular  lab  potential 

The  Community  . . . University  community 
with  catchment  area  of  125,000  plus  combines 
many  arts,  educational,  and  leisure  amenities 
with  easy  access  to  Philadelphia,  Baltimore  and 
New  York  City 

Interested?  Call  and  remit  credentials  in 
confidence  . . , 


John  Downing  Associates,  Inc. 
Physician  Search  Consultants 

Stonebank  Executive  Center,  #101 
967  E.  Swedesford  Road  ,0^ 
Exton,  PA  19341  TfTTjt 


(215)  296-7080 


The  Section  of  Geriatrics,  the  Department  of 
Mental  Health  Sciences,  Hahnemann  University, 
Philadelphia,  PA,  announces  a 

One-Year  Fellowship 
GERIATRIC  PSYCHIATRY 

Focus  will  be  in: 

1.  geriatric  liaison  consultation; 

2.  the  geriatric  patient  on  a psychiatric  medical  care  unit; 

3.  the  geriatric  patient  in  an  Alzheimer’s  evaluation  center; 

4.  the  approach  to  the  geriatric  patient  from  a dynamic 
and  family  orientation. 

This  program  will  be  under  the  direction  of  Robert  J.  Nathan,  MD; 
its  principal  location  will  be  at  Hahnemann  University  Hospital, 
a major  health  care  facility  in  center  Philadelphia.  All  aspects  of 
clinical  care  of  the  elderly  will  be  addressed,  and  didactic  instruc- 
tions will  be  by  tutorial.  Supervision  will  be  provided  in  dynamic 
psychotherapy,  family  therapy,  and  pharmacotherapy. 

Minimal  training  requirement  includes  completion  of  the  PGY-III 
year  in  psychiatry.  Salary  will  be  commensurate  with  education 
and  experience.  To  apply,  please  address  your  curriculum  vitae  to: 

Robert  J.  Nathan,  MD,  Department  of  Mental  Health  Sciences 

HAHNEMANN 
UNIVERSITY 
Mail  Stop  403 
Broad  and  Vine 
Phila.,  PA  19102-1192 

We’re  an  Affirmative  Action  Employer 


PENNSYLVANIA  SPERM  BANK 

A cryogenic  semen  storage  facility  for  your 
patients: 

(1)  pre-vasectomy;  (2)  pre-chemotherapy; 

(3)  pre-radiation  therapy;  (4)  prior  to  surgery 
which  may  affect  fertility;  (5)  Hazardous 
occupational  exposures. 


' We  re  thinking  about  tomorrow. . . today. 


Inquiries;  (215)  886-7706,  or  write  PSB,  Benson  East, 
Suite  415,  Jenkintown,  PA  19046 


Health  Care 
Personnel  Consulting... 

Recruitment  for  the  Private  Medical 
Practice 

• Over  15  years  of  experience  dealing  with  private 
medical  practices — we  can  find  the  right  doctor 
for  you! 

• HCPC  focuses  on  a combination  of  the 
right  skills  and  training,  plus  the  intangibles 
needed  to  work  closely  in  the  private  practice 
environment. 

• We  suggest  first  year  salary  and  benefit 
arrangements — call  for  our  free  pamphlet, 

“Dr.  New  & You.” 

• Various  private  practice  opportunities  available 
nationwide  in  all  specialties — call  or  write  for 
our  current  listing  of  positions. 

Health  Care 

Personnel  Consulting,  Inc. 

403  GSB  Building 

One  Belmont  Avenue  ==  ___  

Bala  Cynwyd,  PA  19004  M Bl---  — 

(2 1 5)  667-8630  . — ■ 

A Division  of  E3  M [ 

Health  Care  Group 
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10,000-30,000.  Size  of  trade  area:  100,000 
and  greater.  Salary  negotiable.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment NOM-1086-AI04,  20  Erford  Road,  Le- 
moyne,  PA  17043. 

Occupational/industrial  physician,  family 
practitioner  or  internist  needed  in  an  indus- 
trial setting.  Requires  administrative  abilities. 
Prefer  full-time;  part-time  or  consultant  will  be 
considered.  Size  of  community:  100,000  and 
greater.  Serves  up  to  5,000  employees.  Sal- 
ary first  year  $50,000-$75,000.  Respond  to 
PMS  Physician  Placement  Service,  Depart- 
ment NON-1086-OM03,  20  Erford  Road,  Le- 
moyne,  PA  17043. 

Opportunity  for  family  practitioner  inter- 
ested in  extremely  rural  primary  health  care 
delivery.  Position  requires  some  general 
practice,  internal  medicine,  pediatrics,  and 
obstetrics/gynecology.  Solo  or  partnership. 
Size  of  community  and  trade  area:  5,000- 
10,000.  Salary  plus  percentage.  First  year  net 
income  negotiable.  Respond  to  PMS  Physi- 
cian Placement  Service,  Department  NOM- 
1086-FP117,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Opportunity  for  an  orthopedic  surgeon  in  a 
solo  or  partnership  situation.  Size  of  commu- 
nity and  trade  area:  100,000  and  greater.  Fee 
for  service — minimum  guarantee.  First  year 
net  income  negotiable.  Respond  to  PMS  Phy- 
sician Placement  Service,  Department  NOM- 
1086-S009,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Senior  Medical  Services  Manager  wanted 
for  a primary  care  network  serving  100,000 
Medicaid  enrolees.  Major  responsibilities  in- 
clude monitoring  medical  services  delivery 
system,  physician  recruiting  and  education, 
quality  assurance  and  utilization  review,  inter- 
action with  providers  regarding  practice  pat- 
terns and  service  delivery,  relating  to  Medical 
Advisory  groups,  and  communication  with 
general  medical  community.  Must  be  Board 
certified  primary  care  physician  with  at  least 
five  years  administrative  experience.  First 
year  net  income  $75, 000-$1 00,000.  Respond 
to  PMS  Physician  Placement  Service,  De- 
partment CON-0886-AM001 , 20  Erford  Road, 
Lemoyne,  PA  17043. 

POSITIONS  WANTED 

Part-time  and  temporary  practice 

opportunities — list  your  part-time  or  tempo- 
rary practice  opportunity  in  the  new  Locum 
Tenens  Section  of  the  Pennsylvania  Medical 
Society’s  Physician  Placement  Service.  For 
more  information,  contact  Tim  Smith,  PMS 
Physician  Placement  Service,  20  Erford 
Road,  Lemoyne,  PA  17043;  (717)  763-7151. 

Anesthesiologist,  B.C.,  practicing  in  Saudi 
Arabia,  seeking  relocation.  No  O H.  Reply  to 
Box  169,  Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  PA  17043. 

Osteopathic  physician,  40,  wishes  to  relo- 
cate. Will  consider  all  areas.  Strong  back- 
ground in  primary  care  and  emergency  medi- 
cine. Extensive  experience  in  administrative 
medicine  as  well  as  clinical  instruction  of 
medical  students.  Currently  director  of  ambu- 
latory care  center,  but  will  be  interested  in 
other  settings  as  well.  Reply  Box  170,  Penn- 


sylvania Medicine,  20  Erford  Road,  Lemoyne, 
Pennsylvania  17043. 

Physician  seeking  position  in  internal 
medicine/emergency  medicine.  Board  certi- 
fied in  internal  medicine.  Type  of  practice  pre- 
ferred: solo,  partnership,  institutional.  Size  of 
community  preferred:  1,000-30,000.  Respond 
to  PMS  Physician  Placement  Service,  De- 
partment NPN-1086-IM82,  20  Erford  Road, 
Lemoyne,  PA  17043. 


FOR  SALE 

50°/o  off  previously  owned  medical,  labora- 
tory, office,  x-ray,  ultra-sound  equipment  in 
excellent  condition.  We  buy,  sell,  broker,  and 
repair.  Appraisals  by  Certified  Surgical  Con- 
sultants. Medical  Equipment  Resale,  Inc., 
24026  Haggerty  Road,  Farmington,  Ml 
48018.  (313)  477-6880  anytime. 

Active  Philadelphia  general  practice  and 

building  for  sale.  Physician  retiring  no  later 
than  January  1987.  41  years  in  practice;  6 fig- 
ure gross.  Good  Kensington  area  — East  Al- 
legheny. Corner  property  in  A-1  condition. 
Rentals  from  home  and  apartment  above  of- 
fice more  than  maintain  building.  Doctor’s 
corner  for  75  years.  Reply  to  Box  155,  Penn- 
sylvania Medicine,  20  Erford  Road,  Lemoyne, 
PA  17043. 

Family  practice  for  sale.  Fully  equipped  of- 
fices for  rent  or  lease.  Scranton,  Pa.  Patient 
records  available.  Write:  P.O.  Box  401 , Scran- 
ton, PA  18501. 

Established,  lucrative,  general  practice 

and  office  for  sale  due  to  retirement.  Modern, 
200  bed  hospital  in  town.  Twenty  five  minutes 
to  ski  resorts;  45  minutes  to  Pittsburgh. 
Chance  of  a lifetime  to  start  with  full  practice. 
Write  to  Box  163,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 

Family  practice  for  sale — located  in  greater 
Harrisburg  area.  Reasonably  priced  with  fi- 
nancing available.  Potential  to  expand  prac- 
tice unlimited.  Reply  to  Box  165,  Pennsylva- 
nia Medicine,  20  Erford  Road,  Lemoyne,  PA 
17043. 

Mt.  Gretna,  Pennsylvania — homes  and 
summer  cottages  for  sale  in  all  price  ranges. 
Write  or  call  for  a descriptive  brochure:  Sub- 
urban Realty,  30  West  Main  Street,  Anneville, 
PA  17003;  (717)  867-4487. 

Selection  of  practices  for  sale— find  out 
more  about  medical  practices  for  sale 
throughout  Pennsylvania  or  list  your  practice 
in  the  Practices  for  Sale  Section  of  the  Penn- 
sylvania Medical  Society’s  Physician  Place- 
ment Service.  For  more  information,  contact 
Tim  Smith,  PMS  Physician  Placement  Ser- 
vice, 20  Erford  Road,  Lemoyne,  PA  17043; 
(717)  763-7151. 

Ob-gyn  practice — central  Pennsylvania. 
Thirteen  year  practice.  Five-thousand  charts. 
Physician  leaving  area.  Priced  for  quick  sale. 
For  more  information,  call  W.P.  Feuchten- 
berger,  business  broker,  (717)  243-5185,  or 
write  3109  North  Front  Street,  Harrisburg,  PA 
17110. 

Practice  for  sale.  Solo  practice  in  orthopedic 


surgery/rheumatology.  Building/office/small 
apartment,  equipment,  supplies,  x-ray  unit  in- 
cluded. Hospital  appointment  available.  Leas- 
ing arrangement  available.  Size  of  commu- 
nity and  trade  area:  100,000  and  greater. 
Terms  to  suit.  Respond  to  PMS  Physician 
Placement  Service,  Department  NSM-1086- 
S015,  20  Erford  Road,  Lemoyne,  PA  17043. 

Practice  for  sale.  Solo/partnership  covers 
family  practice,  general  practice,  internal 
medicine,  pediatrics,  and  obstetrics/ 
gynecology.  Equipment  and  supplies  in- 
cluded in  sale.  Leasing  arrangement  avail- 
able. Size  of  community  and  trade  area: 
5,000-10,000.  Terms  of  sale  negotiable.  Re- 
spond to  PMS  Physician  Placement  Service, 
Department  NSM-1086-FP1 18,  20  Erford 
Road,  Lemoyne,  PA  17043. 

FOR  RENT 

Medical  offices  available  in  west  Philadel- 
phia and  Delaware  County.  Newly  renovated, 
well-maintained,  multi-office  locations.  Exclu- 
sive or  time  sharing.  Accommodations  for 
special  needs  will  be  considered.  Off-street 
parking  and  easy  access  to  public  transporta- 
tion. Call  Barbara  Kelman,  (215)  748-9800, 
weekdays  9 - 5. 

MISCELLANEOUS 

Physicians  Signature  Loans  to  $50,000.  Up 

to  7 years  to  repay.  No  prepayment  penalties. 
Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  changes  of  any 
kind.  Physicians  Service  Assn.,  Atlanta,  GA. 
Toll  free  (800)  241-6905. 

Medical  practice  sales  and  appraisals  — 

We  specialize  in  the  valuation  and  selling  of 
medical  practices.  If  interested  in  buying  or 
selling  a medical  practice,  contact  our  Broker- 
age Division  at  The  Health  Care  Group,  400 
GSB  Building,  Bala  Cynwyd,  PA  19004;  (215) 
667-8630. 

Qualified  MD  seeks  to  buy  internal 
medicine/family  practice  in  southwest  Bucks 
County  or  northwest  Montgomery  County. 
Reply  to  Box  167,  Pennsylvania  Medicine,  20 
Erford  Road,  Lemoyne,  PA  17043. 


Classified  Advertising 

Rates:  $18  per  insertion  for  the  first  30 
words  or  part  thereof;  60  cents  for  each 
additional  word;  $1 .50  per  insertion  for  a 
box  number.  Payment  should  be  in  ad- 
vance. No  agency  commission  is  paid  on 
classified  advertising. 

Box  Numbers:  Advertisers  using  box 
numbers  forbid  disclosure  of  their  iden- 
tity. Written  inquiries  are  forwarded  to 
such  advertisers,  but  no  information  can 
be  revealed  by  the  publisher. 

Word  Count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  num- 
bers or  groups  of  numbers,  hyphenated 
words,  and  abbreviations. 

Advertising  which  contains  discrimi- 
natory language  is  not  acceptable  for 
publication. 
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Strong  on  results.  Smple  to  late 

In  recurrent  urinary  tract  infections 

Highly  effective  against  Escherichia  coli 


a wide  range  of 
susceptible  uropathogens: 


Klebsiella  spp. 
Enterobacter  spp. 


Proteus  mirabilis 
Proteus  vulgaris 
Morganella  morganii 


In  acute  otitis  media  in  children 


Clears  middle-ear  fluid 
of  the  most  common 
susceptible  pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 
(even  ampicillin- 
resistant  strains) 


In  acute  exacerbations  of  chronic  bronchitis  in  adults 

Clears  the  sputum  of 
important  susceptible 
pathogens: 


Streptococcus  pneumoniae 
Haemophilus  influenzae 


Not  indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age; 
contraindicated  in  infants  less  than  two  months  of  age. 


Bactrim 


(trimethoprim  and  sulfamethoxazole/Roche) 


Effective  and  versatile  b.i.d.  therapy 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  documented 
megaloblastic  anemia  due  to  folate  deficiency,  pregnancy  at  term  and  during  the  nursing 
period;  infants  less  than  two  months  of  age. 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFON- 
AMIDES, ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS, 
INCLUDING  STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS, 
FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND 
OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN 
RASH  OR  ANY  SIGN  OF  ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat, 
fever,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare 
instances  a skin  rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson 
syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood  disorder  Perform 
complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A (3-hemolytic  streptococ- 
cal tonsillopharyngitis  have  a greater  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  with  penicillin 
PRECAUTIONS: 

General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  and  severe  allergy  or  bronchial  asthma.  In  glucose-6-phosphate  dehydro- 
genase-deficient individuals,  hemolysis  may  occur,  frequently  dose-related. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the 
count  of  any  formed  blood  element  is  noted,  discontinue  Bactrim.  Perform  urinalyses  with 
careful  microscopic  examination  and  renal  function  tests  during  therapy,  particularly  for 
patients  with  impaired  renal  function 

Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily 
thiazides,  an  increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported 
Bactrim  may  prolong  the  prothrombin  time  in  patients  who  are  receiving  the  anticoagulant 
warfarin  Keep  this  in  mind  when  Bactrim  is  given  to  patients  already  on  anticoagulant 
therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the  hepatic  metabolism  of  phe- 
nytoin.  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by  39%  and 
decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concur- 
rently, be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  metho- 
trexate from  plasma  protein  binding  sites,  thus  increasing  free  methotrexate  concentrations. 
Drug! Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can 
interfere  with  a serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein 
technique  (CBPA)  when  a bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein 
No  interference  occurs  if  methotrexate  is  measured  by  a radioimmunoassay  (RIA).  The 
presence  of  trimethoprim  and  sulfamethoxazole  may  also  interfere  with  the  Jaffe  alkaline 
picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about  10%  in  the  range 
of  normal  values. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Carcinogenesis:  Long-term  studies  in 
animals  to  evaluate  carcinogenic  potential  not  conducted  with  Bactrim.  Mutagenesis  Bacte- 
rial mutagenic  studies  not  performed  with  sulfamethoxazole  and  trimethoprim  in  combina- 
tion. Trimethoprim  demonstrated  to  be  nonmutagenic  in  the  Ames  assay.  No  chromosomal 
damage  observed  in  human  leukocytes  in  vitro  with  sulfamethoxazole  and  trimethoprim 
alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of  these  compounds 
following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients  treated 
with  Bactrim  revealed  no  chromosomal  abnormalities.  Impairment  of  Fertility:  No  adverse 
effects  on  fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages 
as  high  as  70  mg/kg/day  trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 
Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxa- 
zole may  interfere  with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit 
justifies  potential  risk  to  fetus.  Nonteratogenic  Effects:  See  CONTRAINDICATIONS 
section. 


Nursing  Mothers:  See  CONTRAINDICATIONS  section 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and 
CONTRAINDICATIONS  sections) 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomit- 
ing, anorexia)  and  allergic  skin  reactions  (such  as  rash  and  urticaria).  FATALITIES  ASSO- 
CIATED WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH  RARE, 
HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON 
SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE 
WARNINGS  SECTION).  Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  neutropenia,  hemolytic  anemia,  megaloblastic  anemia,  hypoprothrombinemia. 
methemoglobinemia,  eosinophilia.  Allergic  Reactions:  Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema  multiforme,  exfoliative 
dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Schoenlein  purpura,  serum  sickness-like 
syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic 
lupus  erythematosus  have  been  reported.  Gastrointestinal  Hepatitis  (including  cholestatic 
jaundice  and  hepatic  necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomem- 
branous enterocolitis,  pancreatitis,  stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain, 
diarrhea,  anorexia.  Genitourinary:  Renal  failure,  interstitial  nephritis,  BUN  and  serum 
creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystalluria.  Neurologic: 
Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric.  Hallucinations,  depression,  apathy,  nervousness.  Endocrine  Sulfonamides  bear 
certain  chemical  similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides) 
and  oral  hypoglycemic  agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have 
occurred  rarely  in  patients  receiving  sulfonamides.  Musculoskeletal  Arthralgia,  myalgia. 
Miscellaneous:  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two 
months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHIL- 
DREN. AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN:  Usual  adult  dosage  for  urinary 
tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoonfuls  (20  ml)  b i d.  for  10  to  14 
days.  Use  identical  daily  dosage  for  5 days  for  shigellosis.  Recommended  dosage  for  children 
with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identi- 
cal daily  dosage  for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/ 
min,  give  usual  dosage;  15-30  ml/min,  give  one-half  the  usual  regimen,  below  15  ml/min,  use 
not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHI  I IS  IN  ADULTS:  Usual  adult 
dosage  is  one  DS  tablet,  two  tablets  or  four  teasp.  (20  ml)  b.i.d.  for  14  days. 
PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimeth- 
oprim and  100  mg/kg  sulfamethoxazole  per  24  hours  in  ecjual  doses  every  6 hours  for  14  days. 
See  complete  product  information  for  suggested  children  s dosage  table 
HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfa- 
methoxazole-bottles of  100,  250  and  500;  Tel-E-Dose*  packages  of  1(H);  Prescription  Paks 
of  20.  Tablets  (80  mg  trimethoprim  and  4(H)  mg  sulfamethoxazole)— bottles  of  100  and  500; 
Tel-E-Dose*'  packages  of  100;  Prescription  Paks  of  40.  Pediatric  Suspension  (40  mg  trimeth- 
oprim and  200  mg  sulfamethoxazole  per  teasp.)— bottles  of  100  ml  and  16  oz  (1  pint).  Sus- 
pension (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teasp. )— bottles  of  16  oz 
(1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM 
LIGHT 

STORE  SUSPENSIONS  AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT 
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Strong  on  results.  Simple  to  take. 
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Otoscopic 
view  of  tympanic 
membrane  in  a 
patient  who  did  not 
respond  to  ampicillm 
therapy. 


after 

Same  patient 
after  ten  days 
of  Bactrim 
therapy. 


and  sulfamethoxazole/Roche)  <^> 

1 0 


Please  see  preceding  page  for 


( 


00512768 


3 1378  00512  7686 


